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FLEET ENEMA 
-.- 


single dose 
disposable U11Ít 
Just one second of prep time needed. . . with the 
modern FLEET ENEMA! Once the full-length pro- 
tective cover has been removed and the prelubricated 
2-inch rectal tube has been inserted, simple manual 
pressure does the rest. And after the enema- 
no scrubbing, no sterilization, no setting up for 
re-use. The complete FLEET ENEMA unit is 
simply discarded! 
why more and more hospitals are using the 
FLEET ENEMA 
An efficient, economically-priced, safe enema 
requiring far less time than outmoded procedures, 
FLEET ENEMA also avoids the ordeal of injecting 
large quantities of fluid into the bowel. 
Left colon catharsis can be achieved in tlt'O to five 
minutes without causing pain or spasm, 1 while afford- 
ing the same cleansing efficacy as the usual enema of 
one or two pints. Reverse flow and leakage are pre- 
vented and a comfortable flow rate assured by the 
construction of the anatomically correct plastic tube. 


Each Single-Dose Disposable Unit contains, in each J 00 cc.. 
Sodium acid phosphate USP. . . . . . . . . 16 G. 
Sodium phosphate USP. . . . . . . . . . . . . . . . .. 6 G. 
Plastic "squeeze-bottles" of 4 Y2 fluid ounces, with prelubrl- 
cated tip. 
1. Marks, M.M., Am. J. Digest. Dis. 18:219, 1951 
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the disposable 
injection unit 
with the 
sharpest needle ever 
IS-DI 
LASTIPAK 


sterile disposable hypodermic unit 


PlASTIPAK disposable syringes for all parenteral uses are available 
in a full range of sizes, with or without ultra-sharp YALE disposable 
needles attached. Supplied sterile, pyrogen.free, non-toxic... discarded 
after use to avoid danger of cross-infection. Design of peel-apart pack- 
age for 2'12 through 10 cc. sizes permits easy detection of accidental 
damage and aseptic removal of contents. Package, syringe plungers, and 
needle hubs are color-coded by needle gauge to simplify identification. 


IS-D I BECTON, DICKINSON & CO., CANADA, LTD., CLARKSON, ONTARIO 


8-D. PLASTIPAK. AND 'AU ARE TRADEMARKS 
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PHARMACEUTICALS & OTHER PRODUCTS 


"DUAPEN".SULFA SUSPENSIONS 
(AYERST, McKENNA & HARRISON) 


Indications - Treatment of infections caused by organisms sensItIve 
to penicillin and! or sulfonamides and where a liquid oral suspension is 
desirable. 


Description - "Duapen"-Sulfa Suspension contains Benzathine Peni- 
cillin G 500,000 LU. and Sulfamethazine 0.5 Gm. in 5 cc. A pediatric 
suspension containing one-half the above strength is also available. 
Supplied in bottles of 60 or )00 cc. 
Dosoge - One-half to 1 dram (5 cc.) t.i.d. or q.i.d. 


Caution - Usual precautions with penicillin or sufa theropy. 
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DISPOSABLE DRAINAGE BOTTlE 
(PHARMASEAL) 


Description - A closed urinary drainage collection unit. The system 
may be suspended from the bed by a plastic strap. The collapsible 
plastic container expands as it fills and is vented for safety overflow_ 
The bottle will stand by itself, is marked for easy measuring, and will 
hold up to 2000 cc. The wide mouth permits easy emptying, and the 
unit includes a clip on the tubing which will suspend the cap while the 
container is being emptied. The unit can be stored in a minimum of 
space. 


FLORAQUIN 
(SEARLE) 


Indications - A protozoacide used for the treatment of Trichomonas 
vaginalis, vaginitis, senile, mycotic and mixed infection vaginitis, and 
vaginal pruritis. Floraquin also stimulates postoperative vaginal granulo- 
tion, reestablishes normal vaginal acidity, promotes growth of Döder- 
lein bacillus and acts as a vaginal deodorant. 
Description - These vaginal tablets contains 7.5% diiodohydroxyquin 
(U.S.P.), plus lactose, dextrose and boric acid. 


Administration - Two moistened tablets are inserted daily into vagi- 
nal fornices (applicator suppiled). During menstruation, dosage should be 
occompanied by worm acid douches. Treatment for trichomoniosis should 
continue until three monthly smears are negative. 
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ST-601 , DISPOSABLE SUTURE REMOVAL KIT 
(STERILON) 


Description - This reodily-opened, see-through pockoge contains dis- 
posable metal suture scissors, disposable forceps and 0 gauze squore in 
an inner sheath permitting easy aseptic removal. 
For further informotion write: Sterilon Corporation, 500 Northlond 
Ave., Buffalo, New York 14211. 


TUCKS 
(WINLEY-MORRIS) 


Indicotions - Soothes the annoying pruritus and discomfort of post. 
partum episiotomies and hemorrhoids; also gives soothing, cooling reo 
lief in pruritus ani, vulvitis, diarrhea, hemorrhoids ond discomfort fol. 
lowing anorectal surgery. 
Description - A small, disposable, soft, cotton, flannel pod impreg- 
nated with witch hazel (50%) ond glycerin ()O%); pH is 4.6. Avoilable 
in containers of 40 Or 100 pods. 
Administration - As indicated; Tucks may be kept at the bedside and 
used p.r.n. Tucks should be placed in direct contoct with the perine- 
orrhaphy or hemorrhoids and may be held in place with a perineal pod 
Literature is available from Winley-Morris Co. Ltd., 2795 Botes Road 
Montreal 26, P.Q. 
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TUCKS 
in 
POSTPARTUM HEMORRHOIDS AND EPISIOTOMIES 


TUCKS 
offer delightfully 
soothing relief t> local 
edema, pain and itching 
when placed under the pad 
j in direct contact wltla the per- 
eorrhaphy or hemorrhoids. The 

d witch hazel solution is ana1ges
 
\ cooling, Donocclusive and virtually 
nori>ènsitizilsg. 
TUCKS save nursinc time and el
 

te th
 expense and trouble of " , 
prepa
g special dressings U 
TUCI;C
 can be kept by 
the 
edside for applica- 
tièn whenever their 
'- soothing, healing 
'-. ,propertìes are 
indicated. 
--- 
For literature and samples, please write. 


The answer- TUMS! These mild, minty 
tablets are so practical to recommend 
because they're fast acting, long lasting 
and safe-made of the finest antacid 
ingredients. They're economical 100- 
only a few cents buys enough for several 
doses. And they leave no aftertaste- 
no water or glass needed. 


What can 
I take for 
heartburn 
or acid 
indigestion? 
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Jor the tummy 


A successful one-day institute on tuber- 
culosis and respiratory diseases was held 
at Regina General Hospital, Saskatchewan 
in May. 1964. Sponsored jointly by the 
Canadian Tuberculosis Association and the 
Saskatche\\<an Registered Nurses' Associa- 
tion, this first national institute to be held 
in the West emphasized: changing trends in 
TB control; the role of the nurse; com- 
munity respon,ibilities; medical. social and 
educational research; and respiratory dis- 
eases today. 
Dr. G. D. Barnett. director of medical 
services and general superintendent of the 
';askatchewan Anti-tuberculosis League. em- 
phasized that the general population is more 
susceptible to tuberculosis today than 20 
or 40 years ago and that infectious cases 
of TB now present greater hazards to the 
community. The importance of detecting 
new. acti"e Cdses early and the need for 
a vaccine that would increase immunity 
without converting the tuberculin test to 
positive, were also stressed. 
Esther Paulson. director of nursing at 
Pearson Hospital. Vancouver. spoke about 
the changing role of nurses. Today. they are 
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TB INSTITUTE FOR NURSES 


more involved in teachmg and rehabilitation 
than in bedside care. The nurse needs knowl- 
edge from the past, but must be able to 
adapt this knowledge effectively to new 
developments. New trends. such as the 
shorter hospital stay, early ambulation, and 
leaves of absence, often create obstacles to 
effective nurse-patient relationships. These 
reduce the nurse's time and opportunity for 
teaching the patient. getting to know him. 
and helping with problems. The average 
person who contracts TB today is not always 
receptive to the teaching dnd supervision 
for which nursing service is responsible. All 
nurses concerned with TB today 
eem to 
be facing similar problems. 
Miss H.tze! Wilson. assistant professor 
at the school of nursing. University of To- 
ronto. stated that the number of persons be- 
ing treated at home is increasing; obviously, 
the public health nurse must use skill in 
analyzing the family health needs and ap- 
praising the family's ability to meet these 
needs. The person with TB is not always 
cooperative. and. as with many ill people. 
may refuse to accept the di.lgnosi . mav 
e"Xpress 110stility and may e\en hide. 'ome- 


WINLEY-MORRIS COMPANY LIMITED, 
2795 Bates Rood, Montreal 26, P.O. 


times in ,mother province. After discharge 
from the hospital or sanatorium. supervision 
of continued treatment is difficult. Although 
drug therapy is usually continued for about 
24 months after discharge the patient may 
be able to return to work soon after he 
leaves hospital. This makes it difficult for 
follow-up visit by the nurse. A study of post 
discharge treatment 
howed that about 25 
per cent of patients fail to complete the rec- 
ommended course of drug tberapy. 
Dr. A. J. Bailey, of the Saskatchewan 
Cancer Commission. Regina, presented a 
talk concerning lung cancer and smoking. 
This paper will be published in the April. 
1965 issue of The Canadian Nurse. 
Dr. C. L N. Robinson, associate profes- 
sor of surgery, University of Saskatchewan. 
Saskatoon, discussed the present patterns of 
respiratory disease. 
The institute was auended by 20l repre- 
,entatives from British Columbia, Alberta 
Ontario, Yukon Territory and S.lskatchewan. 
- Floris E. Jo..ing, B.5c.N.. 
f.P.H., Study 
Consultant. Nurses' Section. Canadian Tu- 
t>erculosis \s
ociation. 
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EDUCATION'S ROLE 


Investment in physical capital must be 
balanced with investment in human capital. 
Most educators have taken this for granted 
all along, but they have usually been re- 
luctant to stress the point lest it invite over- 
emphasis on the materialistic aspects of 
education. Quite rightly they have insisted 
that education is not merely an instrument 
of economic growth, but that it also has 
other and perhaps even higher aims . . . . 
In a host of situations all over the world 
including many developed countries, the 
major bottleneck to development is the 
shortage not of money but of educated 
manpower . . . . One of the scarcest of re- 


sources is competent manpower for teaching 
which therefore must be utilized with max- 
imum efficiency. Accordingly, there is need 
for a massive search for new technologies 
of education that will enable teachers and 
students alike to be more productive . . . . 
The basic problems of educational modern- 
ization, common to all nations whatever 
their stage of development, are: the updating 
of curriculum, the improvement of teacher 
supply, the development of more effective 
teaching methods, the strengthening of edu- 
cation's financial base, and the more effi- 
cient utilization of educational resources. 
- PmLIP H. CONWAY 
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SPACE SAVER 


This bottle contains 400 labora- 
tory tests. It gives you 48,000 
possible answers in 100 cc. of 
space HEMA-COMBISTIX* is 
a dip-and-read test for urinary 
blood, protein, glucose, and pH. 
Ames Company of Canada fA '\ 
Ltd., Rexdale (T oronto) 
 
Ontario. oTrsdemsrkReg. CA"'" AMES 
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/?antlom Commønl6 


Letters to the Editor are welcome Only 
SIGNED letters will be considered for 
publication. Name will be withheld from 
the published letter at the writer's request. 


Dear Editor: 


I wish to make known to you my strong 
objection to the inclusion in our professional 
Journal of articles such as "The Christian 
Nurse's Role." (Aug., 1964) previously pub- 
lished in The United Church Observer, a 
journal with which I am quite familiar. Had 
I come upon this article in that publication 
I should have considered it appropriate and 
interesting reading. The editors of The Ob- 
server, can justifiably expect that their read- 
ers are Christians and, therefore, would be 
most unlikely to take offence at any of the 
beliefs stated or implied in the article. I 
think you would agree that the editor of a 
professional journal cannot operate upon 
such an assumption regarding the religious 
convictions of its readers. In its present 
form this article expresses a narrow and 
a parochial, if not prejudicial, point of view 
which might have been avoided had it 
been reworded for publication in The Cana- 
dian Nurse. 


Surely if many dignitaries of such an 
old and established religious body as in 
the Roman Catholic Church consider that it 
is time to champion religious freedom, our 
professional Journal should not suggest, even 
by implication, that nurses holding any parti- 
cular set of religious convictions are in a 
better position, through their special brand 
of faith, to help patients than are other 
nurses who hold a different faith. 


North Americans are frequently accused 
of perceiving the world, its problems and 
solutions only in terms of our WASP sys- 
tem of values. I write to you as one white, 
Anglosaxon, protestant, Canadian nurse ex- 
pressing the hope that our professional 
Journal will conscientiously avoid publica- 
tion of material which might confirm this 
damaging accusation. 
HELEN GEMEROY, Que. 


Dear Editor: 


I was very interested in the experiences of 
the nurse writing in the September issue 
(Random Comments); her experiences were 
so similar to mine. 


Finding that I had time to spare as my 
family were in their 'teens, J took a re- 
fresher course offered by a local hospital. 
We were invited to fill out forms stating 
the hours we would be available - but 
the only hours they offered were 6:00 P.M. 
to midnight. These are often impossible for 
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a wife and mother whose first duty is her 
family. 
I was fortunate in getting part-time work 
at a small local hospital whose superinten- 
dent believed that part-time nurses are the 
answer to nursing shortage. She made sev- 
eral of us welcome at times suitable to our 
home routine. However, she was transferred 
to a larger hospital and superintendents who 
followed her were like the interviewers that 
"R.N." met. They ruled against part-time 
nurses. 
I have attended conferences where the cry 
from the hospitals was that so many nurses 
are lost to them through marriage. Again, 
we filled out papers and submitted our 
suggestions. Some suggested that older nurses 
might return to relieve the staff of desk 
work, recording and checking doctors' or- 
ders. This seems preferable to employing a 
non-nurse as ward secretary. 
When women insist upon a good educa- 
tion and training in a chosen profession, 
this training should not be allowed to lie 
unused and become obsolete during the 
years that one's first obligation is to the 
family. Also, it has been shown that work- 
ing women have a fresher, happier outlook 
and more energy to devote to the family. 
All these points seem to me to come 
under the heading of the importance of 
part-time nurses to both hospital and nurse. 
J. D., Ottawa 


ðn cJlømo/tiam 


Mary Mavis (Short) Acheson '63, Char- 
lotte County Hospital, St. Stephen, N.B. 
Margaret (Hurd) Aitchison '27, Blanche 
C. (Dynes) Warren '26. S1. Joseph's Hos- 
pital. Hamilton, Onto 
Stephanie Ellenthora Bjarnason '28, 
Portage General Hospital. Portage la 
Prairie, Man. 
M. Ferne Burdick '23. Grace Hospital, 
Toronto. 
Frances Catherine (Cottle) Cooke '26, 
Windsor Grace Hospital. Onto 
Maude Frances Daley '13, Sister André 
Marie (Andrelene Bélanger) '41, Ottawa 
General Hospital, Onto 
Mary Louise (Glidden) Gravgaard '28, 
Margaret O. (Backman) Kirshaw '28, Win- 
nipeg General Hospital, Man. 
J. Mildred Lower '17. Niagara Falls 
General Hospital. Onto 
Verna May (Stevens) MacLean '31, Holy 
Cross Hospital, Calgary, Alta. 
Reta L. Nicely '34. Ontario Hospital, 
Whitby, Onto 
Mildred Irene (Munson) Wensley '3D, 
Regina General Hospital, Sask. 
Ethel M. Strueben, St. Luke's Hospital. 
Davenport, Iowa. Miss Strueben was di- 
rector of the American Nurses' Associa- 
tion General Duty Section. 
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COSTLY, BUT CURATIVE 


Today, doctors treating patients suffering 
from pneumonia give them a handful of 
tiny capsules costing 50f a piece. A pre- 
scription for 20 costs $10. People say 
"How costly it is!" But the difference is 
that they take these capsules and in a day 
or two their temperature is down to normal. 
The doctor reminds the patient that he's 
been threatened by a serious disease and the 
only reason he's doing well is by virtue of 
those truly marvelous drugs. He argues with 
the patient when he wants to go back to 
work in a week or ten days, but lets him 
go back in a couple of weeks. They say 


"Gee, how much it costs." But people live 
where they used to die, and they get well in 
days instead of weeks, and they return to 
work in weeks instead of months. I ask, 
which is more costly, the medicines of our 
earlier days in practice or the medicines 
of today where it costs you more per day 
but you're back as a breadwinner and 
you're back as a wage earner and, of ut- 
most importance, you're back to work in a 
relatively short time. 
DR. EDWARD R. ANNIs. 
Past President, 
American Medical Association. 
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DODD 
TEST FOR 
URINARY BLOOD. PRO 
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MONEY SAVER 


Because HEMA-COMBISTIX* 
tells the story of urinary blood, 
protein, glucose, and pH in half 
a minute, it has to save time. 
P.S. Time is money. 0 rlt\ 
Ames Company of Canada, 
 I 
ltd. t Rexdale (T oronto) Onto AMES 


-Trade Merk Reg'd. CAØI4I4 
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Help Prevent 
"LIGHTS OUT" 
RESTLESSNESS 


- 
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with medicated 
.k;n
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On every ward, when you turn out the lights, some one wakes up . . . and 
wakefulness thrives on minor irritations. Skin discomfort, particularly, can 
disturb your patients during the nighttime hours. But as nurses in thousands 
of hospitals know, a body rub with Dermassage may add that one welcome 
touch of relaxation which tips the balance in favor of rest and sleep. 
Dermassage comforts, cools and soothes tender, sheet-burned skin. It relieves 
dryness, cracking and itching and helps prevent painful bed sores. 
You will like Dermassage for other reasons, too. A body rub with it saves 
your time and energy. Massage is gentle, smooth and fast. You needn't follow- 
up with talcum and there is no greasiness to clean away. It won't stain or 
soil linens or bed-clothes. You can easily make friends with Dermassage- 
send for a sample! 


"SEE IF YOUR HANDS DON'T TELL YOU THE DIFFERENCE" 


Now distributed in Canada by LAKESIDE LABORATORIES (CANADA) LTD. 
1675 Leslie Street. Don Mills, Ontario 
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YOUR ENEMA PROCEDURES WITH 


DISPOSABLE ENEMA UNITS 
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"ON-THE-FLOOR" 
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CENTRAL SUPPLY 
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The TRAYAD system simplifies all aspects of your enema procedures. From Central 
Supply to use "on-the-fioor" the TRA\'AD system saves personnel time and saves 
the hospital money. Enema administrations are no longer a chore, because all units 

re completely assembled completely disposable. . . there's nothing to disassemble, 
nothing to disinfect afterwards. Whether the need is for a conventional cleansing or 
even a barium enema. . . a prefilled unit, or a large volume container. . . the TRAVAD 
system has a specific unit for the specific need. TRAYAD disposable enema units 
are individually packaged. . . fiat to save storage space. . . reduce work load. And, 
they cost no more than less convenient units. Is it any wonder, 


"THE TREND IS TO TRAVAD
'" (disposable enema units). 


tr' --.. 

 
\L/ 


];d.... 


A 


. 


TRAVAO 1500' large volume enema 
container with soap packet and 
waterproof bed pad 


TRAVAO'ready-to-use 
enema unit 


TRAVAO' B.E. large volume 
barium enema container 


BAXTER LABORATORIES OF CANADA LTD. 
ALLISTON, ONTARIO 
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YOU MAY HAVE 
A CATALOGUE 
ANY TIME 


WE ARE PROUD OF OUR 


NURSE UNIFORMS 


THAT'S WHY WE 
PUT OUR LABEL ON 
TH E DRESSES WE ARE 
SO PROUD OF. 


WHY NOT INDULGE 
YOU RSELF? 


THEY'RE REALLY 
NOT DEAR 


BLAND & COMPANY 
LIMITED 


1435 ST. ALEXANDE'R ST. 


Montreal, Canada 
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BOAC MEALS GROUNDED 


I ..
t} te
b have begun at one London 
ho
pital to see whether catering methods 
used by BOAC can be applied to offer more 
appetizing food to patients. Fresh frozen 
individual meals. prepared in ddvance by 
top-line chefs, wiII be heated in aircraft 
"vens right beside the hospital wards. 
fhe East Finchley convalescent unit of 
the '1ational Hospital for Nervous Di,- 
e,l'ies. in Queen Square. London. has been 
.'ho
en for the experiment. 
- The Horner \ elt'.\letter 
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Right Medicine for '-'immy. . . helping children 
to get well is much easier when they're positively 
identified with Ident-Ä-Band. It takes only a second 
to be sure the Dg ht Jimmy gets the Dg ht medicine. 


'dent-A-Band
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Under new orders issued by the Victol ia 
Hospital, London. Ont., student nurses are 
to undergo rigid physical examinations be- 
fore being accepted by the school of nurs- 
ing. This will eliminate those students 
physically incapable of carrying on the ar- 
duous work of a hospital nurse. This step 
has heen laken with a view to greater eco- 
nomv d
 well a, in the interest of the stu- 
knt
. 


.. 


Information regarding transpvrtation tv 
Hel.villgfors, site of the fCN COllgress, llilv. 
1925: The minimum rate from Montreal 
through to Helsingfors is $175 plus $5 war 
tax. This rate covers third-class rail fare 
.ICro
S England and a cabin on the North 
,>ea steamers. also board and lodging in 
Fngland while awaiting connections. 
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Winnipeg Municipdl Hospitals have de- 
\eloped a program of affiliation for their 

tudents in fifteen associated hospitals: Man- 
itoba. 9: Saskatchewan. 4; Ontario, 2. The 
dffiliation is deemed advisable for two main 
reasons: 


I. There are d great many hospitab 
where capacity ranges between 10 and 20 
hed
. The patients in these hospitals must 
be nursed and the student nurse has been 
found the most satisfactory person for that 
,erVlce. 


:!. There is a need for affiliation to equip 
the 
tudent fully for any and all calls upon 
her knowledge of nursing in its every phase. 
whether they be of an industrial. social 
,ervice. school. public health or hospital 
nature. 
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HOW DAVIS & GECK 
SUTURE PRODUCTS 
CAN HELP RAISE THE 
EFFICIENCY OF THE 
NURSING TEAM 


Fast, convenient dispensing. All Davis & Geck sutures and suture-needle combinations are 
supplied ready for immediate use. individually packaged in dry. presterilized plastic envelopes- 
transparent and double-labelled for easy identification of contents. 
Maximum ease of handling. Surgeons appreciate Davis & Geck sutures for their excellent hand- 
ling and performance characteristics, assured by meticulous care in processing during every 
phase of manufacture. You will find that the nursing team can function more efficiently with suture 
materials from the broad line of Davis & Geck suture products. 
SP Service Program. This Davis & Geck service completely eliminates the time, expense and 
potential hazards involved in cold resterilization of unused suture packages. Davis & Geck assumes 
all responsibility for repackaging and resterilizing left-over suture packages. . . saving many nurse- 
days each month and providing significant new savings in operating room management. 


DAVIS & G ECK / C YANAMID OF CA NADA LIMITED 
PRODUCTS DEPARTMENT c:::::::- C Y A. N AM. . n 
 Montreal, Quebec 


'.!!'Reglstered Trademark 



96% 


efficient 


free-breathing 
and 
comfortable, 
too! 


in convenient 
one-at-a-time 
dispenser box 
of 50 masks 


There is only one 
surgical mask that 
filters best* 


THE BARCIC"'CESERET 
FILTER MASK 


" 


ONE USE. . A FULL B HOURS 
WITHOUT SIGNIFICANT LOSS 
OF EFFECTIVENESS. 


"For dramatic proof documented from Idboratory tests, request Bulletin 337 


C. R. BARD. INC. . MURRAY HILL. N. J. 
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The psychologist, Erik Erikson. speaks ot the turbulent 
passage from adolescence to adulthood as "the crisis of 
identity." How well this crisis is met determines how 
successfully and purposefully the individual will function 
through adult life. 
I suggest that the profession of nursing in Canada is 
today grappling with a similar problem of achieving a true 
sense of identity and purpose. As with the individual, if 
we fail we will be left in a chronic state of disorganization 
and dissatisfaction; if we are successful, we will emerge 
with a picture of ourselves as truly a profession, secure in 
the rightness of its chosen goals and confident in its 
ability to attain them. 
To this end, the nursing profession must deal with chal- 
lenges from within and from without. 
From without comes the urgent, continuing demand for 
more and more nursing practitioners qualified to staff the 
expanding health services of our fast-growing communi- 
ties. From without, too, come the stimulating challenges 
presented by the great advances being made in medicine. 
With increasing recognition of the psychological and 
sociological factors associated with illness, the nurse's role 
on the health team has become more positive, more 
creative. In addition to her technical skills, she now needs 
skills in helping the patient, the family and the communit\ 
meet, overcome or adjust to the problems of ill health. 
Moreover, the standards of our affluent society often 
give the nurse occasion to make invidious comparisons be- 
t
een her own economic status and that of other profes- 
sIons. 
From within the profession comes the question as to 
how we should go about educating a sufficient number of 
fully qualified nurses. 
eeded first is an agreement within 
our own ranks as to the number of acceptable categories 
of nurses, and as to the role and education of each. If 
we do not soon do this for ourselves, it will be done for us 
from outside. Clearly. the Report of the Royal Com mis- 
,ion on Health Services, and the report of Dr. Kasper 
'Jaegele in his assignment for the Canadian Nurses' Asso- 
ciation warn us that we cannot delay action. We must 
exercise the right of self-determination in order to retain 
it. \ measure of our professional maturity, however, will 
be the care we show to protect the interests of patients. 
hospitals and colleagues in other professions. while exer- 
cising this right. The national comrrUttees (1f the Cana- 
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dian Nurses' Association are now bringing together nur- 
ses with similar interests and experience across the coun- 
try to plan and initiate appropriate action. 
Alre
dy there is a consensus that the present two 
categones of nurses with full professional status will be 
needed for a long time to come - the graduate of a 
diploma course. and the nurse with a university degree. 
But changes in nursing education are seen as necessary 
and urgent if we are to turn out graduates sufficient in 
numbers and qualifications to meet the needs of the 
community. 
A number of studies have basicallv agreed in their 
recommendations that: 
1. The diploma nursing course be shortened from three to two 
vears without reducing its educational content by freeing the stu- 
dent nurse from a multitude of routine hospital duties; 
2. the schools for the diploma course be separated from and 
Independent of the hospitals: 
3. more nurses be prepared in the basic university school- 
or nursing. 
There is wide agreement on the need for: 
1. The curricula of the university courses of nursing to be 
so organized that graduates of diploma courses could continue 
their education toward a degree in clinical nursing rather than 
being limited to specialized courses in administration and teach- 
mg; 
2. the clinical nurse who is tr,uned to provide modern com. 
prehensive nursing being assured 
tatus and remuneration com- 
parable to those of the nurse who devotes herself to administra- 
tion or teaching. 
These broad recommendations have a great bodv of 
,upport behind them. All that is needed for
 action nów is 
a willingness to give and take on minor details. While the 
responsibility for leadership at this phase lies with the 
national committees. leadership needs t(1 be broadened 
and strengthened from the membership. 
I suggest that if the profession is to meet its crisis of 
identity successfully, it should now be drawing upon and 
fostering the leadership potential of its }ounger members. 
Nursing has within itself the pO\\er to shape its own 
future. The time for talking and studying is past; the 
time for learning bv doing is here. 
- - A. ISOBEL MACLEOD. M.A., 
President, 
Canadian Nurses' Association. 
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AM I EMOTIONALL Y MATURE? 


When you received the last evaluation of your nursing performance which indI- 
cated a need for greater emotional maturity, did it bother you a bit? 
Or, as one of our colleagues phrases it, "Where you exercised?" Of 
course you were. Then come the questions: "What is expected of me? 
What should I do that I am not doing or what should I refrain from 
doing in order to be more emotionallv mature?" 


HELEN CREIGHTON. B.S.N., M.A., J.D. and SISTER CATHERINE ARMINGTO!\. B.S.N.I:.. 


In childhood the personality emer- 
ges and becomes socialized against a 
background of love, discipline, and 
freedom. In adolescence that person- 
ality must separate from the security 
of the environmental background and 
become independent. When finally the 
adult emerges from the period of ado- 
lescent struggle and conflict, what do 
we find if development has been suc- 
cessfully accomplished? The emotion- 
ally mature adult is an individual in 
his own right - separate from every- 
one else - alone, in this sense, and 
able to tolerate the isolation that this 
at times brings. She must decide her 
own course in life. She must now be 
responsible for herself. She must form 
her own code of living. She must form 
her own opinions and judgments and, 
where circumstances require, she must 
support hers('lf against others. This 
is one half of the story of "what is 
expected." 
In addition to being an individual. 


Helen Creighton. R.N., B.S.N.. George- 
town University School of Nursing, M.A. 
University of Michigan; J. D., George 
Washington University Law School. Dr. 
Creighton is associate professor of nursing. 
University of Southwestern Louisia
a, La- 
fayette, Louisiana and author of numerous 
articles in professional nursing literature. 
Sister Catherine Armington D.C., R.N. 
B.S.N.E. Graduated from SI. Vincent's Hos- 
pital, Indianapolis, Indiana and De Paul 
University, Chicago. Sister Armington is su- 
pervisor of nursing service. T.E. Annex, La- 
fayette Charity Hospital. Lafayette. Louisia- 
na, and author of several article
 in pro- 
fessional nursing literature 
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she must live in society. This require- 
ment is also something of a desire. 
None of us can live in a vacuum 
either physically, intellectually or emo- 
tionally, so she must be prepared to 
maintain her individuality and yet be 
able to adapt to society; to know where 
and when she can maintain her inte- 
grity and yet fit in with others. In place 
of the loud-voiced assertions of ado- 
lescence, impatient with and unable to 
listen to contrary opinions, the adult, 
secure within, can listen and use other 
peoples' ideas and judgments where 
she finds them valuable. Ideally, the 
emotionally mature adult will maintain 
harmony within herself and in relation 
to others. Frankly, none of us com- 
pletely achieves such perfection, just 
as none of us achieves perfect con- 
tinuous physical health, but the meas- 
ure of our emotional maturity is the 
nearest we get to such an ideal. 
Let us consider some of the qualities 
of the emotionally mature person: 
1. If we are emotionally healthy it 
means that We have learned to think 
in long-term goals and to persevere 
with short-term goals. We have learned 
to accept frustration with fair grace 
in order to gain something we desire 
in the future. We have learned to work 
under difficul-ty, to face problems and 
not resort to "flight or fight." Certain- 
ly, it is easy to run away from criticism 
and reversals as we are tempted to fly 
away from the disagreeable, tedious. 
and whining person. How often. too. 
does our propensity to engage in verb- 
al battle cause a situation to deterior- 
ate rather than improve? The emo- 
tionally mature person ha" learned to 


work out reasonable compronuse
 so 
that she is neither given to fleeing from 
the situation nor to destroying what 
and whom she cannot master. While 
there is and will be a constant challenge 
of anxiety-producing situations, stami- 
na and skill at work are not inhibited 
by tension and anxiety nor is there 
interference with the enjoyment ot 
recreational activities. Also, there will 
be a relative freedom from symptoms 
that are produced by anxiety and ten- 
sion, such as a headache, over-fatigue. 
unreasonableness or illogical thinking. 
2. The emotionally mature person 
is honest with herself. She recognizes 
that she manages conflicts and frus- 
trations by the use llf psychologicaJ 
devices known as defence mechanisms. 
All of us manage conflicts between 
ourselves and reality. between our de- 
sires and our good judgment with these 
weapons. The use of some is neces- 
sary while others are a sign of weak- 
ness and immaturity. Their use is rather 
automatic and habitual so we are sel- 
dom aware of their functioning and 
even less of how they distort reality 
a. Rationa!i..ation is our device for jus- 
tifying ideas and behavior so they seem 
reasonable to us. We often rationalize our 
prejudices: one of a group behaves in such 
and such a way. we generalize. rationalize. 
then say they all behave that way; our pre- 
ferences: the grateful patient or the one 
who has shown improvement under our 
care. We rationalize. and call this one the 
"good patient" or the "cooperative patient" 
Our daily mistakes: errors in charting. in 
judgment. in overlooking symptoms or 
ignoring complaints. we rationalize by say- 
mg nobody ever pays any attention to such 
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tnvla. And maybe. sometimes, we ration- 
alize a dislike for another nurse because we 
are jealous of her. Instead of wastiAg time 
being jealous, why not emulate her, or even 
surpass her? 
b. Projection defends the personality 
against unacceptable ideas or wishes by 
allributing Ihem to someone else. There are 
people who constantly blame others for their 
o'Wn mistakes or shortcomings. They are 
rather quick to read into others the motives 
that secretly they hold themselves. The in- 
dividual who has difficulty relating warmly 
to others suspects that he is being rejected 
by friends and associates. Again. if we are 
honest with ourselves, the faults we see in 
others may be our own. The behavior man- 
ifesting the fault may have a slightly differ- 
ent turn. So let us make sure the pot isn't 
calling the kettle black! 
c. Repression is a spontaneous. irrational 
response of the mind and emotions to 
fearful thoughts, desires, situations, actions. 
\\ henever sllch forbiden subjects or feelings 
confront the individual. whether in fact or 
fantasy, they instantly trigger fear and 
anxiety. The mind responds immediately by 
pushing down the undesirable image. The 
more threatening the image. the more auto- 
matic the pushing down response. Repres- 
sion of one emotion often leads to the 
emergence of another equally undesirable 
emotion. Thus. a woman who is never 
able to permit herself even to feel angry 
may ease her tension by sly and nasty verbal 
sniping. We can't go around expressing 
angry feelings by childish banging and anti- 
social behavior but we can release these 
feelings by getting busy in a constructive 
way such as: a useful hobby, housecleaning, 
a new hat. thinking through one's problems, 
or an honest appraisal of oneself. We are 
so good at fooling ourselves that the wisdom 
of self-knowledge is not easy to come by. 
However. oUI. ability to recognize our use 
of these devices does improve our emotional 
maturity if we take constructive means for 
self-control. Controlled tension Can be valu- 
able in pressuring us to find better solutions 
to the problems that face us. 
3. The emotionally mature person 
is flexible and can defer to time. place 
ånd circumstances. This quality of be- 
ing adaptable is most important, for liv- 
ing i" a series of changes: new experi- 
ences are ne", opportunities whieh re- 
quire adaptation. If we are to master 
our daily lives we must continually 
grow. from birth to death. All of us 
are familiar \..ith the person who con- 
tinues to use the same devices that 
were u"ed to solve childhood problems. 
\\.e are familiar. too. vyith the person 
who is so rigid she cannot change. 
Whether her behavior is described as 
stubborn or firm depends on whether 
we are describing the actions of others 
or our own. Resiliency and flexibility. 
an ability to adapt to change is needed 
if "'e are to be emotionally mature. no 
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matter what our age or position. 
4. The emotionally mature person 
has a capacity to enjoy relationships 
- not onlv on a one-to-one basis but 
as one whó can maJ....e a positive con- 
tribution to a group. People vary in 
gregariousness and it is a mistaJ....e to 
condemn solitary people as insecure. 
However. relationships should not be 
made painful by awJ....ward silences, 
crude. rude. pushing or stiff behavior. 
While insecure people often say they 
have no need of pleasurable associa- 
tion with others, this is not true. Hon- 
esty compels us to acknowledge that 
we need the approval and acceptance 
of others - but the price of adjustment 
and cooperation seems too high. "My 
way or I \\on't play:' 
In order to contribute one need not 
to be leader in the group. Some peo- 
ple are insecure unless they are in a 
dominating situation which gives them 
the prestige they desire - "This is it- 
it's the way I see it!.. With that. the 
di"cussion is closed and. by the way, 
ifs never an opinion - always a firm 
conviction. Others are conspicuous by 
their silence. muttering in undertones, 
or just plain pouting. "Whatever it is 
- I'm agin it." Negativistic behavior 
is destructive to the group. Still others 
are the timid little birds "Oh! My 
opinion? I wouldn't dare to be so 
bold." But she never stops muttering 
and opinions fly in every direction after 
the group has dispersed. Also. in our 
group situations. we have the bland. 
phlegmatic "Whatever you say" (no 
contribution. just there). 
The emotionally mature person en- 
joys the experience of cooperation 
which strengthens the group. She ma) 
not agree but she voices her opinion 
and gives her suggestions. Such a per- 
son can work in
an organization and 
under authority. How many hours do 
we nurses spend in meetings? And we 
spend these hours - not for self-ag- 
grandizement - but to improve our- 

elves and improve and strengthen our 
group so that we can ultimately best 
serve our patient" by meeting their 
needs. 
5. The emotionally mature person 
can tolerate criticism without break- 
ing down. Criticism naturally arouses 
fear. The immature individual either 
denies the accusation or makes ex- 
cuses or thinks somebody has it "in 
for her:' This may even interfere with 
her efficiency. We would all do well to 
recall the words of a wise man who 
pointed out that our best friend" for 
time and eternity are those who tell 
us our mistakes. Once an error is 
J....nown. it can be corrected and elim- 
inated. The problem of how to criti- 
ci7e subordinate" or our friends i... a 
delicate one in human relationships. 


that is, how to be constructive and not 
crushing in one's comments. We might 
consider constructive criticism as giv- 
ing money to someone who needs it 
. . . and in this we can follow SI. 
Vincent de Paul "It will only be 
through the love you show that the 
poor wiII forgive you the alms you 
bestow." Dr. Crane. the psychologist. 
has offered the complimentary sand- 
wich: give the person a sincere com- 
pliment (the bread) then add the meat 
(the criticism) and top it off with more 
bread. 
6. The emotionally mature person 
has a considerable amount of inde- 
pendence. She can size things up and 
make her own decisions. She has a 
goal and the will to achieve that goal. 
The immature person is indecisive and 
unsure. She has trouble making deci- 
sions. misgivings about those she 
makes, and often seems inconsistent 
- or even capricious. This trait not 
only plagues the individual but it is 
frustrating to all VYho may be depen- 
dent upon her for decisions. Complete 
independence is fullblown lunacy but 
the autonomous woman knows herself. 
works within her limits but up to those 
limits, and J....nows when to call on 
others. 
7. The emotionally mature person 
has the capacity to love. And she can 
love all without exception. She can 
desire that others fuUiII their purpose 
in life; she will help them to help 
themselves; she will be persuasive and 
encourage others. She will begin at 
home but not end at home. Although 
we enter the world needing to be on 
the receiving end, as we 
ature the 
process reverses. No one can reall\ 
live and work harmoniously with 
others unless she is willing to give: and 
the really mature have the quality of 
giving more than is asJ....ed or required 
in a given situation. Getting along with 
others requires self-control. vitality and 
energy. sincerity, fairness. helpfulness. 
willingness to assume responsibility 
and reliability, persuasiveness. consis- 
tency. a sense of humor. the ability to 
win modestly and lose graciousl
 in 
the game of life. The list could go on 
and 
on. But there is only one i;np<1r- 
tant thing to remember ",hen there is 
a breaJ....down in relations with others: 
the greatest barrier to cooperation with 
others - and we J....now it if \..e're 
trulv honest with ourselves - is self- 
lové. 
Having reviewed the qualities of the 
emotionall
 mature let us put system 
into our attainment of it. Have a goal 
- one that will reall} appear wo
rth- 
",hile although involving stick-to-it-ive- 
nc...s and per...everanee. 
Work on some weakness using these 
qualitie... ao; yardsticks for a bit of 
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healthy introspection. Work one day at 
a time. Try to recognize basic moti- 
vations: "To thine ownself be true." 
To increased insight and awareness of 
pe.csonal weaknesses, add a healthy at- 
titude toward the criteria. Growth in 
emotional maturity will be reflected 
in improved interpersonal relationships 
and in other qualities measured by an 
evaluation of our nursing performance. 
Our ability to utilize constructively 
such evaluations of ourselves by others 
will also grow. As individuals we 
live more harmoniously with ourselves 
as our emotional maturity increases. 
As an individual each person must 
live in a society. By choice, profes- 
sionally, you live as a nurse. Profes- 
sional nurses exist for the patient and 
his needs. To the extent the patient's 
needs are met, and only to this extent, 
is the quality of nursing good. Each 
of us lives more harmoniously with 
others as our emotional maturity in- 
creases. We can better understand and 
accept the ideas and judgments of 
others and consequently find much of 


A successful 6th Annual Operating Room 
Conference was held November 17-19, 1964 
in Montreal. Six hundred nurses, the major- 
ity from Quebec and with representation 
from eight other provinces and several 
northern states, registered for some portion 
of the three-day event. 
The Executive Committee planned a very 
full schedule. Professional ethics, O.R. 
scheduling, and interdepartmental relations 
between C.S.R. and O.R. were subjects of 
discussion on the first day. 
The second day, Dr. J. C. Ducharme, 
Miles Francine Bruneau, R.N. and Mar- 
guerite Pedneault. physiotherapist. Ste Jus- 
tine's Hospital, Montreal, discussed "Treat- 
ment of Burns," and Dr. Ian Hendel son, 
Montreal General Cancer Clinic, spoke on 
cancer chemotherapy. An interesting sympo- 
sium presented by the operating room staff, 
Montreal General Hospital, described the 
use of visual aids and audio-visual aids 
in the O.R. Five major groups of devices 
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value to add to our own living and to 
the lives of those whom we touch. 
Look in the mirror, a full-length mir- 
ror. Am I emotionally mature? No, 
there is spmething left to be desired 
in my emotional maturity. But, I do 
know my ideal! [ know the qualities 
that will make my ideal a reality. 
Every day, if it is only by a sixteenth 
of an inch. I move closer to emotional 
maturity. 
If we can admit to the mirror that 
there is a need for growth. we can 
start exercising in the right way. The 
following check list will help with our 
self-evaluation. Find the weakness that 
may have triggered the evaluation and 
more on to emotional maturity. 


CHECK LIST 
Do you feel confident of your ability to 
deal with your own problems? 
Do you patiently listen to people whose 
views differ from yours? 
Do you accept other people and not try 
to mold them into your pattern? 
Do you have confidence in your ability 
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can be used as special supplement
 to 
learning. An interesting display was used to 
illustrate the discussion. 
On the final day, Dr. Claude Bertrand. 
neurosurgeon. Notre Dame Hospital, Mont- 
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MISS M KERR with visual aids 


so you can welcome the ideas and participa- 
tion of others including your subordinates? 
Do you willingly accept responsibility for 
your subordinates' errors? 
Do you graciously share the credit with 
co-workers who assist you? 
Do you accept unfavorable comment 
about yourself? Do you bounce back from 
life's hurts with resiliency and hope? Do 
you respond to difficulty and worry as to a 
challenge? 
Do you volunteer to accept new or added 
responsibilities? 
Do you try to assemble all available in- 
formation before making a decision? 
Do you make a decision timely despite 
ambiguity? Do you show a willingness to 
take a calculated risk? 
Do you take a stand on controversies in 
accordance with your principles - be they 
popular or unpopular? 
Do you cut yourself off from business 
pressures and enjoy leisure time? Do you 
live a balanced life? 
Do people come to you for assistance? 
Do you utilize your abilities and capabi- 
lities constructively and to good advantage? 
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real. used films and slides to illustrate new 
methods of treatment in Parkinson.s disease. 
"Exchange Transfusion" was the topic of 
Dr. Leo Stern, Montreal Children's Hospital. 
He was assisted in his presentation by Mrs. 
Janet Thorne. head nurse at Montreal Chil- 
dren's Hospital, who emphasized the role of 
the nurse in preparing the baby and equip- 
ment for transfusions. Dr. Peter Ros
n- 
baum. Royal Victoria Hospital. Montr;:al. 
discussed "Surgical Intervention. Pre- and 
Postoperative Care of Cataract Extraction." 
A stimulating question period followed. 
1r. 
Gilles Tremblay, an industrial engineer, de- 
scribed the use of .'Methods Study in Nurs- 
ing." The principle of work simplification 
programs is to help the nurse to "work 
smarter, not harder." 
Many excellent exhibits were assembled 
in the large area adjoining the conference 
room. and free time was. profitably spent 
viewing the new developments in medical 
and surgical equipment and materials. 
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Quo Vodis School of Nursing 


Something new has developed in nursing that is of importance to the profession 
and especially to women between the ages of 30 and 50 years. 


Quo Vadis? Where are you going? 
This question was uppennost in tbe 
minds of the nursing committee of 
the Catholic Hospital Conference of 
Ontario when, in the fall of 1962, a 
study of current trends in nursing edu- 
cation and nursing service was pro- 
posed. For this reason the study was 
named "The Quo Vadis Project." 
The methods employed in this 
study, the nature of the deliberations 
and their final outcome are not re- 
]evant to this article, except insofar 
as they led to the concept of this new 
type of school of nursing. Among 
these was the awareness of an in- 
creasing demand for well-prepared 
nurses, with a corresponding urgent 
need to provide additional facilities for 
their preparation. It seemed feasible 
to build upon the success of indepen- 
dent schools offering two-year pro- 
grams. In exploring community re- 
sources for potential students, it be- 
came apparent that there were a grow- 
ing number of older women i
 the 
co'ínmunity who might be interested 
in entering a school of nursing specifi- 
cally designed to meet their needs. and 
who might be expected to continue 
i
 the practice of nursing after gradua- 
tion. It was felt that such a group 
would be a stabilizing influence on a 
profession in which there is a very 
high rate of turn-over. It was also an- 
ticÌpated that the motivation of such 
students would be high - and there- 
fore the attrition rate might be lower 
than in the traditional schools. 
Miss Catherine D. MacLean. M.Sc., 
coordinator of the project. pursued 
these ideas. Discussions were held 
throughout Ontario among the project 
p3rticipants and with representatives 
of various organizations in the health 
field. Women's divisions. social scien- 
tists and adult educationists were also 
consu}ted. There grew the possibility 
of bemg able to launch a new venture 
which would not only draw upon a 
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previously untapped source of students 
for the nursing profession, but would 
also demonstrate a new approach to 
the retraining of older persons. 
Explorations for facilities and meth- 
ods of implementing the idea, were 
begun. Classroom and clinical facili- 
ties of St. Joseph's Hospital, Toronto, 
seemed to be sufficient to accommo- 
date both their present students and an 
additional group of 60 students (30 
per year) in the new program. The 
Board of Directors and other authori- 
ties gave approval, as did the College 
of Nurses of Ontario. 
A well qualified staff was secured. 
Miss Margaret Mackenzie, the director 
of the school, earned her master's de- 
gree at Teachers College, Columbia 
University. Her extensive experience 
in public health included a tour of 
duty in India with WHO where she 
assisted in the organization of courses 
to prepare personnel in nursing in that 
country. Of the instructional staff, two 
have their master's degrees, one has a 
baccalaureate degree and the fourth 
one is currently completing work on 
such a degree. Miss MacLean re- 
mains as coordinator and research 
counsellor. 
When the idea for the new school 
was proposed. it not only seemed 
appropriate to use the name of the 
project which led to its establishment, 
but the phrase itself seemed applicable. 
The school was set up to challenge 
and to channel the energies of those 
who had ability and talent, but who 
were not using it. The school might 
well be saying to its potential appli- 
cants. "What are you doing to realize 
your potential? How are you using 
your talents? Where are you going?" 
The Quo Vadis School of Nursing 
offers a two-year program which pre- 
pares candidates to write the registra- 
tion examinations of the College of 
Nurses of Ontario and subseq
ently 
to practise as registered nurses. The 
school is independent and non-secta- 
rian. with authority and responsibility 
vested in its own board of directors. 
The mo<;t unique feature of the 


school is its policy of accepting only 
mature students - presently defined 
as those who are over 30 and under 
50 years of age - who have the aca- 
demic qualifications required for ad- 
mission to schools of nursing in On- 
tario, and who have satisfied an Ad- 
missions Committee that they are per- 
sonally suitable and have made ade- 
quate arrangements to undertake the 
program. 
It is presumed that the student's ex- 
perience of life is an asset, and a po- 
tential on which both staff and stu- 
dents can build. This implies fullest 
use of adult education methods of 
teaching, and the assignment to the 
student of as much individual respon- 
sibility for her professional develop- 
ment as she is able to assume. The 
program is also specifically geared to 
the home responsibilities which it was 
anticipated would be of first impor- 
tance in the lives of the majority of 
students. As much as possible tbe five 
day week is being scheduled from 
9:00 A.M. to 5:00 P.M. There is no 
residence accommodation. A tuition 
fee is charged for each year. and stu- 
dents pay for their uniforms and books. 
Much interest was shown after the 
first publicity release. About 600 in- 
quiries were received. A total of 80 
followed through to the extent of 
paying for their psychological testing. 
and completing other preliminary ap- 
plication forms. The majority of the 
applicants are married and have child- 
ren ranging in age from two to 28. 
The first class includes two grand- 
mothers with an average age of 41 
years. All have the necessary educa- 
tional requirements, and are of suffi- 
ciently high intelligence to undertake 
further studies. 
The profession of nursing needs 
practitioners of this calibre. It appar- 
ently has only to provide the facilities 
for their education in older to attract 
them iñ large numbers. We \\atch tbis 
development with interest - and wish 
<;ucccss to the pIOneers who were brave 
enough to go forth into an uncharted 
land.- - 
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Recent Developments In Obstetrics 


The past two decades have brought tremendous progl ess in the field of ob- 
stetrics, as in all other medical specialties. 


Statistical data from various coun- 
tries show a marked decrease in both 
maternal and neonatal mortality and 
morbidity rates. Several of the factors 
responsible for this are well known. 
However, prematurity, congenital mal- 
formation, and Rh incompatibility still 
prevent the desired lowering of neo- 
natal rates. The hope of early and in- 
teresting results calls for even more 
active research. 
It is noteworthy that the decrease in 
rates lacks uniformity. Figures vary 
from one geographical area to another 
and from one institution to another. 
Inevitably, the private or small region- 
al hospital produces statistics substan- 
tially higher than those of the large, 
well-equipped maternity centre. While 
most specializcd institutions report a 
drop to near zero in maternal mortal- 
ity rates, this is not representative of 
the individual province or of the 
country as a whole. 
Can we, as protectors of maternal 
and new born life, assist in reducing 
obstetric mortality and morbidity rates 
in 1965 to the very minimum, even 
in remote districts? 


Physical Facilities 
We must first assess thc accom- 
plishments of the large centres in or- 
der to improve methods in regional 
hospitals and plan for the necessary 
facilities in remote areas. 
Socialization and planning tend to 
assume increasing urgency and im- 
portance as the means whereby every- 
one, rich and poor, may have access 
to the best in medical and hospital 
care. This implies that a pregnant wo- 
man in any part of the country will be 
a!o.surcd of the same advantages as pa- 
tients in large centres. Our conccpt of 
socialì7ation goes beyond this mini- 
mum. Research centres in greatcr 
numbers are needed and their discov- 
eries instead of being rescrved for a 
pri\ ilegcd few institutions should be 
extendcd to all. (It should he noted 
. 
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of Ste-Justine's Hospital, Montreal. 


22 


JANUARY 1965 


J. RENÉ TITTLEY, M.D. 


in passing that these various benefits, 
available to both private and public 
paticnts, antedate hospital insurance 
and were, perhaps, provided with 
greater generosity!) 
\\ hat are the special advantages 
open to the private patients of ob- 
stetricians on the staff of a large 
centre or the patient attending a pub- 
lic clinic in the same institution? 


Prenatal Clinics 
Adequate prenatal health care includes 
regular physical examination. usually at 
monthly intervals. from the beginning and 
throughout the course of pregnancy. Fre- 
quency of examination increases toward the 
end of the gestation period or as need 
dictates. There is complete subjective and 
objective evaluation; certain hlood and urine 
analyses; possible consultations with other 
medical specialists in such services as car- 
diology, nutrition. and diabetes. With medi- 
cal approval. conditioning for psycho-pro- 
phylactic deJivery may be planned. 


Hmpita/i;:atioll 
Hospital care is available for the treat- 
ment of patients who develop complications 
of pregnancy - for example. pernicious 
vomiting. inevitable spontaneous abortion, 
severe hemorrhage. This is an extremely 
important factor in obstetric Care. Naturally, 
po
tpartum complications receive the same 
attention. Deliveries should be carried out 
in hospital. whether or not it is anticipated 
that they will be normal or abnormal. 


Lahor R (JOJl/S 
On admission. the patient is taken to a 
private labor room. Crowding several wo- 
men in various stages of labor together in 
one room is intolerable. The primipara, 
just starting to have contractions. finds her- 
self side by side with a woman in shock as 
the result of placenta previa: another, un- 
til now, calmly preparing for natural child- 
birth. has as her companion someone who 
tosses about at the slightest contraction and 
begs to be put to sleep. and so on. 


De/i,'ery ROOJl/s 
Spacious, clean, well-lighted. and fully 
equipped rooms are available for the nor- 


mal or the complicated delivery. Supplies in- 
clude the following: 
Ajustable (tilting) delivery tables; 
incubators, heated and ready for use; 
modern anesthetic and suction equip- 
ment: 
emergency sterilizers; 
a variety of obstetrical forceps; 
adequate instruments - scissors, for- 
ceps, suture materials. etc.; 
emergency drugs and equipment ready 
for using them; 
special sets for cdrdiac massage, re- 
suscitation of mother or child, etc.; 
sterile linen bundles for draping the pa- 
tient and for clothing personnel: 
movable mirrors - the patient \\<ho 
chooses natural childbirth may watch the 
delivery if she desires; if the patient is 
anesthetized. the anesthetist is enabled 
to follow the progress of delivery. 
In addition. one might expect to find 
posters indicating the exact location of 
emergency equipment: intravenous solutions, 
etc. 


R ccO\'crJ ROOJl/.f 
Generally. the same procedure is followed 
in the care of the anesthetized obstetrical 
patient as in general surgery: she is taken 
to the recovery room for the delivery room. 
All supplies and equipment required for 
adequate observation of vital signs or fo.. 
emergency treatment are on hand. 


Postpartum Room 
A bright. clean room with space for only 
three beds at a maximum is desirable to 
avoid postpartum contamination. The beds 
are adjustable so that treatments can be 
carried out more easily and the patient can 
be postlll.ed in certain positions. fach room 
has its own shower. washbasin, dressing 
room. and is suitably furnished. rsolation 
units are available for patients with an in- 
fectious or contagious condition. or who 
require special treatment (for example, the 
patient with a heart condition). 
Postpartum rooms should be reasonably 
close to a nurses' station and connected 
to it by "intercom." 


tv ur.çcries 
Gla
s-enclosed. isolated room
 with care- 
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fully regulated temperature are generally 
available. Many have treatment rooms and 
their own nursing stations. Emergency medi- 
cations and equipment for resuscitation of 
the newborn are on hand. In addition, the 
well-equipped hospital provides separate 
units for premature infants or any new- 
born requiring special care. 


The specific advantages of the large, 
specialized centre also include: labo- 
ratory facilities such as bacteriology, 
pathology, and hematology; a blood 
bank on 24-hour call and prepared 
at all times to supply several bottles 
of group 0, Rh negative blood; radio- 
logical and medical consultation ser- 
vices; a medical records department 
with charts available for reference pur- 
poses on very short notice; teaching 
rooms for interns, nurses and patients; 
and a library, that permits profitable 
use of spare time while waiting for a 
patient to deliver. 


Personnel 
The services of nurses and nursing 
assistants must be available 24 hours 
a day. The delivery room needs as 
large a staff at night as during the day, 
and as many people on Sunday as any 
other day. Student nurses are in the de- 
partment for educational purposes and, 
far from adding to total staff strength, 
their presence necessitates the services 
of clinical instructors. As far as nurs- 
ing aides are concerned. they are what 
their name implies - persons to aid 
others. They should not carry out 
duties that belong rightfully to the 
nurse nor should they be at all in- 
volved in procedures of a purely me- 
dical nature (i.e.. administration of 
anesthetic). 
A profession sets certain standards 
that must be met and the emphasis on 
this is increasing. For example. the 
head nurse or instructor not only 
commands a higher salary but she must 
have specific preparation for her job 
through postgraduate study. In this 
instance, she should be especially pre- 
pared in obstetrics and the care of the 
newborn. 
As far as the medical staff are 
concerned. large centres accept quali- 
fied obstetricians only. At Ste. Jus- 
tine's Hospital, Montreal. in 1963, 
only 10 per cent of obstetrical cases 
were cared for by general practitioners. 
These are required to seek consulta- 
tion at the slightest indication of ab- 
normality. 
The general staff of the good insti- 
tution is made up of qualified special- 
ists who keep their knowledge up-to- 
date in order to provide satisfactory 
teaching for nurses and medical in- 
terns. Regular staff meetings. prefer- 
ably on a weekly basis, afford an op- 
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portunity to study and compare statis- 
tics of the service, discuss problems, 
and revise procedures and regulations. 
On occasion, a member from another 
branch of medicine is invited to ad- 
dress the obstetrical group concerning 
developments in which they have a 
mutual interest. The obstetrician. in 
turn, has a chance to draw to the at- 
tention of other medical personnel the 
demands that will be made upon them 
as the result of new discoveries in 
obstetrics. Finally, discussions of an 
ethical nature, which are becoming so 
common in this era of family plan- 
ning, allow those concerned to ex- 
press their opinion about moralistic or 
legalistic aspects. 
Other factors have also contribu- 
ted to the decrease in maternal and 
neonatal morbidity and mortality rates. 
It would be interesting, however, to 
show the substantial improvements in 
obstetrics as the result of deliveries 
under controlled conditions in a fitting 
environment and under the supervision 
of competent and intelligent staff. In- 
duced delivery under any circumstan- 
ces is hazardous for both mother and 
child. Controlled delivery, under the 
guidance of a professional obstetrician 
and in well-equipped surroundings, of- 
fers security and demonstrates the su- 
periority of human intelligence over 
the elements. 


Teamwork in Obstetrics 
Teamwork, although not specific to 
obstetrics nor originating in this field, 
is important. The elements of emer- 
gency, and of the unforeseen make 
obstetrics one of the most demanding 
fields of practice. In spite of increas- 
ing numbers of controlled deliveries. 
we will always have to plan on having 
a team in readiness 24 hours a day, 
seven days a week, holidays or not. 
AU administrative and business per- 
sonnel entrusted with the allocation of 
staff to labor and delivery rooms 
should be required to spend an unin- 
terrupted period of several weeks or 
months on the obstetrical service so 
that they may see at first hand the 
importance of having a full team! 
No one would be so short-sighted 
as to criticize personnel administra- 
tors for keeping a complete team of 
firemen in readiness 24 hours a day, 
7 days a week, whether or not a fire 
is anticipated. No one criticizes the 
firemen for reading, watching tele- 
vision. listening to the radio. or taking 
a nap during the long waiting periods. 
When the alarm rings, everyone is on 
his feet. Their holidays and vacations 
are planned so that the team is always 
at full strength at anytime of the year. 
This is accomplished by extending 
vacation periods over the full year 


instead of the summer only, and in 
addition, a reserve force fills in vacan- 
cies occurring from vacatlons, statu- 
tory holidays, and illness. 
Why not follow the example of the 
firemen and establish a similar sys- 
tem within the hospital, at least for 
emergency services? A central team 
of reserve nurses and nursing aides 
could be employed to fill in for va- 
cations or holidays in various hos- 
pitals as the need arises. The objec- 
tion will be raised tbat there is a 
shortage of nurses. Undoubtedly this 
is true, but spreading vacations over 
a longer period of time in the year, and 
predetermining working days and holi- 
days for each employee in advance 
would reduce the shortage during July 
and August and over statutory holi- 
days. 
Another objection will be the diffi- 
culty of establishing and maintaining 
this reserve team. Perhaps it could be 
composed of volunteers or of affiliat- 
ing nurses or of new graduates begin- 
ning their careers with experience as 
replacement staff in various hospitals. 
In setting up and maintaining such a 
team, there should be, first of all, 
an assessment of what is need- 
ed. Who is better qualified to do this 
than the doctor? He is ultimately re- 
sponsible for the patient's well being. 
Strangely enough, he is the one person 
who is not consulted. 
By definition, a hospital is a place 
where the sick - be they private or 
public patients - are cared for, with- 
out thought of financial gain. Who is 
responsible for their care? The doctor, 
assisted by nurses and other medical 
and paramedical staff. A poor business 
man. in spite of what the public thinks. 
the doctor continues to rely on lay and 
religious bodies in regard to the finan- 
cial aspects of hospital function. This 
gives rise to a paradoxical state of af- 
fairs. Instead of being under the con- 
trol of its medical personnel, the hos- 
pital is. first of all, the concern of busi- 
ness administration. It is not the doc- 
tor-the chief of a service-who looks 
after the recruitment of a team of 
nurses or nursing aides. according to 
the needs as he knows them. Business 
administration. through its personnel 
office. assumes this responsibility and 
decides what is needed. In the same 
way. the admitting office grants or 
denies hospitalization. 
Finance plays an important part in 
the life of a hospital but money mak- 
ing is not its primary objective. If 
this were so, it would appear that the 
haste to bring about socialized I,ledi- 
cine arises, not from a desire to im- 
prove the health of the population gen- 
erally but from the intent to exploit a 
profitable enterprise. 
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Prenatal Care 


One of the main reasons for the decrease in maternal and fetal mortality is better antenatal care 


In Canada, the maternal mortality 
rate has fallen from 50.1 per 10,000 
live births in 1931 to 5.6 in 1958. 
This rate varies from a low of 3,8 in 
one province to a high of 9.4 in an- 
other, the difference being related to 
environmental factors rather than 
those of color or racial background. 
Where the quality of medical care is 
the same, there is little difference in 
the mortality rate. 
The importance of an early first 
visit to the physician's office. two or 
three weeks after the missed period. 
must be stressed by health workers. A 
program, aimed toward a safe and un- 
complicated delivery for both mother 
and fetus. can then be initiated. Ante- 
natal care, although directly concerned 
with the basic requirements of the 
present pregnancy, is varied and broad 
in scope. It affords the physician the 
opportunity to practise preventive 
medicine in the interests of a patient 
- usually in the younger age group - 
who may not have seen a doctor since 
her last childhood disease of measles 
or mumps. 
The first visit to the physician is the 
most important one. At this time, a 
complete history should be taken and 
a thorough physical examination car- 
ried out - including a vaginal exami- 
nation with cytological studies for can- 
cer detection. The usual laboratory 
tests and an x-ray of the chest are or- 
dered and the education of the patient 
for a completely safe and happy del- 
ivery begins. 
The history gives the doctor inform- 
ation regarding possible coincidental 
illnesses which are themselves impor- 
tant and which may have a definite in- 
fluence on the outcome of the preg- 
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nancy. Careful questioning should be 
carried out regarding the possibility of 
rheumatic fever or heart disease, kid- 
ney disease, diabetes. allergies, vene- 
real disease, respiratory disorders, thy- 
roid or adrenal gland disorders. as 
well as nervous or psychiatric disor- 
ders. The physician should determine 
whether or not blood transfusions have 
been administered in the past. Previous 
obstetrical history is. of course, of ut- 
most importance and should be care- 
fully taken. From the menstrual his- 
tory, the expected date of delivery is 
calculated and it is wise to warn the 
patient that she may well go 10 days 
or more past this date. Some women 
become unnecessarily concerned when 
they go past their expected date of 
confinement and make their lives mis- 
erable - not to mention the pressures 
which they bring to bear on the obste- 
trician. 
A thorough physical examination is 
essential to detect and correct any ab- 
normality early. The breasts are exa- 
mined for signs of early cancer; a com- 
plete pelvic examination, mandatory 
for all these patients. is carried out. It 
is amazing how poorly educated most 
women are concerning this essential 
part of good antenatal care. Unfor- 
tunately. some physicians. for reasons 
which are not at all scientific. defer or 
do not perform a pelvic examination: 
and. through ignorance. some women 
feel that this omission is unimportant. 
This simple examination of the pelvic 
organs gives invaluable information re- 
garding possible complications that 
may occur both early in the first three 
months of pregnancy and later in the 
third trimester. Adnexal masses may 
be detected as well as an ectopic preg- 
nancy which is as yet unruptured. The 
examination also gives information as 
to the progress of the pregnancy and 


serves as a baseline for future refer- 
ence. At this time. a smear is taken 
for cytological examination to detect 
any early cellular changes that might 
alert the physician to the possibility of 
a future development of carcinoma of 
the cervix. Although most of these 
smears come back negative because of 
the young age of most patients, a pos- 
sitive one is occasionnally detected. 
However. the important factor is that 
the patient can be taught the value 
of a yearly cytological cervical 
smear. She may get into a habit of 
yearly ched..-ups that may one day 
prolong her life. 
A pelvic evaluation is carefully mad.:: 
to discover any bony structural abnor- 
mality that might impair normal deli- 
very. A rectal examination is also done 
routinely. The usual laboratory exami- 
nations consist of a hemoglobin and 
hematocrit - repeated at 24. 32 and 
36 weeks - as well as blood typing. 
Rh. serology and a chest x-ray. Em- 
phasis is placed on oral hygiene and 
the patient is advised to see a dentist 
as part of her check-up. 
Psychological and emotional 
up- 
port which are essential to the patient's 
well-being arc provided. The phy
ician 
will save himself and his patient many 
anxieties if he takes the time and trou- 
ble to attain her confidence and trust. 
She should feel that the physician has 
the well-being of both herself and her 
baby foremost in his mind; she should 
feel free to discuss any problem with 
him. A program of education hegins 
during this initial visit and is gradually 
increased at each future visit. 
Throughout her pregnancy, the pa- 
tient must maintain optimal physical 
fitness for herself and the baby. fhe 
need for proper nutritional balance is 
explained to her and the necessity to 
keep weight gain hetween 15-20 pounds 
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is 
mphasized. She is given an Jfon- 
vitamin-calcium preparation and her 
energy requirements plus body weight 
and stature will dictate her dietary 
needs; frequently. salt intake is re- 
stricted to help prevent the develop- 
ment of toxemia. The patient's behav- 
ior with regard to weight gain and pre- 
vention of toxemia will bear a direct 
relationship to the enthusiasm and in- 
terest of her physician. We do not 
hesitate to bring patients back for 
weekly visits - even early in their 
pregnancy - if we see that they have 
a tendency to gain excessive weight. 
The best way to treat toxemia is to 
prevent it; and prevention should be- 
gin at the first sign of excessive weight 
gain rather than when hypertension or 
proteinuria develops. The patient need 
not be placed on a special diet. but a 
list of foods to be eaten and foods to 
be avoided is provided. Meats, fruits. 
vegetables. cheese. eggs. juices and 
milk are recommended; starchv. high- 
carbohydrate and high salt:cont
nt 
foods <;hould be restricted. 
The patient is encouraged to view 


The birth proce<;s is a progre
,ion from 
intrauterine dependence toward physiolo- 
gical independence. The most profound ad- 
justment to be made by the normal new- 
born is the establishment and maintenance 
of pulmonarv respiration. The accompanying 
cardiovascular changes initiated are also 
vital. 
The '\pgar rating system. developed by 
Dr. Virginia Apgar. professor of anesthesio- 
logy, Columbia University. New York, is a 
means of evaluating the aÞility of the new- 
born to establish and maintain respiration at 
the all-important moment tiO seconds fol- 
lowing birth. 
The rating is based on five observable 
<;igns requiring critical appraisal by the at- 
tendants. These are heart rate. respiratory 
effort. muscle tone. reflex irritability and 
color. A score of zero. one or two is given 
for each sign according to the condition 
as indicated on the chart. 
A score of eight. nine or ten indicates 
that the baby is in good condition; a score 
of se
en or less indicates a state of asphyxia 
neonatorum. Í.e.. there is an absence of 
established breathing. with or without car- 
diac failure. This immediately alerts the 


Copies of larRe chart.\ for (aserooms a1ld 
film. "" resuscitati.-e m('a.Wlre.f are U\ ai/- 
aMe from Smith. Klilll' a1ld Fre1lch Labo- 
ratorie.f. 300 Laurel/tial/ HII-d.. \lo1ltreal 9, 
P.Q. 
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pregnancy as a normal physiological 
state and to lead a normal, healthy 
life. Unfortunately, relatives and friends 
seem to delight in making her an in- 
valid and in filling her with exaggerated 
fears and anxieties about labor and 
pregnancy. The doctor must convince 
the patient that these fears are un- 
founded; he should inspire such con- 
fidence that the patient will seek his 
advice on matters troublesome to her, 
rather than rely on the poor and wrong 
advice of friends and neighbors. The 
doctor builds this confidence with each 
visit and allows time to answer the 
many questions about what she can do 
and cannot do. He should anticipate 
many of the usual questions and answer 
them before they are even asked. The 
patient is given one of the many ex- 
cellent manuals on pregnancy. mother 
and child. 
All primigravidas and most parous 
patients are advised to follow some 
educational program for psychophysi- 
cal training in preparation for child- 
birth. Such a program is of value since 
it gives the young pregnant woman 
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delivery room staff of the impending dan- 
ger: resuscitative measures com pat able with 
the condition are initiated immediately. 
The perinatal death rate remains high and 
one of the IWO most common causes is 
asphyxia. Use of tools such as the Apgar 
rating chart can help reduce neonatal mor- 
tality. However. a tool is only as good as 
those who use it. Nurses must: 
I. Be able to recognize the signs of 
impeding danger to the newÞorn during 


contact with women in a similar situa- 
tion; it also helps to prepare her for 
delivery. 
During the last two months. the pa- 
tient and doctor discuss the mode 
of delivery. Various methods of anes- 
thesia, both general and local. are out- 
lined; the patient chooses the one which 
appeals to her. The doctor explains 
that he reserves the right to modify 
this aspect of the delivery should he 
deem it necessary. The patient is told 
what she is to expect when she comes 
into the labor room and what sedation 
she will be given. It is important to 
explain how labor will begin and what 
she is to do if she bleeds, or if her 
membranes rupture. She must feel free 
to call and discuss any problem or fear 
about the initiation of her labor. If she 
feels the concern and interest of her 
doctor she will be much more relaxed 
throughout labor and delivery. 
With proper guidance. preparation 
and enthusiasm during the antenatal 
course. labor and delivery can be a 
most gratifying and rewarding experi- 
ence for the patient 


the birth process and immediately after; 
2. be familiar with the resuscitative 
measures and tools and see that they dre 
kept in good working order; 
3. realize the importance of immediate 
and continuing observation in the nursing 
care of the newborn and of maintaining 
pulmonary respiration once it has been 
established. - H. M. F
 'NS. obstetrical 
clinical instructor. Royal Columbian Hos- 
pital. New Weslminster. B.C. 


SIGN 0 1 2 
Heart Absent Slow Over 100 
Rate (Below IDO) 
Respiratory Abs ent Slow Good, 
Effort Irregular Crying 
Muscle Flaccid Some Flexion Active 
':'one of Extremities !rotion 
Reflex No Response Cry Vigorous 
Irri tabili ty Cry 
Color Blue, Body Pink, Completely 
Pale Extremities Blue Pink 
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Obstetrics is probably one of the 
most talked about subjects outside the 
hospital. This business of having babies 
is discussed on buses, at luncheons and 
at bridge parties. Partly as a result of 
these discussions, many women come 
to hospital with bizarre ideas of labor 
and are fearful of what is going to hap- 
pen to them. Multiparous patients may 
have had a previous labor experience 
that has left them with some unhappy 
memories; and many women today ex- 
perience added misgivings because of 
a language barrier. 
Many of us have the feeling that 
we are not really nursing unless we 
are doing something physical for the 
patient. Actually, there are not too 
many physical procedures that one can 
do for the patient in labor. True. some 
appreciate having their back rubbed or 
their face and hands washed, but many 
do not want this kind of care when 
they are under stress. 
Are there "good" and "bad" labor 
patients? Who knows how much pain 
a person has or how high or low her 
pain tolerance is? But then. this is not 
really the nurse's problem. She is there 
to help each patient with her individual 
need, and to accept her behavior under 
stress without signs of censorship. 
There are many things to consider in 
caring for the person as an individual. 
Many women come to hospital after a 
week of false labor at home; they have 
been awake each night for several 
hours wondering if they should go to 
the hospital; during the day, they may 
have the responsibility of several small 
children. These women come to us 


Miss Cameron is head nurse in the del- 
ivery room, Victoria Hospital, London, Onto 
She presented this paper at a refresher 
course in obstetrical nursing held at the 
University of Western Ontario. London. 
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SUPPORTIVE CARE 


A discussion of the importance of assisting the patient in labor. 


SHIRLEY M. CAMERON 


tired, emotionally as well as physically; 
they are not as capable of tolerating 
a long labor as someone who is rested. 
The initial greeting of the patient can 
and should lay the foundation for good 
supportive care. Imagine the added 
feeling of insecurity the patient has if 
she overhears the nurse gro:m, "Not 
another one." How much better for the 
nurse to greet her pleasantly and show 
genuine interest in her. 
Most patients are admitted to hos- 
pital during the early part of the first 
stage of labor. Unless contraindicated 
they should be encouraged to be am- 
bulatory; to visit with their husbands; 
play cards, or read - anything to keep 
them from clock-watching, wondering 
why the last contraction was two min- 
utes late. In countries where women 
are prepared for "home delivery," 
much unnecessary tension is eliminated 
during these early stages. These women 
remain in their own homes and can 
prepare the meal for their family or 
clean the kitchen cupboards if they 
wish. 
This early stage of labor is also the 
time when the nurse can do her most 
effective teaching. Many nurses feel 
that a multipara does not need to be 
taught. True, she does not need to be 
taught what to expect during labor; 
and if you attempt to do this she may 
look at you sweetly and say - "How 
many babies have you had?" She may, 
however, need to learn how to breathe 
correctly and how to relax. Relax is a 
hospital word and patients need to be 
taught its meaning. The nurse should 
realize that not all primigravida receive 
the same instruction. Many have had 
some teaching, possibly from the Vic- 
torian Order of Nurses or from some 
other health agency. The labor room 
nurse can confuse them by using a new 
or different term. So it is advisable to 


encourage these women to practise the 
type of breathing they were taught, 
rather than to attempt too much new 
teaching. Many young women have 
had no teaching and will benefit from 
the nurse's preview of the signs of 
progress to be expected. 
During the early part of labor, the 
patient may wish to have time to visit 
with her husband alone; but as her la- 
bor progresses, both she and her hus- 
band are reassured to see the nurse 
frequently and for longer periods of 
time. 
Although each individual has a right 
to know what is happening to her, the 
nurse should use discretion as to what 
information is given. The well-known 
question that is frequently asked by 
patients and their husbands is "how 
much longer"? The wise nurse does not 
predict because she does not know. If 
she does predict and the labor con- 
tinues past the predicted time, the pa- 
tient may become discouraged and 
possibly apprehensive, feeling certain 
that something is wrong. 
Many women who have taken pre- 
natal courses are interested in knowing 
about the dilatation of their cervix. 
This is their means of measuring pro- 
gress. If a patient insists on this in- 
formation, she should be told; but she 
should also be told about the possibility 
of error and the possibility of discour- 
agement due to slow progress. After 
having experienced three hours of hard 
labor contractions, the patient's cervix 
may stilI show insignificant change. She 
would be more encouraged if the nurse 
told her that the presenting part had 
come down a little and that the cervix 
was softer and thinner - both im- 
portant signs of progress. The nurse 
may be unaware that the last person 
who examined the patient told her the 
cervix was two fingers dilated; and 
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now. after all these hard contractions. 
she tells her it is one and one-half fing- 
ers dilated. This, of course. is very 
discouraging. 
Some doctors do not tell their pa- 
tients that the baby is a breech pre- 
sentation because of the added ap- 
prehension it may cause. In such a 
case. the nurse must be careful not to 
give this information. The patient's 
questions should be answered intel- 
ligently and explanations should be 
given in words that help both her and 
her husband to feel informed and en- 
couraged. One of the main sources of 
discOlîragement seems to be the care- 
less handling of infonnation by the 
staff. 
Once the patient has been given 
sedation, there should be no more un- 
necessary conversation; she should be 
encouraged to rest between contrac- 
tions to get the maxImum effect of the 
drug. The expected effect of the drug 
should be explained to her. otherwise 
she may fight the resultant drowsiness 
for fear of slowing the labor process. At 
this time, the nurse can quietly encour- 
age her to practise what she has been 
taught - slow, even breathing and the 
loosening of aJI muscles, 
 
I t sometimes is necessary to en- 
courage nurses to spend more time 
with the labor patient. Their seeming 
reluctance may be due to fear of the 
patient in labor because of their own 
inexperience. To sit with the patient 
during her labor, to get to know her 
and to be able to help her through 
what otherwise might be a terrifying 
event can be a very rewarding experi- 
ence. Can I hear you saying "thafs 
fine but we don't have time to sit with 
our labor patients'"? Time does seem 
to be our enemy; but even when 
we do have the time do \\e use it 
wisely? I asked earlier whether there 
are good and bad labor patients. Per- 
haps we should ask ourselves the ques- 
tion "are there good and bad labor 
room nurses"? 
Have you ever heard nurses dis- 
cu!,scd by patients? Have you ever 
heard them say "I told that nurse I 
was ready:' Do YUIl listen to your pa- 
tients? You may be amazed how much 
they know about their own progress. 
\1any nurses place too much emphasis 
on the dilatation of the cervix. This 
is important. but other signs of pro- 
gress should be considered; often the 
:-'feeling'" of the patient and the intui- 
tion of the nurse are factors to heed. 
The picture changes when we think 
of supportive care in the second and 
third stages of labor. The nurse no 
longer has a choice of whether or not 
o;he will be with the patient. She finds 
that once the second stage has begun. 
the delivery is usually imminent. 
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Before we discuss the actual delivery. 
let us consider Mrs. Brown in labor 
room 5. She has just rung her beJI. 
The nurse answers and finds that the 
patient's membranes have ruptured and 
she is now "pushing." Imagine the fear 
she experiences as she sees the nurse 
turn again to the door and leave her 
alone! It is true that the nurse has to 
call the doctor. inform the charge nurse 
and make various arrangements. But 
how much better it would be if she 
rang the bell. got some one else to 
come and stayed with her patient! 
An inexperienced nurse who is un- 
able to examine the patient should not 
leave her alone if she is in active labor 
and her membranes are ruptured. 
At this point, some patients ma} 
quickly enter the second stage of labor. 
The nurse's main duty will be to give 
supportive care to the mother and to 
get the baby up out of the amniotic 
fluid. We all know that a "good" labor 
room nurse dislikes to have the mother 
deliver the baby in bed; but when the 
situation is unavoidable, her manage- 
ment is what counts. This may be the 
first time the patient has had a baby 
without benefit of anesthesia; and when 
the delivery is over she will probably 
be quite pleased with herself. The 
nurse can add to her pleasure by of- 
fering congratulations. 
Some nurses feel that if a patient 
who is in active labor vomits, she is 
entering her second stage of labor. 
This is not necessarily true as some 
women vomit when the contractions 
become harder. The nurse needs to as- 
sure these patients that it is normal to 
vomit at some time during their labor. 
If no explanation is given. they feel 
they must reaJIy be sick. Nurses have 
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traditionally been taught not to put an 
emesis basin where the patient can see 
it because it wiJI encourage her to 
vomit. I do not think this is true with 
patients in labor since many experience 
no nausea, just a hard contraction and 
emesis. The husbands, of course, are 
often the ones to find themselves with 
the patient in this frustrating situation 
and many rather unsuitable containers 
are used. How is he to know that we 
keep the emesis basin in a brown bag 
on the bathroom shelf? This could be 
easily corrected by the nurse quietly, 
with no announcement. putting the 
basin near at hand during the admis- 
sion procedure. 
Continuity of patient care should 
be practised. The time of delivery is 
a much less fearful event if the nurse 
known to the patient accompanies her. 
It is also a satisfying experience for 
the nurse, as she is able to continue to 
!'upport the patient and to share with 
her the joy that comes with the birth 
of her baby. 
\Vith the patient's arrival in the del- 
ivery room, the nurse has a few im- 
mediate demands on her time: open- 
ing bundles; tying gowns; washing the 
patient for delivery. etc. She should 
always explain procedures to the pa- 
tient. It is essential to point out that 
her hands are fastened to her side as 
a reminder so that she will not put 
them on the sterile drapes. Otherwise, 
she probably envi<;ions the delivery as 
being such a violent procedure that 
she has to be literaJIy "tied down." 
The nurse must know when the pa- 
tient has a contraction. Each delivery 
varies and. of course. there is also 
variation in the types of anesthetics 
used. In some hospitals. epidural anes- 
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thesia i!o. in common use; if the nurse 
is not able to determine contractions 
with her fingers, she will not know 
when to have the patient push. Also, 
many patients become visibly excited 
just by being transferred to the delivery 
room; they often push when they 
should not and won't push when they 
should. If the presenting part is well 
down, the patient may have a feeling 
of constant pressure and desire to bear 
down. The nurse is able to help all 
these patients by telling them when 
the contraction is starting, how many 
breaths to take, when to push and 
when to relax. 
If the doctor is waiting for the pa- 
tient to bring the presenting part lower, 
it is the nurse's responsibility to note 
the fetal heart rate frequently. The 
doctor will not sit and wait if he 
knows the fetal heart rate is 60, and 
he does not know unless the nurse 
listens. The nurse should give him this 
information quietly, because many wo- 
men know the normal fetal heart rate 
and may become quite apprehensive. 
Once everything is ready for del- 
ivery, the nurse's place is at the side 
of the patient where she can continue 
to give her psychological support. The 
patient may not need such extensive 
supportive care from the nurse at this 
time - because we all know how the 
patient visibly relaxes when her doctor 
arrives - but it is still pleasant for her 
to have the nurse she knows beside 
her. to hold her hand while she goes to 
sleep. or to bend over and help her 
pant as the baby's head crowns-and 
to share her joy as the doctor an- 
nounces "It's a boy!" 


Childbirth, although it occurs every day 
and is. therefore, not at all unusual. is one 
of the most important and significant ex- 
periences that a woman will have in her life. 
For a married woman it is probably an ex- 
perience that she has been looking forward 
to - albeit with some apprehension. In 
this way it is comparable and takes only 
second place to her wedding ceremony and 
the honeymoon itself. It therefore becomes 
the pleasure and duty of the physician and 
nurse to help her to remember this experi- 
ence with pleasure and contentment - in 
lieu of nightmare. One of the most chal- 
lenging and successful possibilities toward 
this end is hypnotism. For this reason - and 
being a nurse and expectant mother - I 
decided to investigate, through personal ex- 
perience. the possibilities of hypnosis. 
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The first hour following the delivery 
of baby and placenta is a critical one. 
It is at this time that the uterus can 
fill with clot and the patient can bleed 
profusely and sometimes dangerously. 
The nurse must be aware of this dan- 
ger; she should cheek the fundus fre- 
quently and express any clot by gentle 
massage. The patient is tender and 
may resent this frequent checking but 
a little explanation of the necessity 
usually corrects this attitude. The nurse 
probably has other responsibilities dur- 
ing this hour: to give breast care to 
the mother, to take the babe to the 
nursery, to clean the room. etc. She 
must, however, realize the importance 
of checking the fundus frequently dur- 
ing this first hour. She cannot afford 
to wait until the hour is over and then 
be surprised that the fundus is above 
umbilical level and a hidden postpar- 
tum hemorrhage has been in progress. 
A patient who has had a general anes- 
thetic is not left alone for any reason 
until she is completely conscious. 
The period following the delivery 
is often a pleasant time. The mother 
is happy because they wanted another 
boy - and he is big and healthy and 
even resembles little Johnny, at home. 
Here, the nurse's role is a simple one, 
she just has to listen. smile. and en- 
courage the mother to talk about her 
family and their plans. 
The individualized care given to the 
patient during labor should continue as 
long as she remains in hospital. 
Besides giving good physical care 
to the patient. the ward nurse can do 
much to reassure her. Often, the pa- 
tient worries because her breasts are 


HYPNOSIS IN OBSTETRICS 


Almost any expectant mother who believes 
in the success of hypnotism and whose doc- 
tor also believes in its use and is able to 
hypnotize her. can deliver her baby in this 
manner. 
There are certain advantages of hypnosis 
over othe.. forms of anesthesia: it is unneces- 
sary to administer an analgesic to the mo- 
ther; it is comparatively free of risk; it is 
unaccompanied by nausea and vomiting; it 
is rarely followed by fatigue or postpartum 
depression. 
The patient should be well rested and 
relaxed since her powers of concentration 
must be alert. A tranquil atmosphere and 
soft music are desirable and conducive to 
relaxation. The delivery room should be 
prepared in advance so that the patient is 
disturbed as little as possible. 


sure; she has afterpains; she has loose 
abdominal muscles; her bowels are not 
functioning normally. The nurse may 
feel that her own life consists only of 
listening to minor complaints-breasts. 
bowels and stitches. But she needs to 
remember that those problems do not 
always seem minor to the patient; her 
attention may do much to relieve the 
patient's concerns. This same patient 
not only worries about herself, but also 
about her baby. Does she, or will she 
have enough milk? What are those fun- 
ny white spots on baby's nose? Why 
does she need help to start her bab,. 
nursing? The nursery nurse can d0 
much to answer her questions and alla
 
her fears. 
Finally, the long-looked-for day has 
arrived when the patient and her baby 
are going home. For a woman with her 
first baby this can be a very frighten- 
ing, as well as exciting, period. For 
the first time the entire responsibility 
of this little bundle is her's. When the 
community nurse calls in the morning 
to help her bathe the babe, mother is 
werok with relief and full of questions. 
Her baby only slept for three-hour 
periods; he had two loose yellow stools; 
-is this normal? The baby seemed 
restless, did he get enough to eat? How 
will she know if she has enough milk? 
And so we find that the nurse in the 
commur.ity continues with the sup- 
portive care to help the mother adjust 
to her new role. 
The friendly, helpful, interested at- 
titude of the labor room nurse, the 
floor nurse, the nursery nurse and the 
community nurse should all blend to 
leave happy memories for the patient. 


Immediately postpartum. the patient 
should be observed closely for any signs 
of hemorrhage - although there is less 
risk of severe bleeding following hypnosis 
than with other types of anesthesia. Her 
mind should be kept active since she may 
return to a "trance-like" state. Generally. 
she is able to sit up in bed. is free from 
nausea and fatigue and experiences few 
"after-pains" except in the first hour. 
Hypnosis in obstetrics ties in well with 
natural childbirth. Many doctors are in- 
terested in practising it. and nurses should 
acquaint themselves with the procedures in- 
volved. It could change the present concept 
of obstetrical nursing considerably. From a 
patient's point of view. this is a rewarding 
experience. 


- B. H. McELREAVY. R.!'o. 
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Postpartum Nursing Care 


In this period, communication and cooperation between the branches of nursing 
is essential if continuity of care is to be provided. 


The puerpt:rium or postpartum 
phase of pregnancy is the period be- 
tween the end of the third stage of 
labor and complete involution and 
healing of pelvic structures. During 
this time, the new mother meets nurses 
from many branches of the profession: 
delivery room and postpartum nurses; 
Victorian Order or public health 
nurses; office or clinic nurses - often 
including those from pediatricians' of- 
fices. No matter from which field the 
nurse may come. the mother will look 
to her for support. The approach 
should, of course, be consistent. 
The complex mental. spiritual. so- 
cial, emotional and physical needs of 
each patient are met through the com- 
bined efforts of all on the nursing team. 
An understanding of these various 
needs is vital. It is important to look 
at each separately even though the 
needs are interactive one with the other 
and a solution for one may ultimately 
aid with a problem of a different na- 
ture. Take, for example, a patient with 
a family problem. Something or some- 
one helps to ease the situation. Invari- 
ably the patient's emotional and physi- 
cal well-being will improve. 
Mental or Intellectual Needs 
Maternity nursing offers a great edu- 
cative and rehabilitative challenge. A 
mother with a new babv. whether it 
be her first or tenth. is 'undergoing a 
new experience which will require con- 
siderable adjustment. This adjustment 
includes both acquisition of knowledge 
and development of skills. The nurses 
concerned can explain intelligently. yet 
in a simple way. the principles of all 
techniques and procedures used to pro- 
tcct, ease and comfort the patient. 
These explanations will help the mo- 
ther to relax. to have confidence in her 


Sister Marie Christine is supervisor of ob- 
stetrical nursing. St. Joseph's Hospital. Lon- 
don. Onto She gave this address at a re- 
fresher course in obstetrical nursing held at 
the University of Western Ontario. London. 
Onto 
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nUr!>e, and to ask about problems that 
may be upsetting her. 
During her hospital stay, the mother 
should have an opportunity to attend 
classes that include baby bath demon- 
stration and preparation of for- 
mula. It is desirable to permit each 
new mother to bathe her baby at 
least once with supervision before her 
discharge. Although some hospitals do 
this, the majority seem w have prob- 
lems with shortage of staff. 
Informal discussion groups should be 
organized and instructive books and 
pamphlets should be readily available. 
Pamphlets published by both federal 
and provincial departments of health 
may be obtained through the local 
public health agency and make in- 
teresting reading for both parents. In 
some hospitals. the father is encour- 
aged to attend demonstration classes 
with his wife. 
While still in hospital. the mother 
!>hould be interviewed by the V.O.N. 
or public health nurse. This nurse will 
then be aware of the new mother's 
problems. Obviously, communications 
must be excellent between the hospital 
and the visiting nurses. 
The office or clinic nurse will need 
to assume the teaching duties and 
should be aware of what is being car- 
ried on in the hospital and agency 
programs. 
In attempting to meet the mental 
needs of the patient: 
the personality of the parents. their so- 
cial and cultural bad.grounds and traditions. 
their life experience - all these must be 
taken into consideration in teaching parents 
about care of their infant. The simplicity 
of the job should receive greater emphasis. 
Every effort should be made to avoid being 
either too technical or too authoritative. * 


Spiritual Needs 
Respect for the patient's heliefs make 


* E. 
rcKerlie and L Einarson. 'The PS}' 
chological Impaci of and on the the New 
Arrival," The Calladiall Nllr.<e. Vol. 50. 
April 1954. p. :!6:!-4. 


it possible for her to practise her reli- 
gion while hospitalized. Clergymen 
should be permitted in the maternity 
unit since they are a source of much 
consolation and joy to the new mother. 
The importance of the administration 
of Baptism to the dying infant must 
not be forgotten. Mothers of many 
faiths find solace in this sacrament. 


Social Needs 
The social needs of the new mother 
most often concern her relationships 
with her immediate family. Some can 
be met with encouragement and a 
sympathetic ear; others can only be 
met by a skilled social worker. In 
either case, the nurse's awareness of 
the needs and her readiness to find 
assistance is vital. Patients have many 
home problems that they try to hide; 
if more nurses were aware of these 
problems perhaps they would not in- 
sist obstetrics is the "happiest service." 


Emotional Needs 
Certain attitudes are common to 
most expectant mothers; that is. a nor- 
mal psychology of pregnancy exists. Af- 
ter the new arrival. change and adjust- 
ment will be necessary. 
Following delivery. the mother's im- 
mediate concern is for the baby and 
his normalcy. Both the doctor and 
the nurse must reassure the patient. 
She should be permitted to see and 
hold her baby if at all possible. 
Later. the mother may have mood 
swings. First elation may be follO\
ed 
by a let-down feeling. This may be 
due to both physical and emotional 
factors. Sometimes she is disappointed 
and guilty because she vic",s herself 
as lacking maternal feelings. During 
pregnancy. she identified the baby as 
a part of herself; the ending of preg- 
nancy is experienced as a los", of self. 
Often she feels grief at this loss and 
looks on the baby as a stranger. Lack 
of understanding by the nurse may 
aggravate this guilt. When a mother 
turns away from an appealing infant. 
a nurse may experience anger. hut she 
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must hide it. Maternal feelings are of- 
ten not full-blown at the time of deliv- 
ery but develop as the mother cares 
for her infant. 
Rooming-in may help the mother 
become accustomed to the baby's re- 
actions and routines. Love for her 
baby will grow as she cuddles and 
cares for him. When rooming-in is not 
available the mother and baby should 
be together as often as possible to 
strengthen the relationship. 
Physical Needs 
These are not as nebulous as the 
other needs and are, therefore, gen- 
erally easier to meet. The nurse knows 
that the fundus is a firm contracted 
mass; that the amount of flow is not 
excessive; that the blood pressure re- 
mains within the normal range; that 
the pulse rate is satisfactory. She is 
thus aware of the first signs of post- 
partum hemorrhage. She takes special 
precautions in the care of the peri- 
neum, knowing that a break in tech- 
nique could lead to infection. Through- 
out the postpartum period. the nursing 
team is aware of the two major com- 
plications - hemorrhage and infec- 
tion. Again, communication between 
team members must be established and 
any complication of mother or baby 
must be reported promptly. 
Elaborate procedures, so popular 
10 or 15 years ago, have been simpli- 
fied. The simpler a procedure, the bet- 
ter and more consistent the technique 
will be. 
Early ambulation in the postpartum 


During the pdst year, Canada became 
the 32nd country to be represented in the 
International Planned Parenthood Federation 
- the la
t major world power (apart from 
China amI the Soviet Union) to join the 
LP.P.F. This event was significant for two 
reasons. First. the long delay in Canada's 
being accepted into the international family 
planning group reflected the confusion which 
surrounds the whole subject of planned 
parenthood in Canada and. second, the ad- 
mission of a Canadian family planning fed- 
eration signified the first faint stirrings of a 
family planning movement in Canada which 
holds promise of national interest and sup- 
port. . 
It is possible to detect a variety of mo- 
tives which have prompted the formation 
of birth control groups or organizations. 
One . . . has been an interest in and a 
concern about eURenics. For many years. 
the proponenh of family planning included 
those who viewed contraception and steril- 
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period has modified many procedures, 
but should not be used as an excuse to 
stop procedures! 
The nurse must recognize that the newly- 
delivered mother going to the bathroom 
for the first and second time represents 
more than an opportunity to make an un- 
occupied bed. She needs assistance. teaching 
and someone to stay with her. The fact that 
a mother is able to take a shower does not 
mean that she can be almost ignored. Her 
daily progress must be noted; she must be 
taught and supervised. As she learns the 
happy combination of sitting. walking. or 
lying in bed. the purposes of early ambula- 
tion are accomplished. * * 
In some hospitals. perineal and 
breast care are taught to the patient in 
the first 24 hours; thereafter. the pa- 
tient is responsible for this care her- 
self. 
In other units, perineal care is given 
once a day, or more often if indicated 
by the nurse who observes the lochia, 
suture line. hemorrhoids, and the height 
and firmness of the fundus. The patient 
is taught to give herself perineal care 
when she goes to the bathroom or 
changes the perineal pad. The teaching 
of perineal care includes good tech- 
nique, proper method of applying pad. 
and the necessity of thorough hand 
washing. Breast care is also given to 
the nursing mothers; fissures and cracks 
are noted and treatment is commenced. 
Care routinely given during the puer- 


** J. F. DeClue, "Early Ambulation in a 
Postpartum Unit," American Journal of 
NursinR, Vol. 54. 1954. p. 295-6. 
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ization as means of preventing the birth 
of physically and mentally handicapped 
children. This point of view has been ex- 
pounded by scientists who are convinced 
that at least some of the knowledge gained 
by science and used in the development of 
better stock in the animal and plant worlds 
should be drawn upon in the reproduction 
of mankind. 
A second motivation was concern for 
the health of the mother. and this concern 
arose naturally among doctors. nurses and 
social workers in daily contact with women 
who had borne large numbers of children in 
rapid succession and whose health had 
suffered as a result. . . 
A third motivation was concern for the 
welfare of the child. . . . There should be a 
space between children in a family to permit 
each child to absorb the life-giving elements 
he needs and to sink firm roots into the 
family complex before a sibling arrives to 
demand his share of the availahle love. 


perium includes sitz baths. perineal 
lamps. Tucks and sprays for the sore 
perineum and painful hemorrhoids; ice 
bags and binders for engorged breasts; 
analgesics. as ordered. for after pains. 
Visiting. clinic or office nurses con- 
tinue to meet the mother's physical 
needs after discharge. They assist her 
to follow the doctor's instructions. (n 
the hospital and later at home, nurses 
playa vital part in directing the course 
of the mother's convalescence. Prob- 
lems arise, and mothers need guidance. 
encouragement and an understanding 
ear. Sometimes the active woman will 
not allow herself time to regain her 
strength and the nurse must persuade 
her to begin her activities gradually; 
other women prolong the sheltered 
stage - perhaps because of fear of 
responsibility - and the nurse helps 
her to develop confidence in her ability. 
Nurses can help or hinder the de- 
velopment of the maternal instinct by 
their care in this postpartum period. 
Future parent-child relationships de- 
pend upon the understanding and sup- 
port that nurses give the mother as she 
becomes accustomed to her new baby. 
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A fourth motivation has been concern 
for the stahility of the family ullit . . . 
It stems from observation of the effects 
of economic. social. emotional and physical 
stress upon the partners in the marital rela- 
tionship and upon the family as a unit. 
The effect of these stresses. many caused 
by or aggravated by the arrival of too man)' 
unplanned and unwanted children. is well 
known to everyone in the public health or 
welfare fields. . . . 
A fifth motivation is concern for 
womell's rights. A number of pioneering 
souls have been. concerned ab.'ut the 
right of women to determine if and when 
they will become pregnant. . . . 
Finally. the grim facts of the world popu- 
laticm et:plosioll have given an added im- 
petus to the planned parenthood movement. 
- IAN 8AIN. The Development of Family 
Planning in Canada. Canadian Journal of 
Puhlic Health. Vol. 55. No. g. August. 19M. 
pp. 334-40. 
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REACTION 


OF 
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A report of a sun'ey of the initial childbearing experiences of a cross-section 
of mothers in Yellowknife, N.W.T. 


In the past twenty years many chan- 
ges have taken place in the pat- 
terns of maternity care that is avail- 
able to young mothers in all parts of 
our land. In order to study the re- 
actions of mothers to the care they 
had received during and after their 
pregnancies, a questionnaire was pre- 
pared and distributed by the Nurses' 
Association of Yellowknife. No signa- 
ture was required on the replies. This 
report is a condensation of the lengthy 
analysis of the information thus ob- 
tained. 
A total of 201 questionnaires were 
returned. However, three of the mo- 
thers had failed to answer any of the 
questions so the findings are based 
on the replies of 198. Of these, 19% 
related to births in the 1940's; 33% 
to births in the early 1950's; 24% to 
births between 1957 and 1963; the re- 
maining 21 % did not supply any 
dates. 
The analysts were strongly of the 
opinion that there is a marked cor- 
relation between basic satisfactions in 
childbearing and subsequent parental 
attitudes toward and success in child 
rearing. They recognized as well that 
there is considerable variation in the 
individual endowment of the maternal 
instinct. A small percentage of mo- 
thers have so much of this instinct that 
no matter what happens they are stilI 
devoted and satisfied At the other 


Miss Pask is presently nurse-in-charge of 
nursing station at Watson Lake, Yukon, 
along the Alaska Highway. For additional 
information about the study, please write 
to her. 


I. or UI\1E 6\ ;"\UMBER 1 


ANNA PASK 


extreme are those who have so little 
maternal instinct that the most favor- 
able experiences can scarcely provoke 
them into being happy mothers. Be- 
tween these two groups is a vast body 
of women whose potential for satisfy- 
ing motherhood is very vulnerable to 
extrinsic influences which can tip the 
balance one way or another. It was 
especially to the latter group that the 
considerations of the analysis were di- 
rected. 
In their detailed study of the an- 
swers received, therefore, the analysts 
chosen seven crucial questions to 
which positive answers would indicate 
a favorable obstetrical experience. 
Those giving at least four positive an- 
swers were placed in the "favorable" 
group, less than four were rated as 
"unfavorable." The actual tally show- 
ed 152 favorable, 46 unfavorable. The 
questions on which this scoring was 
based related specifically to the care 
received during the prenatal, delivery 
a.nd postpartum period. Since the ques- 
tions were grouped under these three 
periods the seven key questions were 
scattered throughout as the individual 
numbering reveals: 


3. Did you feel the medical superVISIOn 
included adequate opportunity for your 
questions and/or worries? 
11. Did you feel well attended and sup- 
ported during the delivery? 
12. Was your husband with you (a) dur- 
ing labor? (b) during delivery? (c) imme- 
diately after with the baby? 
14. Did you feel the whole process pro- 
ceeded as anticipated, was better or worse 
than expected? 


17. Did you feel Ihat you saw enough 
of your baby while in hospital? 
20. Did you feel sufficiently prepared to 
care for the baby at home when discharged 
from hospital? 
29. Were you aware of any marked 
emotional satisfactions in giving birth to 
and/ or nourishing your firstborn? 
Space in this consideration does not 
permit the inclusion of the wide range 
of comments received to all 39 of the 
questions. However. it will be of spe- 
cial interest to nurses to consider some 
of the remarks made in connection 
with the above questions. 
Question 3. There were 138 who report- 
ed having had adequate medical supervision 
throughout. Among the 51 who answered 
"no," such statements as: "doctor too busy," 
"doctor always in a hurry," "I was back- 
ward in asking questions and little guidance 
was offered," appeared frequently. 
Interestingly, a following question 
revealed that an astonishingly small 
number of mothers took advantage of 
prenatal classes in their communities, 
though these have been available for 
many years. Fourteen mothers indi- 
cated they had attended such classes. 
compared to 184 who had not. Of the 
latter group. only 12 noted that no 
classes were organized. 
Question 11. These answers are of parti- 
cular interest and value to hospital person- 
nel. It was rather reassuring to learn Ihat 
166 of the mothers felt that they were well 
supported and attended during labor. How- 
ever, some of those who answered "no" 
were quite vehement in their accompanying 
statements: "insufficient staff," "nurses not 
interested," "too much bustling around," 
"guess I'd rather be alone anyway." 
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That even one mother should re- 
call her labor with comments such as 
those would be bad enough. That 32 
did certainly indicates there are some 
gaps in our care that should be serious- 
ly considered! 
Question 12. Surprisingly, each of the 
three parts of this question drew largely 
negative answers, even part C. The actual 
tabulation of figures showed: During labor: 
yes-51; no-139; no answer-8. During deliv- 
ery: yes-7; no-186; no answer-5. With baby: 
yes-79; no-1I5; no answer-4. A number of 
of the respondents noted that their hus- 
band's absence was unavoidable. One wo- 
man had lost her husband during her 
pregnancy. She noted that her mother was 
with her during labor and when she first 
held her baby. 
What are the hospital regulations 
regarding the husband's presence in 
the labor room? Is the emotional sa- 
tisfaction of the new mother of suffi- 
cient importance to stimulate greater 
concern over this aspect of the whole 
cycle among nurses? 
Question 14. Of the 122 mothers who 
replied favorably to this question, 25 felt 
that they had fared even better than they 
had expected to. However, the negative 
responses from the remainder were accom- 
panied by some bitter comments: "scared 
throughout." "had no idea what was going 
to happen," "fearful and nervous," "al- 
lowed to go too long in a hard labor," 
"nobody told me what to expect." 


The increasing importance of diabetes 
mellitus demands the help of nurses in track- 
ing down, treating and educating for better 
control of this disease. According to Per- 
ott's forecast, by 1980 diabetes will rank 
second among the causes of death. 
Degenerative onslaughts caused by this 
disease, such as diabetic retinitis, heart or 
kidney or cerebral complications and dis- 
ease of the arteries in the lower limbs that 
often call for amputations give a rate of 
morbidity no less than nine per 1.000 of 
population. 
In Canada, the number of known diabetics 
is 290,000, with another 300.000 persons 
suffering from this disease without knowing 
it. This number presents a challenge to 
diabetic associations. doctors and nurses. 
Early diagnosis and improved treatment of 
diabetes have caused a sensational improve- 
ment in the care of diabetics in the past 30 
years. Yet in spite of sensational discoveries 
in the field of diabetes, how can one explain 
the yearly avalanche of newly diagnosed 
diabetics? 
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Surely this points up the need, 
somehow, for more adequate prenatal 
preparation! 
Question 17. Here, 146 of the mothers 
stated they saw enough of their babies. On- 
ly 50 of these mothers would have liked 
to have the baby rooming-in. However, of 
the 52 who replied in the negative, 40 were 
in favor of the rooming-in pattern. 
Question 20. Readiness for discharge 
from hospital and to assume personal care 
of the infant brought out 146 positive an- 
swers though several admitted there were 
reservations - "went to my mother's," 
"had help from friends," "with the aid of 
Dr. Spock," "didn't do any housework, 
caring for baby only." Many of the nega- 
tive responses stated they were "afraid to 
handle the infant," "too nervous and tired," 
"depressed," "no preparation," "day fine, 
night awful." 
Replies to a later question revealed 
that utilization of the local visiting 
nursing service is stilI a rarity among 
Canadian mothers. Experience proves 
that this form of assistance even for 
a couple of days after the young mo- 
ther returns home would make a con- 
siderable difference even to the most 
self-assured. 
The analysts felt that the replies to 
the last of the key questions, No. 29, 
was really the heart of the whole 
questionnaire. "Were you aware of 
any marked emotional satisfactions in 
giving birth to and/or nourishing your 
firstborn?" 


INFORMATION ON DIABETES 


Factors helping to explain this increase: 
1. The longer lifetime among the general 
population and thereby a greater opportunity 
to develop diabetes. Studies show that 80 
per cent of diabetics are over 40 years of 
age and the maximal incidence occurs be- 
tween 65 and 74 years of age. 
2. The survival of diabetic children and 
therefore their reaching the age of pro- 
creation. The heredity blemish thus handed 
down is more largely disseminated. It is 
thought that 25 per cent of all diabetics 
have diabetic antecedents. 
3. The ability of diahetic 1V0men to de- 
liver live children thanAs to better control 
of diabetes in obstetrics. At present, diabetic 
associations are concentrating their efforts 
on early detection and adequate treatment 
of this disease. 
It is regrettable that nurses take little in- 
terest in the associations in which they could 
play a role of first importance. A nurse 
aware of the symptoms can be of great help 
in tracking down unknown diabetics or in 
directing those who suspect diabetes but 


Question 29. One hundred and twenty 
six said "yes." Their comments indicated 
their sense of fulfilment: "proud and sa- 
tisfied," "a most wonderful experience," 
"incomparable joy," "a great sense of ac- 
complishment," "pride in having some- 
thing of my own," "especially in nursing 
the baby." 
Although 22 did not reply to this ques- 
tion, among the remainder who gave a 
negative response such comments appeared 
as: "glad when the ordeal was over," "too 
tired," "too nervous," "too ill to care," "no 
real sense of accomplishment but happy 
nevertheless." One woman in particular 
commented: "So often since I have wished 
I could tell doctors and nurses what the pa- 
tient thinks is important; what she really 
wants." 
Perhaps, even through this conden- 
sation of data, these 198 mothers who 
assisted the Yellowknife association 
have told us nurses some of the things 
we needed to know to be more co- 
operative, more willing to help, more 
conscientious in our care of maternity 
patients. 
Finally, it may be of interest to 
readers to know how many of these 
198 mothers studied produced more 
offspring: 
Mothers with only one child - 32 
Mothers with two children - 61 
(2 have also adopted) 
Mothers with three children - 41 
Mothers with four or more chil- 
dren - 64 


will not consult a physician for fear of being 
declared diabetic. 
Many diabetics fear the diagnosis of 
diabetes and associate it with a lifetime of 
injections. The treatment of diabetes rests. 
above all, on a diet aimed at maintaining 
the ideal weight of the individual. When 
diet itself is not sufficient for control, the 
physician resorts to other helps: oral agents 
or, if necessary, insulin. 
Because of its character and of its com- 
plications, diabetes takes on various aspects. 
Its frequency as an isolated disease or as- 
sociated with others makes it the disease 
of the future. Graduate nurses should re- 
vise their notions on the subject; student 
nurses should prepare diligently to help 
diabetics; and nursing schools have a duty 
to instruct their students about this disease 
to enable them to play fully the role that is 
theirs through their profession. - ROSARIO 
ROBILLARD, M.D., Sacred Heart Hospital, 
editor of Survirre, published by l'Asso- 
ciation du Diabète de la Province de Qué- 
bec. 
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The Newborn 


A review of the newborn period - a time of danger and change 


Infancy is generally divided into two 
periods - partunate and neonate. The 
partunate comprises the first 15 to 30 
minutes of life, and includes the time 
during and immediately after birth. 
The infant ceases to be a parasite and 
becomes a separate and distinct indi- 
vidual. The neonatal period consists of 
the first 30 days of life and is charac- 
terized by the making of adjustments 
essential to a life free from the protec- 
tion of the intrauterine environment. 


Physical Development at Birth 
The average newborn weighs 7,5 
pounds and has an average length of 
19.5 inches. Weight ranges from three 
to nine pounds and length from 17 to 
21 inches; male infants are generally 
slightly larger than female infants. In 
the third and subsequent births, weights 
tend to be increased. During the first 
three days, a physiological loss of four 
to eight ounces occurs; the bigger the 
baby, the larger its weight loss. This 
decrease is caused by loss of tissue 
fluid, deficient food and fluid intake, 
and passage of meconium. Usually, 
birth weight is regained by the tenth 
day. 
The newborn's head is about one- 
fourth of the entire body length; the 
adult's is about one-seventh. Great dis- 
proportion exists in the head above 
the eyes. i.e.. in the cranial region. 
The ration between cranium and face 
is 8: 1. while in the adult it is 1 :2. The 
face appears broad and short because 
of the lack of teeth, the undeveloped 
condition of the jaws, and the flatness 
of the nose. The arms, legs and trunk 
are small in relation to the head. The 
abdominal trunk is large and bulging, 
and the shoulders are narrow (opposite 
to adult proportions). The eyes are 
are bluish gray; this color gradually 
changes to the permanent color. Al- 
though almost mature in size, the eyes 
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are uncontrolled and roll in a meaning- 
less fashion without relation to one 
another. Tear glands are inactive and 
no tears accompany crying. The neck 
is so short that it scarcely exists, and 
the skin covering it lies in deep folds 
or creases. A heavy growth of fine- 
textured hair often covers the head. 
The muscles are small, soft and un- 
controlled. Leg and neck muscles are 
less developed than those of the arms 
and hands. Bones are composed chiefly 
of cartilage or gristle and, consequent- 
ly, are soft and flexible. The flesh is 
firm and elastic; the skin is soft, deep 
pink, and often blotchy. A soft downy 
growth of body hair, mostly on the 
back, will soon disappear. In 1 :2000 
births, an infant is born with a tooth or 
even two teeth - usually the low 
central incisors. 


Physiological Adjustments at Birth 
Breathing must be established first. 
A lack of oxygen and a corresponding- 
ly high level of carbon dioxide in the 
blood stream stimulates the respiratory 
centre in the medulla and breathing 
starts. Compression of the chest wall 
during birth, the impact of cool air on 
the face, and the handling of the limbs 
and body aid this stimulus. 
When respiration is established, cir- 
culatory changes begin. The solid lungs 
expand and increase their vascular 
field. Blood. which has been passing 
through the ductus arteriosus to the 
aorta, now flows through the pulmon- 
ary arteries to the lungs for oxygena- 
tion. Within five minutes, the ductus 
arteriosus is half closed (it ultimately 
becomes a cardiac ligament). In a very 
small number of babes the ductus ar- 
teriosus remains patent. The increased 
flow of blood to the lungs reduces pres- 
sure in the right side of the heart and 
inreases the tension in the left side, 
causing the valve-like foramen ovale 
to close. If this does not occur, the 
venous blood in the right atrium will 
mix with arterial bloc')d in the left 
atrium. The umbilical vein lying just 


under the abdominal wall thromboses 
and occludes soon after the cord is 
tied. It eventually forms a fibrous 
cord - the ligamentum teres of the 
liver. The ductus venosus becomes the 
ligamentum venosum and helps sup- 
port the attachment of the portal vein 
to the inferior vena cava. The hypo- 
gastric arteries atrophy and form a 
ligament between the bladder and um- 
bilicus. 
At birth, the baby is able to suck, 
swallow, digest, absorb food and de- 
fecate. Meconium, present in the in- 
testine from about the 16th week of 
intrauterine life, is the first stool. It is 
composed of bile pigment, fatty acids, 
mucus and epithelial cells and is dark 
green in color. 
Heat regulation in the newborn is 
unstable and because of a low meta- 
bolic rate, heat production is poor. 
The baby leaves an environment of 
100 0 P and enters one of about 70 o P, 
and, being wet, loses heat by evapor- 
ation. He should, therefore, be received 
into a warm towel. dried, wrapped in 
a cotton blanket, and laid into a warm- 
ed cot. A condition in which the tem- 
perature may fall as low as 85 to 90 
degrees results from exposure to cold. 
Rectal thermometers ranging from 85 
to 105 degrees should always be used 
for the newborn to detect these low 
temperatures. 
Passive immunity to specific infec- 
tious diseases is inherited from the mo- 
ther, but some weeks elapse before the 
baby produces active immunity to vari- 
ous organisms. Babies have least re- 
sistance to the staphylococcus aureus. 
The number of red cells necessary 
during intrauterine life is more than 
is required after birth; the extra cells 
are broken down and the hemoglobin 
stored by the liver. The RBC is about 
6.000.000 and the hgb. about 130 
per cent at birth. 
At term, the bladder contains urine. 
which is usually expelled during par- 
turition. The kidneys do not excrete 
fluids or chlorides efficiently during the 
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first weeks, and if insufficient fluid is 
given, the urine will be dark yellow in 
color ana may leave a brick-like dust 
deposit resembling blood on tbe nap- 
kin. 
The skin is very delicate and easily 
abrased. and infection may easily oc- 
cur. Vernix caseosa, secreted by the 
sebaceous glands, covers the skin at 
birth and acts as a lubricant, protects 
the skin, and helps retain beat. 
The umbilical cord stump shrivels 
by a process of necrosis or dry gan- 
grene and separates from the healthy 
skin after approximately two weeks. 
The umbilical vein inside the abdomen 
becomes thrombosed. 
The newborn expends great energy 
tbrough diffuse activity. This energy 
loss is about two and one-half times as 
great as in the adult when pound to 
pound comparisons are made. Also, in 
crying, the infant uses three times more 
energy than in sleeping. Not all parts 
of the infant's body are equally active. 
Observation of newborn infants dur- 
ing the first ten days of life reveals that 
the greatest amount of movement is in 
the trunk and legs, and least in the 
head. 


Specific Activities 
These are divided into two types 
- reflexes and general responses. 
Reflexes present at birth or shortly 
afterward include: pupillary; corneal; 
conjunctival; lip; retrusion tongue; 
chin; Darwinian; Acbilles tendon; pat- 
ellar; triceps; biceps; abdominal; cre- 
masteric; plantar; Moro; sucking; knee 
jerk; pharyngeal; sneezing; and Bab- 
inski. Breast-fed infants develop a 
stronger sucking reflex than do in- 
fants fed by bottle. However, they also 
show a slightly poorer appetite for the 
first three days. The Babinski, Moro, 
and Darwinian reflexes appear shortly 
after birth but disappear within the first 
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months of life. To test the Moro "em- 
brace" reflex, the infant is placed fIat 
on his back, and the mattress is struck. 
The infant throws out his arms in an 
arc movement resembling an embrace. 
The infant's cry may indicate differ- 
ent meanings according to its pitch, in- 
tensity or continuity: 
discomfort - the cry is monotonous in 
pitch, staccato-like and int-:rmittent; 
pain - the cry rise:> In pitch. If pain is 
accompanied by increasing physical weak- 
ness, piercing tones give way to low moans; 
rage - the cry is longer, the breath is 
held, the face becomes mottled or purplish. 
Babies may also cry to show hunger, 
or, occasionally, for lack of exercise. 


Observation in the Nursery 
The healthy baby has a clear pink 
skin (often mottled), firm muscles. a 
vigorous kick, and a lusty cry. He 
takes his food eagerly and has a clean 
tongue, norma] stools, bright eyes, 
gains in weight and sleeps well. 
The chart should show the following 
clearly: 
respirations - rate and type (most im- 
portant during the first 48 hours). Normal 
rate is about 50 per minute. Flaring of 
nasal alae or indrawing of the chest wall 
should be reported. 
temperature - taken once or twice daily. 
weight - approximately same time each 
day. 
feeding time - whether three or four 
hourly or self regulated. 
breast fed or bottled fed - how taken; 
type of formula used. 
medicines - including oxygen if used. 
urine - first voiding; record once per 
shift following. 
stools - number and character. 
cord - the day on which the cord 
separates. 
eyes - inspected for discharge. 
mouth - inspected daily for thrush 
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Later Adjustments 
Prenatal environment may influence 
early adjustment of the newborn. In- 
tense and prolonged nervous or emo- 
tional disturbance of tbe mother during 
the last months of the pregnancy may 
cause a hyperactive state in the fetus. 
This state may persist after birth and 
manifest itself in various ways, sucb 
as feeding difficulties, gastrointestinal 
dysfunction, sleep problems. hyperacti- 
vity and general irritability. 
The birth process may also affect the 
baby. Difficult births produce more 
damage than easy, spontaneous births. 
This damage may not be apparent at 
once, and it may be temporary or 
permanent. Anoxia, brain or central 
nervous system damage, trauma to 
sense organs and fractures are com- 
mon in difficult delivery, as are motor 
disability. cerebral palsy and low grade 
intelligence. 
Studies of children and adolescents 
born with the aid of instruments reveal 
more unfavorable personality charac- 
teristics than in those born spon- 
taneously. General hyperactivity, rest- 
lessness, irritability, anxiety, speech 
defects - especially stuttering - and 
poor concentration have also been re- 
ported. Cesarean babies, by contrast. 
are the quietest, cry less, and make 
better adjustm
nts to their postnatal 
environments. They do, however, ex- 
perience more difficulty in establishing 
respiration. 
The type of birth also affects the at- 
titude of the parent toward the new- 
born. A baby born with a minimum 
of discomfort to the mother will arouse 
very different emotional reactions on 
the part of both parents than one 
whose birth was accompanied by a 
prolonged and difficult labor 
Any nurse caring for the newborn 
must be aware of the normal and alert 
for any dcviatiom. 
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More and more obstetrical units are 
finding need for larger premature in- 
fant nurseries. Increase in the number 
of premature infams plus frequent re- 
quests from obstetricians and pedia- 
tricians for admittance of full-term in- 
fants requiring intensive care, has re- 
sulted in the change of the name 
"premature nursery" to "intensive care 
obstetrical nursery." 
Admissions to this unit include: 
I. The very immature infant and ill pre- 
mature; 
2. the normal, healthy premature; 
3. the full-term healthy premature (under 
five pounds eight ounces); 
4. the over five and one half pound 
premature (under 38 weeks gestation): 
5. babies delivered by cesarean section; 
6. babies of diabetic mothers: 
7. difficult deliveries and resuscitations; 
8. placental dysfunction. including post- 
maturity; 
9. babies with respiratory distre
s syn- 
dromes; 
10. babies with abnormalities. 
Combinations of the above frequent- 
ly occur. It is essential to assess each 
infant individually during his entire 
stay in the nursery. Infants in groups 
five, six and seven are often transferred 
to normal nurseries in 12 to 24 hours. 
Controversial and changing theories 
in the treatment and basic care of these 
infants exist as in other fields in medi- 
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cine. Standard routines are set b) each 
hospital and include: 
1. Administration of eye drops in delivery 
room. If argyrol or silver nitrate is used, the 
eyes should be thoroughly irrigated to pre- 
vent undesirable reactions. 
2. Cord treatment. This includes tying, 
clamping and the daily application of a 
paint or alcohoL 
3. Administration of vitamm Kt One 
mg. at birth is the usual dosage. 
4. Bathing routines. These vary consider- 
ably, but generally include the use of a 
bacteriostatic agent. 
5. Feeding routines. 
Good general nursing care of these 
infants is imperativc. Strong emphasis 
is placed on handwashing and the use 
of sterile equipment. Any abnormal 
discharge from an infant is cultured 
and the infant placed on isolation 
technique. The nurse must recognize 
anything abnormal quickly and report 
it to the physician since a delay in 
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communication md\ mean the d
ath 
of the infant. This -applies particular!) 
to infants who develop grunty respira- 
tions with cyanosis, jaundice within 24 
hours, signs of cerebral irritation; it 
also applies to a previously satisfactor) 
"premie" who becomes lethargic or 
"just not his usual self." In the latter 
case, the infant is dangerously ill b\ 
the time a definite symptom occurs. 
Large hospital facilities are not al- 
ways available. Often one must im- 
provise according to the individual 
situation to the best of one's ability. All 
infants require: 
1. Maintenance of Adequate Re- 
spiration. This initially takes place in 
the delivery room and is maintained 
through suctioning. proper body align- 
ment, oxygen. stimulation and resus- 
citation. Suctioning should be gentle. 
but adequate to remove all obstructive 
mucus. Oxygen is administered in the 
amount necessary to relieve cyanosis: 
attempts at reduction and discontinua- 
tion should commence as soon as the 
condition permits. Retrolental fibro- 
plasia may occur when a high concen- 
tration of oxygen over the amount ne- 
cessary to relieve cyanosis is admin- 
istered. Frequent stimulation should be 
given only to infants termed "Iaz) 
breathers" who. with stimulation. ap- 
pear satisfactory. A firm. gentle. but- 
tock-to-head motion along the infanÙ 
spine usually produces good results. III 
babies. including the pallid baby who is 
in shock. should be given minimum 
handling and not <;timulated to cn 
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Apnea is frequently relieved by suc- 
tioning and manual stimulation. The 
latter is accomplished by placing the 
hands at the base of the scapula and 
slowly raising and lowering the chest. 
If this is unsuccessful after four at- 
tempts, the "Pulmonator" bag or re- 
suscitator should be used or mouth-to- 
mouth resuscitation commenced. Stim- 
ulant drugs are not recommended. 
2. Prevention of heat loss. Respir- 
atory acidosis may occur through heat 
loss between the time of delivery and 
admittance to an incubator; therefore, 
the transfer should be done as quick- 
ly as possible. Incubator temperatures 
vary from 80 0 F. for mature infants 
to 92 0 F. for premature infants. A 
stable environment of heat and humid- 
ity promotes stabilization of the infant's 
temperature. Thermal blankets are 
available for cot babies. If heat loss 
has occurred, a gradual increase in 
incubator temperature up to the desired 
degree is recommended. 
3. Adequate caloric intake. This is 
determined by the pediatrician. The 
trend is towards earlier feedings com- 
mencing with water or sugar solution 
from four to 24 hours, and gradually 
increasing in amount and strength de- 
pending on the infant's contentment 
and weight gain. 
The method of feeding is determined 
by the infant's desire to suck. The 
bottle nipple should be soft with holes 
large enough to produce a stream of 
milk. The softness enables the infant 
to control the rate of flow by raising 
his tongue. The infant is held in an 
upright position and the mouth open- 
ed to be sure the nipple is placed over 
the tongue. Bubbling is offered after 
each one-quarter ounce to one ounce 
depending on the need. Follow- 
ing feeding, the infant is placed on 
his side, supported by a blanket roll. 
Sides are alternated to prevent asym- 
metry of the head. If the infant is not 
able to manage the soft nipple with 
the large hole, he is placed on tube 
feedings intermittently or completely as 
indicated. Permanent gavage tubes, if 
used, are changed every five days and 


A successful and interesting con- 
ference was held by the Ontario Pub- 
lic Health Association in Toronto in 
October. Workers from all fields in 
public health attended. although nurs- 
ing comprised the largest section 
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Instructing the mother 


4 


any nasal irritation reported imme- 
diately. One cc. of sterile water is 
given after each feeding to clear the 
tube. Breast milk feedings are encour- 
aged; the mother should pump her 
breasts every four hours at home and 
bring the milk to the formula room 
once a day for sterilization. Infants 
prone to regugitation are fed slowly, 
bubbled more frequently and left with 
the head of the bed elevated. If mucus 
is troublesome, a saline lavage a.c. is 
often helpful. The prevention of aspira- 
tion of feeding cannot be overempha- 
sized as a pneumonia is difficult for 
the infant to overcome. Under-feeding 
is preferable to over-feeding; if neces- 
sary, feed smaller amounts more fre- 
quently to maintain the necessary cal- 
oric intake. Intravenous therapy, a 
frequent treatment, demands constant 
observation to prevent over-hydration. 
4. Constant supervision. An inten- 
sive care obstetrical nurse must have 


O.P.H.Ä. CONFERENCE 


Mrs. Olive David. Director of Area 
Services. Social Planning Council of 
Metropolitan Toronto. spoke on "Nur- 
ses Are Not Alone" and discussed the 
many agencies that welcome cooper- 
ation with the public health nurses. 


adequate knowledge and be able to 
apply it in an efficient, yet gentle way. 
Acute observation of all infants, at all 
times, is essential. She must have a 
tactful, understanding manner when 
meeting with parents and be able to 
give them a daily report and simple 
explanations of equipment and rou- 
tines that frequently alleviate unneces- 
sary concern. Religious services. such 
as baptism or prayer, should be ar- 
ranged immediately at parents' request. 
When the infant is making satisfac- 
tory progress and is soon to be dis- 
charged. the mother should commence 
feeding him daily under supervision. 
Any questions may be answered dur- 
ing these visits. 
A new father's amazed comment 
"You treat and talk to the babies like 
they were human beings!" suggests a 
popular reaction to the nursery nurse. 
But we do not mind, because we know 
that they really are! 


Dr. Muriel Uprichard. as
ociate 
professor. University of Toronto 
School of Nursing presented a stimul- 
ating talk on "Public Health Nursing in 
Transition" stressing the challenging 
standards in public health nursing today. 


THE CANADIAN NURSE 



A Nursing Refresher Course 


A description of a refresher course designed to bring the nurse up-to-date without 
shattering her confidence. 


It is no secret that the need for 
registered professional nurses simply 
is not being met by the present ac- 
tive nursing force. Not only does nurs- 
ing meet much competition from other 
fields in recruiting girls into the pro- 
fession, but the percentage of girls 
in a given class that remain in nursing 
decreases at an alarming rate within 
the first few years after graduation. A 
desire for fuller maturity beckons to 
the young woman to depart from the 
active practice of her profession to de- 
velop her potential in marriage and 
child-bearing. For all practical pur- 
poses. the majority of these women 
are lost to nursing during the time that 
they are rearing their children. The 
multitude of demands that are made of 
a woman during these years, plus the 
"home" atmosphere which envelopes 
her if she is fulfilling her wife-mother 
role properly. tend 
to withdraw her 
from the feeling that she belongs on 
the patient care team. While she is 
homemaking. medicine. hospital or- 
ganization and nursing practice are 
advancing by leaps and bounds so that 
a revisit to the hospital and contact 
with active professional nurses make 
her realize how functions differ from 
those for which she was traincd. 
Ten. 15, 20. 25 years may have 


Si
ter Marie Rebecca. formerly direclOr 
of nursing service, st. Mary's Hospital. 
\fadison. Wis.. is now assistant administra- 
tor. St. Mary's Hospital. St. Louis, Mo. 
Reprinted with permission from Hospital 
Progress, Sept., 1964. 
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passed since the days of her training, 
and though she still has the "heart" 
of a nurse. she has lost her confidence 
in her own ability to practise nursing 
as a professional person. Her lack of 
confidence has some basis in reality, 
and some basis in imagination: it is 
very, very true that nursing simply is 
not what it was 10 to 25 years ago. 
New concepts of a nurse's function 
have evolved due to the changes in 
medical knowledge and practice. Many 
functions formerly considered as the 
sole property of doctors have been 
delegated to nurses. The number of 
people admitted to hospitals has in- 
creased because now many conditions 
are capable of being diagnosed and 
treated which fonnerly were consider- 
ed hopeless. Prepayment plans have 
enabled many persons who formerly 
were unable to bear the cost of hos- 
pitalization to take advantage of me- 
dical help. Hence. greater numbers of 
people are receiving newer types of 
treatment in hospitals that are. pro- 
portionately. less adequately staffed 
with trained professional nurses. This 
has forced a changed pattern of nurs- 
ing performance. 
Registered nurses now perfoml the 
more highly technical tasks. They or- 
ganize and supervise the semi-pro- 
fessional and auxiliary personnel who 
must be employed to carryon those 
functions which do not demand the 
advanced kno""ledge and skills of 
the professional person. Faced with 
this situation the fonner graduate 
tends to abandon hope for eve
 retum- 


ing to her career as a registered nurse. 
S1. Mary's Hospital (Madison), like 
many U.S. hospitals, sought to augment 
its present supply of nurses. The num- 
ber and quality of its nurse graduates 
of the past 25 years constituted an 
open and unharvested field. 
Why haven't these women returned 
to nursing? The nursing service depart- 
ment considered the question and after 
an informal survey, tentatively con- 
cluded that, even though nursing re- 
fresher courses have been and are be- 
ing conducted across the country, and 
many nonpracticing nurses have ven- 
tured out to attend them, many fre- 
quently found that after the course 
they still had their initial fear of re- 

urning to the active practice of nurs- 
mg. 
With the conviction that this 35- 
50 age bracket holds part of the an- 
swer to the shortage of professional 
nursing personnel. we (the nursing ser- 
vice department) attemptcd to find 
some effective means of recruiting 
these women back into acti\e practice. 
What kind of refresher course could 
be given that would take into con- 
sideration all the factor<; necessary? If 
lecture, demon...tration and return de- 
monstration are put in a test tube. 
what is the catalyst or unknown in- 
gredient which. when added. will in- 
duce the inactive nur<;e to become a 
working nurse? 
Could it be confidence? If so. ""hat 
t)-pe of tcaching techniques are need- 
ed to supply it? How can one go about 
calling forth that which can spring 
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only from within the individual? How 
can you tell someone: ny ou can do 
it!" and have her respond affirmative- 
ly and spontaneously? 
We had some theories and decided 
[0 prove them. First of all we recog- 
nized the importance of giving a cer- 
tain amount of personalized attention, 
if we hoped to receive a personal re- 
sponse. We, therefore, limited the num- 
ber in the course according to our 
ability to accommodate them com- 
fortably during their practical experi- 
ence. We set the limit tentatively at 
twelve. We did not publicize the 
course; but sent individual notices to 
a limited number of nonpracticing nur- 
"es who had graduated between the 
vearS 1935 and 1955. We set the cour- 
ses for early Spring with the hope 
that some of these women would re- 
turn to nursing and ease the conven- 
tional summer shortage. We accepted 
women whose applications seemed to 
indicate there would be a sufficient 
amount of "salvageable" qualities pre- 
sent with which to work. We required 
a physical examination and chest x- 
ray. We also requested evidence that 
they were authentic nurses. (Current 
registration being required by the State 
Department of Nurses.) 
Since this was a pilot project, we 
thought it best not to commit our- 
selves to more than a four-week course. 
In accord with our objective of de- 
veloping confidence in the "students" 
we outlined a program which would 
provide as much support as we would 
be able to give. We delegated the pro- 
ject to the in service coordinator who, 
besides being very capable profession- 
ally, possessed a rich talent for creat- 
ing a relaxed, comfortable. friendly 
atmosphere - to set the stage for 
learning. We emphasized every area 
where we could afford personal con- 
tacts: we scheduled only two three- 
and-a-half hour days of theory and 
three full days of assignment to a 
nursing unit with an RN "partner." 
The course content was as exten- 
sive as possible without sacrificing 
fundamentals. We used supplementary 
teaching aids: films, records, booklets, 
posters, etc. In this area. the medical 
society, the state board of health, 
pharmaceutical representatives, and 
various societies such as the Cancer, 
Heart, Polio, etc., were helpful. We 
scheduled our speakers from the spe- 
cialties a month in advance to allow 
them time to prepare pertinent ma- 
terial. We outlined the content of 
the class and then discussed with them 
their suggestions for additional topics. 
A phannacist lectured on drugs, but 
the members of our nursing staff lec- 
tured on the majority of disease en- 
tities. We felt that our students would 
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be less hesitant to post questions to a 
nurse; we also recalled several respon- 
ses during our preliminary survey: "I 
took a refresher course; it was a won- 
derful course. We were deeply appre- 
ciative to the doctors for taking out so 
much of their time, but we felt that 
their presentations were too technical 
for us; we still did not feel like we 
could go and do it." The coordinator 
of the class remained present during 
all presentations by guest lecturers to 
give a sense of unity and security to 
the group. 
Several weeks before assigning stu- 
dents to the nursing units, we discus- 
sed the plan with the supervisors and 
head nurses. We decided that to rotate 
the specialties would be too bewilder- 
ing because of the rapid advances 
which have occurred in these areas. 
The time which the class was to spend 
in the specialties was limited to a half 
day only. The majority of time was 
scheduled for the general medical-sur- 
gical units on which the students were 
assigned to a specific RN. They were 
to spend three full days each week get- 
ting first hand information "at the 
scene," and, where circumstances per- 
mitted, first hand experience. Each 
participant was exposed to team lead- 
ing with medicines and to desk work 
on the nursing units; we did not en- 
courage bath giving, etc., except where 
necessary to make the student comfort- 
able in the work situation. We attempt- 
ed, rather, to make her aware of the 
necessity of developing more organi- 
zational skills and accepting more re- 
sponsibility for semi- and nonprofes- 
sional help. We assigned each person 
to one unit principally, in order to 
avoid the frustrations of frequent chan- 
ges in surroundings. On the other 
hand, we also recognized the benefit 
which they would derive from rotation 
to the other units; and thus provided 
for a brief stint in pediatrics, obstetrics, 
psychiatry. post-anesthesia room, the 
other medical-surgical units. central 


supply, physical therapy and operat- 
ing room when requested. 
We were careful to select those RN 
"partners" who we felt would minim- 
ize the idea that present day nursing 
is difficult, even impossible. We urged 
the RNS to stress the ease of learning 
situations through patience, calmness 
and clear explanations. We also sought 
to promote a greater sense of security 
and unity by frequent at-the-scene 
visits from the coordinator. 
We developed some side situations 
as further confidence-promoting occa- 
sions: the students had morning coffee 
breaks with the coordinator; they had 
several question-answer-discussion per- 
iods weekly; if they knew any of our 
general duty nurses we arranged con- 
tact with them as much as possible; we 
gave them procedure checklists so they 
could get an over-all picture of where 
they stood in relation to the knowledge 
and technique with which every nurse 
today should be acquainted; we ar- 
ranged for a personal conference per- 
iod for each with the director of nurs- 
ing service. 
As a climax we had a short gradua- 
tion exercise at which the supervisors, 
head nurses and staff nurses who help- 
ed with the course were present. We 
gave each refresher nurse a certificate. 
It was gratifying that of the group. 
five returned to active nursing right 
away: three to our hospital and two to 
hospitals near their residence. Six 
planned to return in the Autumn after 
previous summer commitments were 
were fulfilled. Four were unable to re- 
turn at that time because of home 
responsibilities; however, they indicat- 
ed their desire to return as soon as 
possible. 
Though the course originally was 
arranged for the benefit of the inactive 
nurses, every member of the group 
seemed to be unusually motivated and 
their enthusiasm served as an over-all 
refresher for all the nursing units on 
which they took their experience. 
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What is the catalyst which will 
induce the inactive nurse to 
hecome a working nurse? 
CO:\fFIDE:'\CE 









































































































































































































































 


THE CANADIAN NURSE 



HOliday 


8:30 
9:00 
9-10:30 
10:30-11:30 


Tuesday 


8:30- 9:45 
9:45-10:00 
10-11:30 


Wedllesday 


8:30-10:30 


Thursday 


*8:30- 9:00 
9-10:00 
10-10:15 
10:15-11:30 


Fridav 


7- 3:30 
2:00 


1 st \\; EEK 


Assignment of locl..er
 
Welcome 
Introduction to program 
trend in nursing 
Tour of hospital 


Review of systems 
Break 
Vital signs. diagnostic proce- 
dures, admin. procedures 


10:30 


Intro. of supervisors and head 
nurses 
Tour of individual units 
Unit assignment 
Movie: "Fire in Your Hos- 
pital" 


Discussion period 
New Medication!> 
Break 
Administration of drug
 


Unit assignment 
Movie: hHypodermic" 


* A 1/2 hour period devoted to unit assign- 
ment. 


MOllday 
7- 3:30 
2:00 


Tuesday 


8:30- 9:00 


2nd WEEK 


Unit assignment 
Movie: "Community Health" 
and "No Margin for Error" 


Discussion period 


Adult education was introduced to pro- 
vide a late opportunity for the educationally 
neglected part of the population who. for 
one reason or another. had not attended 
school when young. Education at that time 
was considered as the orderly transmission 
of selected portions of our accumulated 
tradition. What you learned at school dur- 
ing childhood and youth would serve for all 
your da}s. It would provide the learning 
necessary for conducting your affairs and 
in addition would set you apart from those 
not privileged to have heen graduated from 
school. Adult education became a second 
chance to learn the same things in the same 
way as you should have learned when 
young. It has since grown beyond such nar- 
row confines and is now finding its niche 
in the structure of both fonnal and infonnai 
education . 
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9-10:00 
10-10:15 
10:15-11:30 


It edllesday 


7- 3:30 
P.M. 


Thursday 


*8:30- 9:00 
9-10:00 
10-10:15 
10:15-11:30 


Friday 


7- 3:30 


MOllday 


7- 3:30 


Tuesday 


IUO- 9:00 
9-10:00 
10-10:15 
10: 15-11 :00 
11-11:30 


Wedllesday 


7- 3:30 


Tllllrsdm' 


IUO- 9:00 
9-10:00 


Body mechanic
 and related 
devices 
Break 
Oxygen therapy 
Set ups and procedure, 


Unit assignment 
Movie: hBreath of Life" and 
"H}poxia" 


Discussion period 
Spiritual and p
"chological 
needs 
Break 
Pre- and postoperative care 
Discussion of PAR and ad- 
vances in anesthesia 


Unit assignment 


3rd WEEK 


Unit assignment 


Discussion period 
Care of abdominal surgery 
Break 
Care of diabetic 
Nutrition review 
Movie: "Current Trends in 
Clinical Management of 
Diabetes" 


Unit assignment 
\1ovie: 'Team Nursing" 


Discussion period 
Diseases of chest 


ADUL T EDUCATION 


The argument that ability to learn is 
greatly lessened as youth turns into man- 
hood is seldom raised any more. Its grain 
of truth is probaly best forgotten. 
Opportunities for adult education art: 
provided in all provinces of Canada. In 
many cities. evening students may choose 
from a wide variety of academic. vocational. 
cultural and miscellaneous offerings. but 
elsewhere choice may be decidedly limited. 
In 1960. about 40 p::r cent of evening stu- 
dents were enrolled in vocational courses 
and classes offered by school boards. with 
assistance from the provincial departments. 
or by universities and colleges. About as 
many were enrolled in non-<:redit courses 
of general cultural value. and the remainder 
attended classes leading to a high school 
diploma or universilY degree. Some 25 
government department, (Education. Health. 


10-10: 15 
10: 15-11: 15 


Fridm 


7- 3:30 


.\lollday 


7- 3:30 
11:30 


Tuesday 


8:30- 9:00 
9-10:00 
10-10: 15 
10:15-11:30 


Wedllesday 


7- 3:30 


Thursdm 


8:30- 9:00 
9-10:00 
10-10:15 
10:15 


Friday 


8:30-10:00 


10-10:15 
12:30- 1.30 
1:30 


Break 
Chest surgery 


Unit assignment 
Movie: "Closed Chest Cardiac 
Massage" 
"Common Heart Disorders 
and their Cause
" 
Rescue breathing 


4th WEEK 


Unit assignment 
Movie: 'The Proud Years" 


Discussion period 
Isolation technique 
Breal.. 
Orthopedic surgery 
Demonstration of traction 


Unit assignment 
\1ovie: "Nurse Patient Rela- 
tionship" 
.'Hospital Sepsi," 


Discussion period 
Pdnel: OB. Peds.. Psych. 
Break 
\fovie: "Normal Deliver} 
Without Anesthesia" and 
"Breast Feeding" and "C- 
Section Under Hypnosis" 
Questions 


Movie: "Head Injury" 
Neurological nursing (Med. &. 
SurgJ 
Breal.. 
Review 
Coffee hour with presentation 
of certificates 


Agriculture. Forestry. Justice. etc.) suppor!- 
ed such cldsses. which enrolled almost 
8.000 in elementary and about 70.000 in 
secondary school subjects; 212.000 were en- 
rolled in vocational courses of whom al- 
most 100.000 were tal..ing home economics 
or agriculture. In the general classes. 84.000 
were enrolled in social education. :!8.500 
in the fine ar!s and :!O.OOO in other re- 
lated courses. 
Public lectures. film shows. exhibits. tours. 
music and drama of an educative nature 
sponsored by various bodies and organiza- 
tions. attracted 600.000. The same sor! of 
programs conducted by public libraries re- 
ported an altendance of about 215.000 per- 
sons - Canada. Dominion Bureau of Std- 
tistics. A GraphIc Prnelllalioll of Calla- 
diall EduCt/lio". Oltawa. Queen's Printer. 
1961. 
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The Servo Theory 


A suggested method in evaluation of nursing students 


A nurse is a highly trained and 
skilled person, but unless she is able 
to perform the right skill at the right 
time, her skill is useless. Moreover, 
unless she is able to perform her skills 
in a way that does not jeopardize other 
values, she may do more damage than 
good. 
What is a skill? A skill is a means 
of behaving, with or without gadgets, 
in order to produce a desired outcome. 
Examples of the ones which nursing 
students must learn include injection 
of fluids by means of hypodermic 
needles, administering enemas, insert- 
ing catheters, applying and changing 
surgical dressings, cleansing and irri- 
gating colostomies. A nursing student 
might well display smooth, elegant 
prowess in the performance of these 
skills upon a mannikin or an uncon- 
scious patient, under the gaze of her 
clinical instructor. This same student, 
confronted with a conscious, pain-rid- 
den, demanding person and deprived 
of her instructor's support may fall to 
pieces, and be unable to perform. Or, 
by virtue of various mechanisms, she 
may be able to pretend to herself that 
this living, conscious patient is a man- 
nikin or unconscious body, thereby be- 
coming better able to perform her 
skills. This procedure may offend the 
patient, and has other undesirable con- 
sequences, not the least of which is the 
student's failure to gain competence in 
interpersonal relationships when she 
thus depersonalizes her patients. 
Ideally, a nurse functions in a man- 
ner similar to blood as it circulates 
through the arteries. The blood trans- 
ports all manner of needed substances 
to cells and tissues. and appears to 
drop off at each cell exactly what the 
cell needs to repair itself or to func- 
tion optimally. There is little delay in- 
volved, and the cell is better off after 
the blood has gone by than before. The 


Dr. Jourard is with the Department of 
Psychology. University of Florida. Gaines- 
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blood does not become "rattled" or 
"upset" if a cell is demanding, but 
rather, transmits what is needed and 
goes on to the other cells. There is 
this difference, among others, between 
a nurse and blood. All that the blood 
seems to do is to carry the needed sub- 
stances. It is the cell that seems to 
decide how much and what it will take 
in from the passing fluid. The blood 
does not appear to be obliged to make 
judgments of which cell needs what. 
A nurse, however, is required to assess 
the immediate status of a given patient, 
and to provide what is needed. Of 
course, in many situations, she does 
not perform the assessment, but, ra- 
ther, gives the patient what the phy- 
sician decides is necessary. In such 
situations, when she is in the role of 
executor of the physician's orders, she 
is little more than an extension of the 
latter's arms, and can possibly shut off 
her own observations, feelings, and 
judgment. 
If the nurse is to be more than an 
extra pair of hands and feet for the 
physician, if she is to be a positive 
factor in the promotion of patient well- 
ness, than she must function with more 
of herself than her hands and feet. She 
must, in short, function in a manner 
more closely similar to blood, or even 
to one of the so-called "servo-mecha- 
nisms." 
Servo-mechanisms are gadgets, me- 
chanical or electrical, that function in 
a manner not too different from peo- 
ple. They have a certain "output" 
which is supposed to produce desired 
or valued outcomes; they have "input" 
of information which "tells" the "com- 
munication centre" what the state of 
affairs is. More important. they have 
"feedback mechanisms" built in so that 
whenever the output is too much, too 
little, or of the wrong kind, this in- 
formation is "fed back" to the con- 
trol-centre, and the output is sensitively 
varied until it is "right." 
It may be offensive to be compared 
to a machine of this sort, but the ana]- 


ogy is rather useful in highlighting cer- 
tain aspects of nursing. Let me point 
out the parallels. Corresponding with 
a "servo's" output is the nurse's reper- 
toire of skill - everything that she 
can do of a skilled and unskilled na- 
ture. Corresponding with "input" is the 
information that a nurse secures about 
a patient's present status - the con- 
dition of his dressing, his present state 
of mind, what he needs in order to be 
maximally comfortable and to recuper- 
ate, his wishes, etc. Presumably, the 
better prepared the nurse, the more 
effective will she be in "scanning" the 
patient in order to evaluate his present 
condition and needs. She will employ 
her eyes and ears in scanning the pa- 
tient in his room; she will consult his 
chart; she will check reports from the 
physician and other nurses, and so 
forth, in order to have the means to 
evaluate the patient. Students, it can be 
assumed, are less able to "scan" and 
evaluate than more experienced nurses, 
because they do not always know what 
to look for, nor do they always appre- 
ciate the significance of what they see. 
hear, read, or smell. 
In surveying the situation of the pa- 
tient. it becomes apparent that there 
are many things that need to be done, 
or that could be done in order to foster 
greater wellness. There is certainly a 
hierarchy of importance in all these 
wellness-fostering actions. First things 
must come first. It would be consider- 
ed stupid or criminal if a nurse who 
noticed that a patient was gasping for 
breath, turning blue in the face, and 
had also overturned his bedpan. first 
mopped up the urine with commend- 
able precision and sanitation before 
turning to the problem of strangulation. 
Judgment is required. Again, students 
will differ from more experienced nur- 
ses in this ability to select, from all 
the things that might be done on be- 
half of a patient. those things that are 
the most important and should be done 
first. 
Let us consider the nurse's "output" 
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- this refers to her repertoire of skills. 
It includes giving medications, injec- 
tions, enemas, back-rubs; it includes 
listening and responding to a patient's 
communications. All of these "outputs" 
undoubtedly are undertaken in the 
hope or wish that they will produce a 
valued outcome. Certainly, an experi- 
enced nurse can be expected to have 
a more varied "output" than a novice 
or a student. She can do more things 
than a student can and do them better 
- or at least this is hoped. She can 
administer medications more skilfully 
than a novice, simply because she has 
had more practice. She is more em- 
pathic with patients than a novice, and 
less painfully self-conscious about per- 
forming her skills. The student is more 
preoccupied with her anxieties about 
pleasing her instructor than she is in 
touch with the realities of the patient. 
This leads us back for a moment to 
the problem of "skills." Skills are be- 
havior patterns enacted (with or with- 
out apparatus or gadgets) by the nurse, 
in order to do something to or for the 
patient. They are performances that 
the patient usually cannot do himself 
(though sometimes he can be taught, 
as in the case of injections). but which 
need to be done in order to foster re- 
covery to wellness. A skill has no 
mcaning outside the context of the in- 
terpersonal relationship between nurse 
and patient. Skills are part and 
parcel of the "personality" - a way 
of being a person - which the nurse 
brings to her relationship with the pa- 
tient. In a sense, a nurse's skills are 
part of her capacity to love, that is, to 
employ her energies. powers and tal- 
ents in the service of another's well- 
being, growth and happiness. Even 
without special training, everyone who 
can do anything has some power to 
love, or serve. Hopefully, a beginning 
student. aged 18, can do many things 
- walk. talk. listen. carry, etc. She 
can do all these things for another per- 
son and, in all probability, has already 
done much for people about whom 
she cared. All that nursing seems to be, 
from this point of view, is doing things 
for others - patients - which they 
cannot do by and for themselves. Of 
course. many of the things that must 
be done in order to foster wellness in 
a patient require training and practice. 
How tragic it would be, however. if in 
learning how to give injections. or ad- 
minister suction. a nurse forgot or 
set aside all those human ministrations 
that she learned in growing up. It fre- 
quently appears as if a beginning stu- 
dent is able to do many things for a 
patient that the more experienced 
nurse has forgotten about. or else 
leaves for aides to do. 
Students somehow receive the idea 
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that "skills" are horribly dIfficult to 
learn; that they are something that can 
be judged, independent of the relation- 
ship with the patient. If a student sees 
a skill simply as another instance of 
something to do for a patient, she loses 
some of her awkwardness and terror of 
needles, gadgets, and so on. Perhaps 
instructors foster the terror of skills by 
underemphasizing the patent fact that 
they represent merely an enhancement 
of a nurse's loving repertoire. 
Now let us consider the role of 
"feed-back" in the practice of nursing. 
We noted that the feedback mecha- 
nism of a "servo" works by sending 
information back to the "communica- 
tion centre" regarding the effect of the 
output. When the output is not on 
target. hitting the mark or producing 
the desired effect, this information 
serves to modify subsequent output in 
quantity or quality, until the desired 
results are forthcoming. 
In nursing, the nurse does some- 
thing for the patient - this is her 
output - because she believes. or has 
been told. that this will be helpful. It 
is my impression that much nursing- 
action is not maximally helpful be- 
cause feedback is either not sought. is 
difficult to obtain, or because the nurse 
finds it hard to modify her output on 
the basis of feedback information. Let 
me comment on each of these in turn. 
and then see what the implications are 
for training and practice. 
When "feedback" is not sought: 
YIost. if not all that we do is performed 
in order to produce some valued out- 
come. In the ordinary course of events, 
if our action does not yield the desired 
result. we notice this (feedback). and 
then modify our action until we do get 
the desired result. In the caSe of nurs- 
ing-action. it may happen that the 
nurse does something. such as giving 
an injection, and ignores the impact 
that this has on the patient. She bland- 
ly assumes that she is doing "the right 
thing," and does not seek confirma- 
tion. Much that is rigid and stereo- 
typed in nursing routines probably fol- 
lows from such inattention to feed- 
back - the "bedside manner." stock 
phrases and greetings. 
When "feedback" is difficult to ob- 
tain: A rich source of information 
about the effects and consequences of 
nursing action is the patient's honest 
and spontaneous disclosure of his feel- 
ings, wishes and beliefs. If he is stoical. 
highly repressed or shy, then it can 
happen that while the nurse believes 
she is doing well. and helping her pa- 
tient. she is, in fact. missing the mark 
widely. The silent patient certainly 
makes feedback relatively inacces<;ible. 
Other kinds of feedback. such as blood 
pressure, pulse. and blood count. are 


difficult to obtain because of the time 
involved in securing such information. 
Often. however. verbal feedback from 
the patient is potentially available, but 
the nurse in some way makes it diffi- 
cult for the patient to express himself. 
When feedback is not acted upon: 
A relatively rigid person generally has 
only a small range of behavior at her 
disposal. What often happens is that 
when one way of behaving does not 
produce the expected outcome, the in- 
dividual does more of the same thing. 
in the hope that if a "little bit didn't 
work, maybe a lot will." In nursing. 
for example, there is the danger that 
the new practitioner, steeped in thc 
virtues of talking and listening to pa- 
tients, may overdo it. She may notice, 
for example, that "being with a pa- 
tient," instead of making the patient 
feel more relaxed. understood and 
cared for, irritates him - simply be- 
cause at that time he wants to be alone. 
Instead of taking the hint. she may 
try harder to engage the patient in in- 
teresting and self-revealing talk. prob- 
ing for deep-seated problems. This is 
characteristic of the nursing student. 
She may notice that her behavior is not 
producing the desired outcomes. but 
she does not or cannot modifv her 
behavior on the basis of such' feed- 
back. 


Implications of "servo" theory for 
evaluation of students' practice 
We have shown what seem to be 
rather crude analogies between the 
task of the nurse. and the manner in 
which blood and servo-mechanisms 
work. I believe that these may help 
us to see the problem of student evalu- 
ation in a slightly off-beat. but pos- 
sibly sharper perspective: 


We can assess the information accessible 
to, or built into the "communication centre." 
that is, the nursing student herself. This can 
be accomplished in traditional ways with 
quizzes and exams. 
We can assess the students' scanning and 
intake-ability in a nursing situation. This 
refers to her ability to observe what is 
there. to interpret it. to evaluale it. and to 
make judgments aboul what needs to be 
done. 
We can assess the student's jlldr: ment 
about the relative priority of the importance 
of things to be done. This should be com- 
pared with a more mature nurse's ranking 
of the order in which things should be done 
in the best interest of the patient. 
We can assess the nurse's Oll1pll1. both 
in regard to its diversity - the number of 
things that she can do to. with. or for 
patients (perhaps these could actualIy be 
counled). and also with regard to its ef- 
fectiveness in producing desired effect, v on 
the patient without jeopardy to other values. 
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rhus. we may notice that a given student 
does not know how to administer an injec- 
tion, but she can bathe patients. give bacl.. 
'-are, and irrigate colostomies. Or. she is 
expert at establishing contact with patients, 
and listening to them. making them feel 
understood. but she is inexpert at perform- 
ing douches. 


In such judgments, it is not the dis- 
embodied skill that is being judged, 
but rather the ability of the student to 
produce the desired result with mini- 
mum jeopardy to other values. Thus. 
<;tudent A may have a firm and ac- 


Many educators and lay writers have 
commented in recent years upon the serious 
problem of school drop-outs and under- 
,Ichievers. Articles in profes
ional journals 
and on the family pages of general periodi- 
cals are evidence of the widespread concern 
of parents and teachers. 
We think of a "drop-ouC as a student who 
leaves school before completing a course 
of study which is in harmony with his 
abilities. An "underachiever" is a student 
who does not study up to the peak of his 
natural capacity for learning. What we seek 
is to channel these unfortunate students back 
into the stream so that they may receive the 
education they so vitally need in order 
to cope satisfactorily with life. Sometimes 
a friendly pat on the back will suffice, 
said Orville White in The Educatiollal Re- 
i ord, but in many cases a strong push is 
indispensable. 
Underachieving students ,Ire young peo- 
ple who could do better but will not. in 
'pite of being warned. encouraged. punished, 
counselled and tutored. Some are rebels 
who pay lip-service to parental demands 
,md go through the motions of classes and 
,tudy, but whose minds are idling. Others 
look upon education as an <affliction they 
,u.e compelled to endure. Instead of showing 
lively interest and curiosity, they sit neu- 
trally as an audience and wait in a docile 
way for the teacher to compel them to 
learn 
The young person who drops out of 
,chool before obtaining the best education 
,Ivailable to him finds that the status of all 
his adult life has been determined and 
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curate mastery of hypodermic injec- 
tion, but she administers the medica- 
tion without noticing how the injection 
siuation may be terrifying the patient. 
Student B is shaky in handling the 
same equipment. but quite observant 
of her patient. In spite of her wobbly 
aim. she succeeds in getting the fluid 
into the patient's arm, and remains in 
interpersonal contact with him. It is 
quite probable that student B is fur- 
ther along in over-all nursing "expert- 
ise" than student A. 
Finally. we can try to determine a 
student's ability to seek and to employ 


THE FAILING STUDENT 


fixed on a low level by his action. He is 
likely to be the first to lose his job in a 
slump. Studies show that he will probably 
move down the ocrupational ladder rather 
than up. His life will be unsatisfying. and 
he is unlil..ely to mal..e a useful contrihution 
to society. 
What is the cause of failure. drop-out and 
and underachievement? Generally speaking. 
the student decides to drop out because 
he has no substantial goal in life. Our 
strong economy. with its blatant display of 
affluence and flight from hard work. fosters 
thoughts of enjoying ease and =mfort with- 
out effort. Parents and teachers may not 
openly condone school failure. but they con- 
tribute to it by failing to stress the worth- 
whileness of working toward success. 
Failing students are not necessarily men- 
tally retarded. Some drop-outs have IQ"s 
as high. based on standard intelligence 
tests. as those who graduate. For them. 
something has gone wrong. An article in 
.\clwol Life says three factors are particu- 
larly influential: a low academic aptitude. 
a slow rate of emotional and social develop- 
ment. and lacl.. of parental intere
t in edu- 
cdtion. 
One reason frequently given for failure 
,md drop-out is the distraction of working 
to supplement the family income. Research 
has 
hown that grades do not necessarily 
suffer because the student is working part 
time. In fact. a survey in Illinois revealed 
that proportionately more among those 
who become graduates hold after school or 
Saturday jobs than do those who op out. 
Some student, find that the hours 
pent 


feedback. both in the improvement of 
effectiveness in this very situation, and 
also for more general learning. We 
might notice that some students ignore 
feedback. ending their observation 
when they have done what they started 
to do. Others are unskilled in obtaining 
feedback - they do not know what 
kind is most pertinent in abetting more 
effective care. Still others may obtain 
feedback. and may be aware that they 
have not produced desired outcomes, 
but fail for various reasons to qualify 
their action on the ba!.ls of this infor- 
mation. 


in gainful employment provide needed re- 
creation and a rest from sChool work. Their 
mental health is made better by the grati- 
fication of doing socially useful work.... 
What can be done [to lessen failure, 
drop-out and underachievement]? A force- 
ful endeavour should be made by everyone 
who feels concern for children and their 
future to find d positive way of meeting the 
challenge. . .. Common sense. thoughtful- 
ness. good-heartedness and a little time - 
these are the ingredients of parent help. It 
has been suggested that parents should get 
together at two or three meetings during 
the school year to tall.. about methods. In 
discussion with teachers and guidance work- 
ers they would learn to give leadership 
without meddling and help without pam- 
pering, They would hear about the danger 
of over-indulgence. Some children are given 
'0 many possessions and privileges that they 
do not learn the essential connection he- 
tween effort and reward. 
Our obligation is to impress upon the 
,tudent that he faces certain needs which 
,Ire inescapable. We should show him the 
causes of his failure and the possibility of 
their being removed. We should provide 
him with a program that gives promise of 
successful activity in his educational. voca- 
tional and social future. A whole - heart- 
ed gettmg together of parents. teachers. 
boards of education and persons interested 
in social services would start the ball rolling. 
This is not a tasl.. for the schools alone, but 
one wh
e successful completion demands 
the co-operative effort of all the community. 
- The Rm'al Balik of Callada MOllthly 
Letta. 
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Safety in [Xospital Operating JHOOlflOlS 


Amid the complexities of hospital 
design and construction the hazards of 
fire and explosion in operating rooms 
may too easily be treated as minor de- 
tails. Tbese hazards, however, must 
not be ignored. The Division of Build- 
ing Research became interested in them 
in 1953 after receiving an inquiry from 
a finn of architects about the durabil- 
ity of static conductive flooring for 
operating rooms. 
Hosp;Lal administrators should be 
aware of the special nature of the 
equipment and facilities that can be 
provided. Full advantage of these facil- 
ities can be realized only if the operat- 
ing room staff institute certain proce- 
dures and take certain precautions to 
avoid the sources of ignition of anes- 
thetic gases. 
It may seem strange that in an ac- 
tivity such as surgery, which in itself 
has great risks attached, there is con- 
cern with fires and explosions of anes- 
thetic gases such as ether, cyclopro- 
pane and ethylene in combination with 
oxygen. These accidents occur at a sta- 
tistical frequency of one in 80.000 to 
100,000 anesthesias that use flam- 
mable gases. Statistics. however, do not 
always reveal a true picture of the im- 
portance of some hazards. An explo- 
sion in the operating room has a great 
psychological impact upon the oper- 
ating room staff, the public at large, 
and potential patients, not to speak of 
the liability d the physician and the 
hospital if such an accident is judged 
as negligence. The presence of a po- 
tential hazard may also add unneces- 
sary stress to personnel already under 
great pressure and thus hinder their ef- 
ficiency. 


THE HAZARD 
The potential hazard in operating 
rooms is associated with the mixture 
of anesthetic gases with oxygen or air. 


Mr. Sereda is head of the Inorganic 
Materials Section, National Research Coun- 
cil, Ottawa. Thili article is reprinted in part 
from the Canadian Building Digest No. 32. 
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Safety begins with awareness of a hazard 


P. J. SEREDA 


Extensive field and laboratory investi- 
gations have been carried out, notably 
by the U.S. Bureau of Mines, demon- 
strating conclusively that mixtures of 
oxygen or air with anesthetic gases 
normally used in operating rooms can 
be ignited by very low energy sources. 
Energies in excess of this minimum are 
associated with spark discharges such 
as are produced from electrostatic 
charges built up on equipment and 
personnel in operating rooms. This 
constitutes the chief source of ignition, 
although other sources such as open 
flames, arcs and sparks from non-ex- 
plosion-proof electrical equipment and 
faulty wiring, as well as incandescent 
lamps and endoscopes or high frequen- 
cy cauteries or coagulators have added 
to the hazard. 


HOW TO ACHIEVE SAFETY 
Safety begins with awareness of a 
hazard. To achieve it in operating 
rooms one must educate the operating 
room personnel: Demonstrate that the 
hazard exists; what factors contribute 
to it; the action that can be taken to 
reduce to a minimum the chances that 
an accident will occur. 
Safety codes are available to assist in 
the design and construction of equip- 
ment and facilities to eliminate or at 
least reduce the hazard. The National 
Fire Protection Association has pro- 
duced such a document; the Canadian 
Standards Association has also issued 
one. 


IGNITION SOURCES 
Open flames and hot surfaces: Open 
flames, lighted cigarettes, heaters and 
hot plates, hot cauteries, sterilizers, 
lamps and light fittings, hot instru- 
ments such as hot dental syringes, or 
any surface with a temperature above 
180 0 C are easily recognized as igni- 
tion sources. These can be controlled 
or eliminated with little effort on the 
part of the staff. Only vigilance and 
cooperation are required. 
Ele ical systems: Both fixed and 
portable electric systems and equip- 


ment provide many sourCes of electric 
spark ignition. Even normal function- 
ing of such equipment as the brush 
gear of electric motors, switch contacts, 
receptacles, radio-frequency cutting, 
coagulating, and diathermy apparatus 
may result in sparking. There is risk 
from faulty connections and short cir- 
cuits on almost all electric apparatus. 
Sparking may even be electrically in- 
duced between objects not directly con- 
nected to electric equipment. There is 
danger of random or diffuse sparking 
in electric apparatus and associated ob- 
jects when radio-frequency equipment 
is used. Hot surfaces can be provided 
by over-heated components such as 
cables in which some of the wire 
strands have broken. 
To ensure safety the wiring system 
and design of electrical equipment 
should comply with the electrical codes 
and should be maintained through re- 
gular inspection and upkeep. The re- 
commended wiring consists of an un- 
grounded system. isolated completely 
from other systems, that can be con- 
tinuously monitored to detect the pre- 
sence of faults. Such a wiring system 
is especially desirable when a static- 
conductive floor is installed, because 
of the increased hazard of electric 
shock. The fact that the system is mon- 
itored by means of a ground hazard 
indicator, to give warning when the 
impedance (consisting of resistance or 
capacitance) of either or each side of 
the line to ground drops below 
120,000 ohms. not onlv ensures that 
no serious electric shoék can be ob- 
tained but also assists in the proper 
maintenance of the system. Faulty elec- 
trical equipment plugged into such a 
system will immediately cause a warn- 
ing to be given by the indicator so 
that the equipment can be taken out 
of use and repaired. 
Electrostatic sparks: Experience in- 
dicates that the most frequent source 
of ignition of flammable anesthetics is 
the electrostatic spark discharge. Sur- 
veys of hospitals indicate that there is 
probably no combination of equipment 
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and personnel activity anywhere more 
liable to produce casual. dangerous 
charges of static electricity than that 
found at present in the anesthetizing 
areas of most hospitals. 
Although little is known of the na- 
ture and mechanism of static electrifi- 
cation. a great store of observation and 
experience is available to define condi- 
tions under which this phenomenon oc- 
curs. Generally, any insulating material 
will exhibit the phenomenon of separ- 
ation of charges when separated from 
another insulating or conducting sur- 
face. The higher the specific resistivity 
of the surface and the more intimate 
the contact. as occurs with very smooth 
surfaces or by sliding one surface over 
another, the more pronounced will be 
the separation of charges. 
A charge held by any body or part 
thereof is a product of its capacity and 
the electrostatic voltage. Capacity of 
most objects is small. and the poten- 
tials encountered when there is a sep- 
aration of charges are measured. there- 
fore. in thousands of volts. If the elec- 
trostatic voltage is above 350 volts. 
there is a definite chance of a spark 
discharge through the air to some body 
not similarly charged. provided that 
body is close enough and has the capa- 
city to receive the charge. as by con- 
duction to ground. Any object carry- 
ing a charge can induce one in another 
object or body in close proximity. 
especially if the second object is a con- 
ductor of electricity. Equalization of 
the charge to other objects or to ground 
across a small gap can result in sparks. 
e
pecially if there is a charge on a 
conducting object such as a person. 
To eliminate static electrification it 
is necessary to eliminate from use in 
operating rooms all materials that have 
high specific resistivity and can be 
classed as insulator
. All items made 
of ordinary rubber such as sheets. cas- 
ters, shoes; woolen goods such as 
blankets; all items, with the exception 
of undergannents. made of nylon, or- 
Ion. dacron. silk. acetate; artificial 
leather and sharkskin. should be elim- 
inated from the operating room and 
replaced by items made of metals, con- 
ductive rubber. conductive plastic or 
cotton. Cotton is safe only when the 
humidity in the room is controlled at a 
value in excess of 50 per cent. By 
virtue of its hygroscopic properties its 
resistance is a function of the relative 
humidity in the air. At values of rela- 
tive humidity in excess of SO per cent 
the surface conducts electrostatic char- 
ges fast enough to pr
vent the build- 
up of dangerous voltages. Cotton can 
he rendered non-static-producing at 
low humidity by treatment with antista- 
tic agents. This procedure. however. 
requires regular attention. 
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I t has been found that resistivity in- 
Creases exponentially as the relative 
humidity is decreased to zero. It fol- 
lows that electrostatic charging is at a 
maximum at a relative humidity of 
about 35 per cent, and decreases as the 
relative humidity is decreased below 
this value. Thus there is no advantage, 
and there may be some hazard in pro- 
viding some humidity in the operating 
room during very dry periods, unless it 
is possible to maintain an adequate 
humidity of at least 50 per cent. 
With a relative humidity of 25 to 35 
per cent, clean cotton will charge to a 
higher voltage than synthetic fabrics 
such as nylon, although nylon contin- 
ues to retain its charge, even at a 
humidity of 60 per cent at which 
cotton does not charge at all. It is im- 
portant that all cotton items used in 
operating rooms should be allowed a 
minimum of several hours to come to 
equilibrium with the high humidity be- 
fore they are used. 
Despite efforts to eliminate the pre- 

ence of insulating materials and to 
maintain a high relative humidity. it 
must be conceded that some charge 
may still occur and that a second line 
of defence is required. It has been 
found that the provision of a static 
conductive floor is the most effective 
safeguard against the accumulation of 
dangerous electrostatic charges. Each 
individ'Jal must wear some form of 
conductive footwear. however. and all 
objects must make effective electrical 
contact with the floor through static 
conductive casters. metal leg tips or 
other grounding devices. To be com- 
pletely effective everyone and every- 
thing must be electrically intercouoled 
via a static conductive floor at all times 
during the use of flammable anes- 
thetics. This implies constant vigilance. 
inspection (by testing) and a high stand- 
ard of "housekeeping." Wax or dirt 
accumulation on the floor and on 
grounding devices can provide high 
resistance and cancel the effect of 
static conductive flooring. 


STATIC CONDUCTIVE FLOORING 
The committee on Hospital Oper- 
ating Rooms of the National Fire Pro- 
tection Association has given much 
consideration to the establishment of 
safe limits of resistance for a suitable 
static conductive floor. based on a 
method of test that attempts to sim- 
ulate the contact between a shoe and 
the floor. 
Common flooring materials do not 
usually provide sufficient conductivity 
under conditions of normal indoor use 
to ensure the dissipation of electrostat- 
ic charges. Terrazzo floors with metal 
gridwork may provide high conductivi- 
ty near the grid. leading to the pos,ib- 


ility of electric shock, but may provide 
little conductivity elsewhere. Many 
other flooring materials such as wood, 
linoleum and asphalt act as electrical 
insulators. The problem, therefore. is 
one of finding a suitable material for 
the floor or floor covering that will 
provide an electrical rath with a resist- 
ance that can be maimained within 
safe limits. 
Ideally, a static conductive floor for 
use in hospital operating rooms should 
consist of a chemically and physically 
homogeneous semi-conducting material 
that provides resistance within desired 
limits under all conditions of service. 
Flooring materials in common use are 
generally not sufficiently conductive. 
To make them so. it is necessary to 
mix a conductive ingredient into the 
non-conductive body of the tlooring 
material. Obviously, the particle size 
and grading of both ingredients should 
be as fine as possible and the disper- 
sion very uniform to achieve satisfac- 
tory results. It is also desirable that all 
the ingredients are free of water-soluble 
salts in order that their conductivity 
is a function of the proportions of the 
conductive to the non-conductive in- 
gredients only and is independent of 
such changing conditions of use a
 
moisture content and humidity. 
A number of flooring materials of 
the cementitious type owe their elec- 
trical conductivity. in part or in whole. 
to the presence of soluble salts. Oxy- 
chloride flooring is a good example. 
With these floors, the resistance is a 
function of the moisture content of the 
floor. This is governed by humidity in 
the air and water added during wash- 
ing. Since these factors are not nor- 
mally controllable in operating rooms. 
the resistance will fluctuate over wide 
limits. In fact. the lower limit of re- 
sistance can be met only under ideal 
conditions; if any watcr is spilled on 
such a floor. the resistance drops to a 
very low value. In addition. such 
floors tend to lose their conductivity 
with time because of the washing away 
of soluble salts from their surface. 
These are serious problems that make 
maintenance of resistance within spe- 
cified limits difficult. 
The durability of most static con- 
ductive flooring materials would be 
improved by the use of a preservative 
such as wax. Most waxes. however 
impair conductivity and cannot be 
safely used. AHhough the development 
of suitable sealers and waxes to pre- 
serve such floors without affectin,g their 
conductivity is under study. too little is 
yet known about them to permit any 

pecific recommendation. 
GROUNDING DEVICES 
The necessity of achieving electrical 
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intercoupling between all items and 
persons in the operating room has al- 
ready been discussed. Assuming that a 
satisfactory static conductive flooring 
has been installed, it remains to com- 
plete the circuit to personnel through 
static conducting footwear, and to 
equipment and furniture through 
grounding devices such as static con- 
ductive casters. metal leg tips or drag 
chains. 
Over the years a variety of 
tatic 
conductive footwear has been proposed 
and used. Shoes with static conductive 
soles are reliable but difficult to steri- 
lize. Devices acting as grounding con- 
tacts attached to shoes are easily dam- 
aged and often do not remain conduc- 
tive because of accumulation of dirt. It 
appears that the most satisfactory so- 
lution to the problem lies in the pro- 
vision of a static conductive bootie or 
slip-on. that makes static conductive 
contact with the ankle of the wearer 
through a static conductive plastic or 
rubber strap and through the sole of 
the bootie with the floor. These booties 
can be washed or sterilized and worn 
over regular shoes. Whatever type of 

tatic conductive foot wear is used. it 
"hould be tested each d3)' while worn 
to ensure electrical conductivity in the 
desired range. 
Devices used for grounding equip- 
ment and furniture to static conductive 
flooring. whether static conductive cas- 
ters. metal leg tips or drag chains. must 
he kept clean and must be checked to 
'-ec that they actually do complete the 


The problem of the unwed mother is one 
thdt the nurse as well as the doctor is fre- 
quently called upon to face. We have much 
to do, not with moral problems but with 
the ps)'chological effect of the circumstances 
upon the individual. Often. by being under- 
standing. we can help to pre
ent dire re- 
sults, such as suicide or criminal abortion: 
v. e can encourage the girl to believe that she 
ha
 not hopelessly destroyed her life, but 
that she may be brought safely through this 
pregnancy without undue publicity. and that 
her child can be well cared for even if she 
is unable to I..eep it. 
Many girls come to the doctor or nurse 
with the question "What can I do. now?" 
once the) have found out they are preg- 
nant. If marriage cannot be arranged. then 
the girl is often advised 10 continue to liv
 
with her parents. to stay with relatives or 
friends. or to seel.. admission to a home 
for unwed mothers where she can live until 
her time for delivery arrives. Once il has 
neen explained to her Ihat she will be 1001-.- 
ed after and she is made to see that she is 
not the first and only one who has made 
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electric circuit. This can be done only 
by regular inspection and testing. Such 
testing can readily be carried out by 
placing an electrode (type used for 
flooring test) on the metal part of fur- 
niture or equipment and another elec- 
trode on the static conductive flooring. 
In this way both the equipment and 
flooring may be checked in one oper- 
ation. In checking an anesthesia ma- 
chine one electrode may be placed on 
the face mask of the machine and the 
other on the floor. One ohm-meter 
should be used to test both flooring 
and footwear. Specifications for the 
electrodes and test meters are given in 
the various codes. 


SAFETY REQUIREMENTS 
IN NEW AND OLD HOSPITALS 
Where safety is involved there 
should not be two sets of standards. 
Those for new hospitals. v,.hich must 
now meet the safety requirements of 
codes with regald to electrical wiring 
and equipment, humidity control and 
electrostatic control. and those for old 
hospitals, which were built before such 
standards were defined. must somehow 
agree. Now that standards have been 
set down clearly in the form of regula- 
tions and codes it should be the re- 
s;:>onsibility of hospital administrative 
staffs as well as the various levels of 
g:JVernment to see that these standards 
are realized in all hospitals as soon as 
possible. 
Humidity control: The maintenance 
of high humidity in operating rooms 


The Unwed Mother 


this mistal..e. 
he will usually be dissuaded 
from doing anything desperate. In any case. 
the unmarried prospective mother should re- 
ceive good antenatal care - including an 
adequate diet. 
The nurse should remember that the 
patient suffering from her own mistal..es 
needs more sympathy and understanding 
than .myone ehe. None of these patients fit 
inlo a typical categor): each reacts differ- 
ently. Some are appdrently indifferent: others 
rather obviousl) are in a state of panic: 
still others exhibit a I-.ind of silent with- 
drawaL 
In caring for the unmarried mother. the 
nurse should do all in her pov.-er to help 
her face the realitv of the situation. A warm. 
wmpathetic nurse can allay the patient"s 
fears by iust maintaining an accepting at- 
titude. If the girl decides to I..eep her baby. 
the nurse can teach her how 10 care for it. 
Care of the unmarried mother presents to 
the nurse one of the greatest opportunities 
for the exercise of Christian charity. be- 
cause such care does much to restore the 
patient's self-confidence and to assure hel 


pre
ents design problems in the severe 
winter climate of Canada. Not onlv 
must the walls be insulated to preveñt 
condensation. but adequate vapor bar- 
riers must also be provided to prevent 
excess moisture from accumulating in 
the walls and causing frost damage. 
Windows present the greatest prob- 
lem from condensation. One solution 
eliminates them from operating rooms 
entirely. These problems can be solved 
during design and construction in ne\', 
hospitals. but in old hospitals the so- 
lution may require considerable adap- 
tation. 
Housekeeping and equipmelll main- 
tenance: In discussing the various 
means for eliminating ignition hazards. 
the importance of a high standard of 
housekeeping and maintenance cannot 
be over-emphasized. Such standard.'; 
can be maintained only through fre- 
quent inspection and testing according 
to a schedule. This should include 
checking all precautionary measures. 
and should be the responsibility of one 
person. with the administrative staff 
of hospitals in charge of organizing 
the necessary inspection and testing. 
Educlltion llnd training: It should be 
the responsibility of the administrative 
staff to organize a program of instruc- 
tion through posters. signs and lectures 
or demonstrations in the safe handling 
and use of anesthetic gases and oxy:' 
geL All efforts to design and construct 
safe equipment and facilities can be 
nullified by one careless or thoughtless 
act. 


that she has a place in societ). 
The handling of the problems of the 
unmarried mother often determines how 
successfully she Can return to a productive. 
satisfying life after her baby is born. Often 
the girl is very young and immature. She 
must face a very real problem. the attitude 
of the community in which she lives. The 
father of the unborn child is absent in the 
situation of the unmarried mother. thus 
denying her the emotional support and se- 
curity resulting from the husb.md-wife rela- 
tionship. The nurse must show confidence 
in the girl"s ability to thinl.. through the 
problem realistically and to carry out a 
plan for the future. 
Most unwed mothers mal..e arrangemenb 
for their child to be adopted. Sometimes 
the girl ma) 1001.. upon her baby as a cute. 
cuddley toy to tal..e home with her and not 
thinl.. of the responsibility or problems of 
redring a child. Since the child., welfare is 
decided by the mOlher. the nurse must try 
to help the mother mal..e the right choice 
for the child and herself. - J \M T Mc- 
1\:\1'. Holv Cro
s Hospital. Calgar). Alta. 
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CNA Sub-committee Holds First 
Meeting 
From the Sub-committee meeting 
of the CNA Executive Committee, held 
in Ottawa in September, came these 
items: 
Royal Commission on Health Ser- 
vices: 
It was agreed that there was a 
need for a well organized statement 
by the Canadian Nurses' Association 
on the recommendations of the Report 
of the Royal Commission on Health 
Services relating to nursing. The Sub- 
committees of the three National Com- 
mittees on Nursing Education, Nursing 
Service and Social and Economic Wel- 
fare, together with the chairmen of 
the Committee on Nursing Affairs and 
the Committee on Public Relations 
were called together in November to 
d
velop a plan of action for the bien- 
mum. 


Association By-Law Change: 
The Committee on Legislation and 
By-Laws has been requested to give 
consideration to presenting a change 
in By-Laws providing for the nomin- 
ation and election of the representa- 
tives from the Nursing Sisterhoods ac- 
cording to the various regions of the 
country. 
Special Studies: 
DR. KASPAR D. NAEGELE plans to 
have his report on nursing education 
in Canada completed for presentation 
to the Executive Committee in Febru- 
ary, 1965. Dr. Naegele's presentation 
to the 1964 biennial meeting was a 
summary of his conclusions up to that 
time. 
Miss LILLIAN CAMPION presented a 
progress report on the Project for the 
Evaluation of the Quality of Nursing 
Service. The surveys are completed 
and the Panel of Review, under the 
chairmanship of Miss TRENNA HUN- 
TER, met in Ottawa in October. Miss 
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Campion hopes to be able to announce 
the date the report will be completed 
to the Executive Committee in Febru- 
ary. 
Miss GLENNA ROWSELL will present 
her final report on the School Im- 
provement Program to the Executive 
Committee in February, 1965. 


Statistical Survey: 
It was agreed that since the statis- 
tical survey undertaken by Mr. BER- 
NARD BLISHEN is very lengthy and 
comprehensive and based on a 30 per 
cent response that an abstract of the 
survey will be prepared by Mr. Blishen 
for distribution and the full report 
will be available on loan from the 
CNA library. Mr. Blishen is now work- 
ing on the abstract and the report is in 
the hands of the translator. 


Canadian Nurses' Foundation: 
Following study of the financial 
statements of the Canadian Nurses' 
Foundation, concern was expressed 
for the future of this organization. The 
meeting commended the work done by 
the CNF provincial representatives but 
felt that the lack of support by the 
membership of the CNA was due to 
lack of knowledge. It was agreed that 
much more interpretation about the 
CNF and soliciting of financial sup- 
port could be done at the chapter 
and local levels. The CNA was re- 
quested to send a letter to the provin- 
cial boards, through their respective 
executive secretaries, explaining the 
financial conditions of the CNF; ex- 
pressing concern for the future of this 
organization; asking for suggestions 
for financing the Foundation and sol- 
iciting their support in doing so. 


CNA Statements on Nursing 
A collection of policy statements 
and views on nursing have been com- 
piled by the Canadian Nurses' Asso- 
ciation and is being published under 


the title, "On Record." It answers the 
kind of questions that any professional 
nurse is likely to be asked and should 
be able to answer. The document will 
be off the press by the end of January 
and will be available to every interest- 
ed nurse in Canada. 


Publications Recently Received in 
CN A Library 
Most of the material listed below 
is available on loan from the CNA 
library. Requests should be addressed 
to: 


The Librarian 
Canadian Nurses' Association 
74 Stanley Avenue 
Ottawa 2, Canada 
Applications for loans should give 
the month in which the publication 
was listed in The Canadian Nurse. 


1. Alberta Association of Registered 
NUrses. Standards of professional nursing 
practice. Edmonton, 1964. 46 p. 
2. American Nurses' Association. De- 
scription of exchange visitor programs for 
nursing administrators. New York, 1963. 
251 p. 
3. American Nurses' Association. Facts 
about nursing: a statistical summary, 1964 
ed. New York, 1964. 264 p. 
4. American Optometric Association. 
White House Conference report on the se- 
nior citizen and optometry. St. Louis, Mo., 
1960. 17 p. 
5. Bachand, Sister Madeleine. A study 
of the nurse auxiliary groups in the pro- 
vince of Quebec. Montreal, 1964. 101 p. 
6. Bradford, Marjorie. Study of the needs 
of older and chronically ill persons in the 
city of Ottawa. Ottawa. Council of The 
Corporation of the City of Ottawa, 1955. 
87 p. 
7. Brazilian Nurses' Association. Survey 
of needs and resources of nursing in Brazil. 
Rio de Janeiro, 1963. 286 p. 
8. Canada, Bureau of Statistics. Hospital 
statistics. 
a) v. ]. Hospital beds. Ottawa, Queen'
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Printer, 1963. 105 p. m.B.s. 83- 
210) 
b) v. 2. Hospital services. Ottawa, 
Queen's Printer, 1964. 117 p. (D.B.S. 
83-211) 
c) v. 7. Hospital indicators. Ottawa, 
Queen's Printer, 1964. 96 p. (D.B.S. 
83-216) 
9. Canada, Bureau of Statistics. Popula- 
tion estimates by marital status, age and 
sex for Canada and provinces, 1962. Ot- 
tawa, Queen's Printer, 1964. 5 p. 
10. Canada, Bureau of Statistics. Pro- 
vincial and regional life tables, 1950/52- 
1955 57. 45 p. m.B.s. 84-512) 
II. Canada, Bureau of Statistics. Statis- 
tics of home nursing services. Victorian 
Order of Nurses for Canada. Ottawa, 
Queen's Printer, 1962. 78 p. (D.B.S. 82- 
202) 
12. Canada, Ciril Sen'ice Commission. 
Specifications, Nurse. Ottawa 1961. 29 p. 
13. Callada, Dept. of Labor. Ecollomics 
and Research Branch. Monthly salary rates 
in hospitals. October 1962. Ottawa, Queen's 
Printer. 1964. 86 p. 
14. Canada, Dept. of Labor. Women's 
Bureau. Collective action by nurses to im- 
prove their salaries and worl--ing conditions. 
Ottawa. Queen's Printer, 1964. 12 p. 
15. Canadn, Dept. of 'Vational Health 
alld Welfare. Nursing Counsellor's manual. 
Ottawa, Queen's Printer, 1963. 1 v. 11 p. 
16. ClInada, Extemal Aid Office. Hand- 
book for scholars and fellows. Ottawa, 
Queen's Printer. 1964. 30 p. 
17. Callada. Royal Commission on Health 
.\erl"ice,r. Report, v. 1. Ottawa, Queen's 
Printer, 1964.914 p. 
I R. Canadian Medical A uociation. Jour- 
IIal. Special supplement to v. 19, no. I, 
19 September. Toromo, 19M. 48 p. (Report 
of Special Committees on Policy. to Adapt 
Ihe Australian Plan of Medical Services to 
Canadian conditions. and on prepaid medi- 
cal care.) 
19. Calladiall UIII", ersities F oUlldation. 
Graduate studies in the humanities and so- 
cial sciences, registered at Canadian univer- 
_i(ie
 1963-64 Ottawa, 1964. 1 v. 
20. ChicaRo. Presb\'terian-St. LuÁe's Ho.s- 
pital. Depl. of Patient Care Research Evalu- 
ation of an experimental nursing curriculum. 
Final report. Chicago. LL.T. Health Re- 
_earch Centre, 1964. 244 p. 
21. Gt. Brit. Cell/ral Office of Informa- 
tioll. Reference Division. Social service in 
Hritain. rev. 1963. I ondon, H.
f.S.O.. 1964. 
116 p. 
22. Harener, William H., William H. 
\atlllder.r lInd Betty S. BerRersen. Nursing 
care in eye, ear. nose and throat disorders 
S.!int Louis, Mo., C-Y. Mosby Co., 1964. 

60 p. 
23. "ltematiunal Lahor Office. Fffects 
of me. 'lanization and automation in offices. 
Gene\-", 1959. 121 p. 
24. I1I1emationai Lahor Office. General 
report to LL.O., Advisory Committee on 
<;alaried Employees and Professional Work- 


VOLUME 61. NUMBER 1 


ers. 5th Session, Cologne, 1959. Geneva, 
1959. 2 v. 
25. I1I1erllationai Labor Office. Prob- 
lems of women non-manual workers. Gen- 
eva, 1959. 83 p. 
26. KemPf, Florence C. and Ruth Hill 
Useem. Psychology: dynamics of behavior 
in nursing. Philadelphia, Saunders, 1964. 
220 p. 
27. Mainland, Donald. Elementary medi- 
cal statistics. 2nd ed. Philadelphia, Saunders 
1963. 381 p. 
28. Merton, Robert K. Issues in the 
growth of a profession. Presented at 41st 
Convention of the American Nurses' Asso- 
ciation, 1958. New York, 1958. 12 p. 
29. Midl1'ires' Semillar, Lagos, 3-7 Feb. 
1964. Report by Adetoun Bailey. Lagos, 

fidwives' Board for Nigeria, 1964. 321 p. 
30. ,Hullans, ,Hary Kelly. Self-appraisal 
guide for hospitals. Detroit and Tri-County 
League for Nursing and Greater Detroit 
Area Hospital Council, 1959. 29 p. 
31. National COUI/cil of Women Year- 
hook, 1964. Ottawa, 1964. 132 p. 
32. 01l1ario Callcer Treatment and Re- 
search Foundation. Report, 1962-63. Toron- 
to. 1964. 145 p. 
33. O\'erseas Institute of Canada. Direc- 
tory of Canadians with services overseas. 
Ottawa, 1964. 268 p. 
34. Parmenter, Morgan D. Success in the 
world of work. 1964-67 ed. Toronto, Guid- 
ance Centre, Ontario College of Education, 
1964. 64 p. 
35. Pelley, Thelma. Nursing; its history, 
trends. philosophy, ethics and ethos. New 
York. Saunders, 1964. 238 p. 
36. Peplau, Hildegarde. Basic principles 
of patient counseling. Extracts from two 
clinical nursing workshops in psychiatric 
hospitals. Philadelphia, Smith. Kline & 
French Laboratories, 1964. 73 p. 
37. Reiter, Frances. Quality of nursing 
care: a report of a field study to establish 
criteria. 1950-54. New York. Medical Col- 
lege, Graduate School of Nursing. 1963. 
138 p. 
38. Rockefeller Foundation. Report, 1963. 
New York, 1964.319 p. 
39. Roval College of Nursing and Na- 
tional Council of Nurses of the United 
KinKdum. A reform of nursing education: 
First report of a special committee. (Chair- 
man: Sir Harry Platt) London, 19M. 57 p. 
40. Royal College of Nursing. Student 
Nurses' Association Yearbook. London, 
1964. 20 p 
41. Rowe, Harold R. and Hessel H. Flit- 
ter. Study on cost of nursing education. PI. 
I. Cost of basic diploma programs. New 
York. National League for Nursing. 1964. 
101 p. 
42. !oJasl..atchewan. Aged and Long Term 
Ililless Surrey Committee. Report and re- 
commendations. Regina. Queen's Printer, 
1963. 326 p. Survey of aged persons in 
institutions. Regina, Queen's Printer, 1961. 
71 p. Information and opinion of senior 
citizens. Regina. Queen's Printer, 1962. III 


p. Survey of employers. Regina, Queen's 
Printer, 1962. 32 p. 
43. U.S. Dept. of Health, Education and 
Itelfare. Class specifications for nursing 
positions; a guide for state and local pub- 
lic health agencies. Washington, U.S. Govt. 
Print. Off. 1964. 18 p. 
44. U.S. Dept. of Health, Education 
and Welfare. Nursing education facilities 
programming considerations and architec- 
tural guide. Report of the Joint Committee 
on Educational Facilities for Nursing of the 
National League for Nursing and the Public 
Health Service. Washington, 1964. 88 p. 


RN AO Plans for Bargaining 
The Registered Nurses' Association 
of Ontario, as authorized by its 1964 
annual meeting last May, is actively 
w
r
ing on its plans for collective bar- 
gammg. 
The preparation of a brief to be 
presented to the Government of On- 
tario to support legislation for col- 
lective bargaining is in the hands of 
the RNAO's Committee on Legislation 
and By-Laws. RNAO president, Mrs. 
MARGARET PAGE, Port Arthur, reports 
that a working party appointed to un- 
dertake this important assignment and 
under the convenership of Miss E. 
MARIE SEWELL of Toronto, has met. 
(Toronto Telegram, October 27) 
Nursing School Talks Started 
Negotiations are underway between 
the provincial government and the 
Lion's Gate Hospital for a nurses' 
training school for North Vancouver. 
Hospital administrator J. E. BRAGG 
said the school ",ould be set up with 
a short curriculum. The Hall Royal 
Commission Report on Health Services 
recommended a two-year program in- 
stead of the present three year nurses' 
training period. 
HEAL TH MINISTER MARTIN has said 
there is a shortage of teaching facilities 
in the province and a new nursing 
school would help solve the problem. 
(Vallcouver Prm'''"ce, October 13) 


Nurses' Salaries "Miserably Low" 
Criticism of the "miserably low sal- 
aries" paid to nurses was voiced at a 
meeting of the board of management 
of the Halifax County Hospital last 
week. Members felt that the "pittance" 
given to nurses-in-training and the in- 
adequate salaries paid to graduates 
were kecping many young women out 
of the profession, and forcing some 
experienced nurses to leave the pro- 
vince. It was decided that hospital su- 
perintendent E. J. DAVIES would ar- 
range a meeting \\ ith officials of the 
provincial Registered Nurses' Asso- 
ciation to get the full picture of salaries 
being paid to nurses in Nova Scotia. 
('Ol'.....('11 lOR PERCY Bo\KER said he 
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knew of young women who wanted 
to make nursing a career but whose 
responsibilities didn't allow them to 
train for three years, receiving a pit- 
tance of $10 a month or less. He said 
some girls with Grade XII education 
"ended up working as waitresses in 
restaurants because they could not af- 
ford to take nurse's training." (Halifax 
Chronicle-Herald, October 12) 


No Shortage 01 Girls lor Nursing 
Although there is a shortage of 
nurses in Newfoundland there is no 
shortage of young women seeking to 
enter the profession. A survey of the 
three 51. John's schools of nursing 
shows each has a heavy waiting list. 
The General Hospital, largest of the 
three accepted 107 students, four of 
whom were men; 51. Gare's Mercy 
Hospital accepted 56 out of 227 ap- 
plicants and the Grace Hospital ac- 
cepted 31 students. The Grace has a 
waiting list of 150. Combined, the 
three schools of nursing have 623 
nurses in training. This figure includes 
first, second and third year students. 


Marjorie A. Rutherford retired in October, 
1964, after 31 years in public health nurs- 
ing. A native of Mount Forest, Ontario, and 
a yaduate of the Victoria Hospital, London, 
Miss Rutherford studied public health nurs- 
ing at the University of Western Ontario in 
1932-33. She was then appointed to the 
staff of the Ontario Department of Health, 
serving with the United Counties of Eastern 
Ontario where the first demonstration 
health unit was organized. Eight years later, 
leave of absence was granted her to join 
the Armed Forces. She spent five years in 
England, Italy, and Belgium with No. 2 
and No. 5 Canadian General Hospitals 
with the rank of Major (P/Matron). 
On her return to Ontario, Miss Ruther- 
ford was loaned as supervisor to the newly- 
formed Elgin-St. Thomas Health Unit. In 
1947, she obtained her certificate in ad- 
ministration and supervision at the Univer- 
sity of Toronto. Folowing this, she served 
as regional supervisor with the public 
health nursing branch in south-western On- 
tario. In 1958, she was appointed assistant 
to the director in central office. 
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If clinical facilities were available in 
this province, officials estimate that 
at least 300 more student nurses could 
be recruited. Although two more 
schools of nursing are in the plan- 
ning stages, one at Grand Falls and 
one at Corner Brook, there still will 
not be enough facilities to take care 
of all the applicants. (Newfoundland 
Herald, October 18) 


American Nurse to Develop New 
Program in Nigeria 
Mrs. ANNA T. HOWARD of Boston 
has been appointed by the World 
Health Organization to head an inter- 
national team of five nurses to develop 
the first university degree program for 
graduate nurses on the African con- 
tinent. The project is currently under- 
wa
 at the University of Ibadan in Ni- 
gena. 
Supported jointly by the World 
Health Organization and the United 
Nations Children's Fund, a department 
of nursing of the faculty of medicine 
will be established offering a course 
of three academic years for graduate 
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At the annual meeting of the Ontario 
Public Health Association last October, Miss 
Rutherford was granted honorary member- 
ship for her leadership abilities and contribu- 
tion to public health. 
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MADGE McKILLOP 


nurses leading to a bachelor of science 
degree in nursing. Long range plans 
include a preservice baccalaureate de- 
gree program and a graduate program. 
To head this program, Mrs. Howard 
has taken leave-of-absence from Bos- 
ton University, where she is associate 
professor of nursing. 
Nursing Education Strengthened In 
Costa Rico 
A move to incorporate Costa Rica's 
only school of nursing as part of the 
University of Costa Rica has been an- 
nounced by the Pan American Sanitary 
Bureau, regional office of the World 
Health Organization. The Bureau sign- 
ed an agreement to provide an expert 
in nursing education to work with Cos- 
ta Rican health officials in bringing 
about the change, which will probably 
take place before the end of 1965. 
Students will be offered advanced nurs- 
ing courses, in addition to those in 
midwifery, to strengthen nursing edu- 
cation in the country. The school and 
the university are both located in San 
Jose, the Costa Rican capita1. 


Madge McKillop, a graduate of Moose 
Jaw General Hospital and the School for 
Graduate Nurses, McGill University, has 
been appointed assistant director of nursing 
at the University Hospital. Saskatoon, Sas- 
katchewan. 
Miss McKillop's professional experience 
includes private and general duty nursing and 
a variety of other positions. From 1941 to 
1945, she served with the Canadian Armed 
Forces in England, North Africa and Wes- 
tern Europe. Following graduation from 
McGill University, she was appointed clini- 
cal instructor at the Royal Edward Lauren- 
tian Hospital. in Montreal, and, later, as- 
sociate director of nursing. Since 1954, she 
has been director of nursing there. Jn addi- 
tion, Miss McKillop has been active in the 
ANPQ, serving as chairman of the Quebec 
Nursing Service Committee. and as a mem- 
ber of the Quebec Curriculum Committee 
and the Committee on Labour Relations. She 
has also found time to act as chairman of 
the Nursing section, Canadian TuberculosIs 
Association and as a member of the Cana- 
dian Save the Children Fund. 
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DOROTHY SHARP 


Dorothy M. Sharp has been appointed 
district director, Victorian Order of Nurses, 
Saint John. New Brunswick. branch. 
Miss Sharp graduated from the Grey 
Nun.s Hospital, Regina, Sask., in 1954. 
In 1962, she obtained a diploma in public 
health nursing at McGill University, Mont- 
real, and in 1963. completed her bachelor 
of nursing degree at the same university. 
\.fiss Sharp's experience includes general 
duty nursing in Saskatchewan. British Co- 
lumbia and Quebec; senior nurse at a pe- 
diatric clinic in New York City; and senior 
nurse with the V.O.N_ 


The Charlotte County Hospital, S1. Ste- 
phen. New Brunswick. has appointed 
Elizabeth I. Rumsey, a graduate of The 
I\fontreal General Hospital, as director of 
nursing. 
Miss Rumsey received her diploma in 
teaching and supervision from McGill Uni- 
versity in 1957, and her bachelor of nurs- 
ing degree from the same university in 
1958. She has had experience as both 
head nurse and supervisor at The Montreal 
General Hospital. 
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Lillian G. Hiltz has been appointed direc- 
tor of Outpost Hospital and Nursing Ser- 
vice for the British Columbia Division, 
Canadian Red Cross Society. Miss Hiltz is 
a graduate of the Vancouver General Hos- 
pital school of nursing and has worked there 
as a general duty nurse, assistant head nurse 
and head nurse. 
There are eight Red Cross Outpost Hos- 
pitals in B.C., which give emergency ser- 
vices only. Registered nurses provide this 
care until the patient can be sent to the 
nearest general hospital. Nurses travel over 
rugged country to visit patients and use all 
types of transporation from dogsled to 
planes. One of Miss Hiltz's first duties will 
be to visit all of the outpost hospitals in her 
Division. 
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LILLIAN HILTZ 


M. Laurie McColl, a graduate of McGill 
University, Montreal. has been appointed 
associate director of nursing at the Ortho- 
paedic Hospital. Los Angeles. California. 
^ native of Canada. Miss McColl has 
served as supervisor, Saskatchewan De- 
partment of Public Health: program super- 
visor. Saskatchewan Council of Crippled 
Children and Adults; and as nursing secre- 
t,lry with the Canadian Nurses' Association. 


Vera Ostapovitch, a graduate of Saska- 
toon City Hospital, has been appointed nurs- 
ing service adviser. Saskatchewan Regis- 
tered Nurses' Association. 
\fiss Ostapovitch holds a diploma in 
teaching and supervision. from the Univer- 
sity of Saskatchewan. and a bachelor's and 
master's degree in nursing administration 
from the University of Minnesota. Her 
professional experience includes general staff 
nursing. supervision and administralion at 


(West's Studio, Regina) 


VERA OSTAPOVITCH 


the Y orkton General Hospital, Saskatche- 
wan; supervision at the University Hospital, 
Saskatoon; and administration at the Win- 
nipeg General Hospital. 


Marion Werry has been appointed re- 
gional director, Victorian Order of Nurses, 
in the province of New Brunswick. A grad- 
uate of the Brantford General Hospital 
school of nursing. Miss Werry obtained a 
certificate in public health nursing from 
the University of Toronto in 1945 and a 
certificate in public health administration 
and supervision at the same University in 
1955. In 1964, she graduated with a bach- 
elor of science in nursing degree from the 
University of Western Ontario. 
The new regional director has had con- 
siderable experience with the V.O.N. in 
many parts of Canada. She has served as 
staff nurse with the Belleville branch; nurse- 
in-charge in both Chatham, New Brunswick, 
and Chatham. Ontario; regional director in 
south-western Ontario; acting district direc- 
tor, Winnipeg Branch; and acting district di- 
rector, Windsor, Ontario. Miss Werry com- 
menced her present responsibilities in Sep- 
tember, 1964. 
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'\ 


MARIAN WERRY 


JANUARY 1965 


49 



A GOOD INVESTMENT 
Removal of a brain tumor calls for a 
surgeon. with two assistants, a scrub nurse, 
two circulating nurses, an anesthetist and 
an assistant. The patient's prognosis is about 
18 months and the hospital investment is 
tremendous. The birth of a new baby at 
4:00 A.M. more often is attended by one 
physician, no scrub nurse. one circulating 
nurse and inadequate or haphazard anes- 
thetic coverage. The combined prognosis of 
the two patients is over 100 years, but the 
hospital investment is minimal. Reducing 
the fetal hazard inherent in the process of 
birth is not a one-person job, but calls for 
an adequately staffed hospital with appro- 
priate supporting services available. It would 
be a mistake to believe that this protection 
is currently being provided. - Barnes, A. 
Worldwide Abstr. Gen. Med.. 6:8, Nov.-Dec., 
1963, as cited in CM.A.!., 91:442, Aug. 
1964. 


ATTITUDES TOWARD THE 
UNWED MOTHER 
Certain professional and community at- 
titudes add significantly to the problems 
of the unmarried mother. Within the social 
work field. there is a general tendency to 
diagnose in advance, that all unmarried 
mothers are neurotic, acting out in sexual 
behavior unconscious and unresolved con- 
flicts with their parents . . . This kind of 
stereotyped thinking not only is unscientific, 
but has led to popular articles by the 
Score, which . . . blame faulty family rela- 
tionships for the predicament . . . . If [this] 
image is not corrected. the young unmarried 
pregnanl woman with considerable emo- 
tional health and ego strength, because of 
her unwilligness to be identified with the 
present stereotype, will refuse to use so- 
cial agency services. . . . 
It is probably true that each of us. 
whether nurse. physician or social worker, 
may bring to the problem of the unmar- 
ried mother a series of complexities of feel- 
ings. emanating from our own psychological, 
social. cultural and even psycho-sexual 
experiences in growing up. .. There is 
a tendency to over-identifv with the 
client or patient. and to become so subjec- 
tive that the much-needed help i
 not forth- 
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coming The average }oung, unmar- 
ried mother engages in a grave struggle 
whether to give the baby up or to keep 
him. She is vastly helped if those profes- 
sional persons with whom she has been in 
contact, understand these psychological 
changes in her attitudes. - Montgomery, 
Helen. Excerpts from address "Professional 
and Community Attitudes which Add to the 
Problems of Unmarried Mothers," presented 
at a Conference on OB-G Nursing in New 
York City sponsored bv the American Col- 
lege of Obstetricians and Gynecologists. 


AN EXPERT SAYS . . . 
Head nurses will not be carrying out 
their proper function until the are pro- 
hibited from acting as nurses - just as 
union foremen are prevented from doing 
manual labor - and begin devoting their 
time to coaching their staff, evaluating work, 
and dealing face to face with medical per- 
sonnel, according to a senior U.S. manage- 
ment consultant. 
Speaking at the recent American Hospi- 
tal Association's mid-summer conference in 
Chicago. Joseph R. Ryan, senior member 
of A. T Kearney, management consultants, 
offered statistical proof that the head nurse 
is too busy to be a manager; that she works 
below her level of competency; and that she 
interferes with the work of her subordinates. 
He suggested that hospitals re-assess head 
nurse requirements. - Canadian Hospital, 
41:27. Sept. 1964. 


DR. A. HIGBEE 
Life may begin at 40 for some people, 
but for Dr. Annie Higbee. al 100 one of 
Canada's olde
t physicians, life begins when 
"you can work at what you like." Dr. Hig- 
bee now lives in retirement in Milton. On- 
tario. where nur
es say she reads several 
books each week and currently is "brushing 
up on her high school French." 
Born at Port Hope. Ont., Annie Car- 
veth attended Toronto General Hospital 
School of Nursing and now is the school's 
oldest surviving graduate. After receiving a 
medical degree in 1893. the then Dr. Car- 
veth went to California where she met 
Charles Higbee. a high school principal. 
Thev were married and in 1912 went to a 


. 


. 


640-acre '\Iberta homestead, where Dr 
Higbee continued practising medicine. Sev- 
en years later. they moved to foronto. 
where Dr. Higbee worked 10 years at The 
Toronto Western Hospital. which her bro- 
ther - Dr. George Carveth - helped 
to establi
h. 
After practising another decade at Ne\\- 
castle, Ont., Dr. Higbee retired. Tn 1960. 
she was given the Ca
adian Medical As- 
sociation's highest honor - a senior mem- 
bership. 
Dr. Higbee learned to drive a car at 
the age of 70; went by bus to California at 
80; and until she wa
 
8. regularl} tra- 
velled by bus alone from her son.s home in 
Burlington, Onl., to shop in Toronto.-The 
Ottawa JOllmal, Nov. 2, 1964. 


TWO CAREERS 
Excerpts from letter written by Dr. Hilde- 
gard Peplall. R.N., \I ell-Ãnown nllrse edll- 
cator, Pllblished in the American JOllmal of 
Nllrsing, September, 1964. 
I do wish the JOllmal would give serious 
thought to an entire issue on women . 
Registered nurses [seem] largely unaware of 
the extent to which the social image of wo- 
men governs their behavior unwittingly - 
and keeps the profession from moving 
ahead. Most of the lay journals are doing 
many articles on women. Many of the col- 
leges are offering programs to rescue the 
female brains of the country vis-à-vis the 
housewife-who-could-also-be scientist. It 
seems to me that nursing is one profession 
that should prepare women for service in 
the dual roles of housewife (mother) and 
professional worker. The nurse scientists are 
going to be few and far between if the cur- 
rent and future collegiate students are not 
aided to recognize and to become comfort- 
able with their native capacities, if they are 
unwilling to develop and use them full}. 
and get themselves above and beyond the 
current image of women. There is no doubt 
that nursing is anti-intellectual and mean- 
while, there is an explosion of knowledge. 
Unle,s we begin more vigorously than at 
present. we will indeed never gear the pro- 
fession to keeping in touch with scientific 
advance, in the many even closely re- 
lated sciences. 


THE CANADIAN NURSE 
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Outline of Pharmacology and Therapeutics 
by Sister M. Mariel, C.S.A. 297 pages. 
Charles C. Thomas, Publisher, Spring- 
field, 111. 1963. 
Reviewed by Miss Jean Pipher, Clinical 
Coordinator, The Montreal General Hos- 
pital, School of Nursing, Montreal. 
This book was designed as a teaching 
tool for medical and nursing students. The 
outline method of approach is advantageous 
to those members of the medical team 
who have a sound background in pharma- 
cology and therapeutics. Under such cir- 
cumstances the book is a guide to better 
understanding and provides a concise and 
accurate reference to modern drug therapy. 
The author meant the book as a com- 
plement to a pharmacology textbook and 
has used abbreviations freely and provided 
adult dosages only. The abbreviations limit 
the use of the book somewhat; the theory 
that knowledge of "range of dosage is 
gained in clinical experience" has merit. 
The table of contents is more detailed 
than in many textbooks. including such 
,ubheadings as osmotic diuretics; plasma 
\olume expanders; drugs that inhibit tubular 
reabsorption of uric acid: ion-exchange 
resins, etc. 
Each chapter is summarized b} an out- 
line of the drugs presented. This provides 
another quick reference to a particular 
s\stem. disease or condition. It further 
pinpoints a drug in relation to other drugs 
with which one is familiar. 
This book would be of assislance to 
nursing instructors and doctors as a refer- 
ence. Il demonstrates "the use that drugs 
fulfil and the advance in medicine that 
they represent." 


Practical Approach to Microbiology for 
Nurses by Uda S. White, B.S., R.N. and 
Sr. Sigrid L. Nelson, M.S., M.T.. R.N 
160 pages. F. A. Davis Co.. Phila. Ed. 2. 
1964. 
The aim of these laboratory exercises is 
to give the student an understanding of the 
effects produced by microorganisms in the 
environment. and to develop insight regard- 
ing their control. 
This is a practical rather than a classical 
approach. The exercises lend themselves to 
varied types of assignment - individual or 
group - and to comparative studies of 
control methods or of different organisms. 


Medical-Surgical Workbook for Practical 
Nurses by Marilyn G. Freedman M.A., 
R.N and Justine Hannan, M.A., R.N 
154 pages. F. A. Davis Company, Phila. 
Ed. 2. 
In this second edition. new pictures have 
been added as well as more material con- 
cerning drug therapy. Each chapter is con- 
cluded with a list of pertinent article'. At 
the end of the WorJ..booJ.. j, a Ii" of text- 
book references. 
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Basic Human Biochemistry by Armand J. 
Courchaine, 483 pages. G. P. Putnam's 
Sons, New York. 1963 
The author's objective was to produce a 
book whose contents could be "understood 
by studenls who have had limited pre- 
paration in the science of chemistry without 
oversimplification of the subject matter." 
The book is written primarily as a reference 
for students contemplating a career related 
to health and disease 
Charts and diagrams are used extensively. 
The material is well organized and present- 
ed in clear. logical sequence. A "Questions 
for Stud}" section. found at the end of 
each chapler. would be a helpful tool in 
testing the student's assimilation of material 
studied. 
Where possible, the author has included 
information concerning pathologic as well 
as normal states. For example. when dis- 
cussing the pancreatic hormones he has in- 
cluded a section that describes the bio- 
chemical effects of diabetes mellitus. In this 
instance, he also discus'e' the various types 
of hypogh cemic agent' available for treat- 
ing the disease. 
This hoo\.. would he extremelv useful 
in a school of nursing librarv. 


Patient Care and Special Procedures in 
X-ray Technology by Carol H. \ ennes. 
R.N.. B.S. and John C. Watson" R.T. 
228 pages. The C. V. Mosby Company, 
St. Louis. Ed. 2. 1964. 
This textbook is directed to the individual 
who is training to be an x-ray technician. It 
defines the technician's role in the medical 
team caring for the patient; it supplies 
specific information on patient care in man} 
diverse situations; it offers practical tech- 
nical help for carrying out man} special 
x-ray procedures. 
Chapters such as "Radiography and 
FluoroscoP} - Its Hazards and Special 
Procedures." "Neuroradiography" and "Vas- 
cular Radiography and Fluoroscopy" should 
prove helpful to the nurse in her own 
understanding of x-rav technology. it, pur- 
pose and methods. 
.'\. COP}' of this book should be on hand 
in each department of radiology. It would 
be a valuable asset in a school of nursing 
library. 


Aids to Pre- and Postoperative Nursing 
by N. L. Wulfsohn, M.B., B.Ch., D.A.F. 
F.A. 261 pages. Baillière. Tíndall and 
Cox, London. Ed. 2. 1963. 
The author has intended this pocketbooJ.. 
mainly for the student nurse. II contains 
principles of care and explains the com- 
moner problems that the nurse is most 
likely to meel The hoo\.. is well-illustrated 
IhroughoUl 


The Diabetic ABC by R. D. Lawrence, M.A.. 
\i.D., F.R.C.P. 91 pages. H. K. Lewis & 
Co. Ltd.. London Ed. 13. 1964. 
This revised edition of Dr. Lawrence's 
handboo\.. contains an index and a com- 
plete rearrangement of material. II should 
be a helpful booJ.. for new diabetic,. 
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POSEY "V" RESTRAINT 


A good all-purpose restraint to prevent 
patients from falling or getting out of bed. 
Particularly good for use on females QS it 
does not irritate busts. Available in Small. 
Medium and Lorge sizes. Posey "V" Re- 
straint Cat. No. V.958. Price 56.90. (Extro 
heQ.lW'y construction, w riveted joints and 
key. lock buckles Ca.. No. VK-958 519.20 
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POSEY TIDY GOWN 


A long-sleeved gown made of heavy can 
ton flannel. Loops at the ends of the sleeves 
permit attachment to side rail of the bed 
spring_ This prevents patient from scratching 
or removing diaper, catheter, etc., yet allows 
comfort and freedom of movement. During 
eating, sleeves may be rolled up '0 allow 
for use fo hands. A sling attached '0 front 
sec.ion of garment may be used to support 
patient's arms when .hey are folded across 
.he front, with straps attached to loop, In 
each sleeve '0 prevent use of orms_ Gown - 
of short-length. waist design for use on in 
continent patients Available ." closed t)r 
open-back models Small. medium, large or 
extra-large sizes 
POley Tidy Gown, Cat. No P.1S5 51950 


SEND YOUR ORDER TODAY 


And Write for Free IlIus.rated Po
ey Ca.alo9 


J. T. POSEY COMPANY 


39 S SANTA ANITA AVE., Dept CNJ 
PASADENA CALIFORNIA 
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Located on the 
Unioenity cam. 
pU3. Cultural, 
educationul, rec. 
reational facili- 
ties. Metropolitan 
living in "City of 
Lakes". 


... 
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UNIVERSITY OF 
MINNESOTA 
MEDICAL CENTER 
. a friendly place to work 
. challenging opportunities for nurses 
. excellent patient-care facilities 
. wide variety of clinical services 
. nurses' residence available 
STARTING SALARY: RN $416.00 PER MONTI- 
lPN $304.00 PER MONTH 
FOR DETAILS WRITE: 
DIRECTOR OF NURSING SERVICES 
8-385-1 Mayo 8ldg. 
UNIVERSITY OF MINNESOTA 
HOSPITALS 
MinneapOlis 14, Minnesota, U.S.A. 


Virginia Keating 
first practised anesthesia as a pub- 
lic health nurse. She's been on 
Roosevelt's staff for six years. 
1--------- 
Miss Betty Jane Smith, C.R.N.A. C:;-I 
I Course Director. School for Nurse Anesthetists I 
The Roosevelt Hospital 
428 West S9th St., New York 19, N.Y 
I Please tell me about two-year course of study I 
and role of nurse-anesthetist at Roosevelt. 
I I 
Name 
I I 
------
 


Add ress 
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American Drug Index 1964 by C. O. Wil- 
son, Ph.D. and T.E. Jones, Ph.D. 772 
pages. J. B. Lippincott Co., Montreal 
1964. 
This Index has been prepared for the 
identification and correlation of the many 
pharmaceuticals available to the medical 
<lnd allied professions. 
The organization is fundamentally al- 
phabetical with extensive cross-indexing. 
Data included are generic and chemical 
names; manufacturer. pharmaceutical forms. 
,ize. dosage and use. 
This is an excellent book for quick refer- 
ence use. 
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Handbook for Nursing Aides published by 
The Hospitals and Charities Commission 
for Nursing Aide Training Schools in 
Victoria, Australia. 333 pages. City Serv- 
ice Press, 103 - 5 Longsdale St., Mel- 
bourne, Victoria, Australia. Ed. 2. 1963. 
This text covers the curriculum required 
by the Victorian Nursing Council. It 
provides instruction for basic bedside 
nursing care. 


Going into Nursing by D. Hubert Thomas. 
M.A.. Ph.D. 52 pages. The Epworth 
Press, London. 1964. 
This small pocketbook attempts to give 
a candid picture of nursing to those who 
are considering nursing as a career. The 
author believes that only the Christian 
faith will provide both the idealism and the 
practical virtues which are indispensable 
to the true nurse. 


On Becoming an Educated Person by Vir- 
ginia Voeks, Ph.D. 206 pages. W. B. 
Saunders Co., Phila. Ed. 2. 1964 
This paperback book is directed to 
students at the university and college levels. 
(t should also be helpful to nursing students. 
[opics such as "Choosing a Place to Study," 
"The Use of Books for Becoming Educat- 
ed." and "Taking Examinations with Skill 
and Freedom from Terror," make interest- 
ing and profitable reading for any student. 
This second edition includes sections con- 
cerning creativity, educational television and 
teaching machines. Material has been revis- 
ed throughout. 


Handbook of Dietetics for Nurses by Cathe- 
rine F. Harris, S.R.N., Dipl. Diet., R.C.N. 
:!32 pages. Baillière, Tindall and Cox, 
London. Ed. 2. 1963. 
The object of this book is "to point out 
the essential link between good health and 
correct feeding. and to emphasize the im- 
portance of this link not only in the main- 
tenance of good health, but in the treat- 
ment of certain diseases." 
The first section deals with normal nutri- 
tion. digestion. absorption and metabolism 
of food, infant feeding, food hygiene, etc.; 
the second section is devoted to diet therapy 
in specific diseases. 


The Long White Line by Herman Kogan. 
309 pages. Random House, New York. 
1963. 
This is an informal narrative about the 
Abbott Laboratories. Its purpose is to con- 
vey to the general reader an interesting 
account of important achievement by relat- 
ing the events that have shaped Abbott 
Laboratories' first 75 years. 


Midwifery for Nul'S" by Elliot E. Philipp 
F.R.C.S. and Eva Crisp S.R.N.. S.C.M. 
115 pages. H. K. Lewis & Co.. Ltd., 
London. Ed. 2. 1964. 
This book is designed as an introduction 
to the three-month preliminary midwifery 
training course offered by training schools 
in Great Britain. It is planned to instruct 
according to the syllabus approved by the 
General Nursing Council and the Central 
Midwive
' Board. 


Laboratory Manual and Workbook for In- 
tegrated Basic Science by Stewart M. 
Brooks. 331 pages. The C. V. Mosby 
Company, Saint Louis, 1964. 
This well-illustrated manual and work- 
book includes the essence of chemistry. 
microbiology, and human biology as an in- 
terrelated and integrated body of knowl- 
edge. It also includes I3 selected exercises in 
basic physics and several experiments deal- 
ing with the action of drugs. 


Nursing Studies Index, Vol. IV (1957- 
1959) prepared by Yale University 
School of Nursing Index Staff, under 
the direction of Virginia Henderson, R.N.. 
M.A. 281 pages. J. B. Lippincott Com- 
pany, Montreal. 1963. 
This is to be an annotated guide to 
reported studies, research in progress, re- 
search methods and historical materials in 
periodicals, books and pamphlets published 
in English from 1900 through 1959. It is 
intended to serve the interests of all ele- 
ments of the nursing occupation and persons 
outside the occupation seeking information 
on nursing or nurses. It is a must for all 
school of nursing libraries. Volumes III. II 
and T are to be published at a later date. 


Laboratory Manual and Workbook in Micro- 
biology by L. Sommermeyer, R.N., B.S., 
Ed. M. 171 pages. W. B. Saunders Co., 
Phila. Ed. 3. 1964. 
This manual was written to accompany 
the 11th edition of Microbiology for Nurses 
by Frobisher. Sommermeyer and Blaustein. 
The author points out that its effectiveness 
is not. however, limited to users of any 
specific text. The organization of the 
manual proceeds from introductory material 
on the microscope. morphology and staining 
of microorganisms to disinfection and 
sterilization, sanitation, immunity and patho- 
genic microorganisms. 


Cooking for Special Diets by Bee Nilson. 
446 pages. Penguin Books, Distributed by 
Longmans Canada Ltd., Paperback Divi- 
sion, 55 Barber Greene Rd., Don Mills. 
Ontario. 1964. 
The purpose of this pocketbook is to 
help persons who are preparing special 
diets for patients in the home. The author 
believes that it is often difficult for the 
home cook to translate the doctor's instruc- 
tions into acceptable and varied meals. This 
is a book to help cope with such a situation. 
Each chapter carries a brief description of 
the diseases being discussed and indicates 
why special diets are a necessary part of 
the treatment. 
A meal-pattern. based on the good. 
normal diet of average eating hahits in 
Great Britain is included. 


[he human species, according to the 
best theory I can form of it. is composed 
of two distinct races. the men who borrow 
and the men who lend. 


- Charle\ Lamh 
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/fal1lom CommøNS 


Lctten In the Fdilor are lIelcome. Ollly 
SIGNED letters will be c01/sidered for 
puNicalioll. Name will be withheld from 
Ihe publi.
"ed letter at the writer's request. 
Dear Editor: 
Increasing research has been done in the 
field of nursing education during the last 
decade. 1\1r. Justice Emmett Hall, Myrtle 
Bro\\n. and Helen Mussallem. to mention 
but a few. have all focused attention on the 
complexit\ of modern nursing education 
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and have proposed ch,mges. Consideration 
is being given to the pressing need for the 
upgrading of the standards of education 
throughout the profession. Many of our top 
educators are striving toward this goal. 
Numerous hurdles must be overcome if 
this is to be accomplished smoothly and ef- 
ficiently: 
The shortage of qualified personnel to 
teach at university, collegiate, and diplo- 
ma school levels; 
the financial fiasco where education is 
under the apprenticeship system and is 
financed through hospital budgets and 
few bursaries are available at this time; 


begins with 
weig ht watch i ng' 
Weight control and general well.being 
depend on avoiding extra calories. 
Using Sucaryl means you can keep 
an attractive silhouette, maintain your 
ideal weight-yet go right on enjoying 
fully sweetened, natural-tasting foods 
and beverages. 


Sucaryl Sweetens 
Without Calories! 


Sucaryl contains no calories at all. 
Whether you are just watching your 
weight, or are on a prescribed low- 
sugar diet, you can use Sucaryl in 
tablet, liquid or granulated form in 
cooking, freezing or canning, as well 
as in coffee and tea. It is not affected 
by heat or cold, has no bitter taste or 
after-taste. 


Look for Sucaryl at your 
drug store-and ask 
for your free copy of 
the 32-page colour 
booklet, "Calorie- 
Saving Recipes with 
Sucary'''. 
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curricula as varied as the colors In d 
prism with two year programs, two 
years plus one programs. three year 
programs. four year basic baccalaureate 
programs, five, six and seven year pro- 
grams leading to multiple degrees. 
It is concerning curricula that I wish to 
direct attention. If we wait until our insti- 
tutes of higher learning have prepared a 
sufficient number of teachers to adequately 
staff schools of nursing at every level, then 
I am afraid that we are doomed to early 
failure in our quest to attain professional 
status. 
It is well-known fact that schools of 
nursing are not able presently to recruit 
qualified staff in sufficient numbers, there- 
fore, I would like to suggest an interim sub- 
stitute. based on personal experience with 
taped lectures. 
It occurred to me - why could not the 
Canadian Nurses' Association library con. 
tain a section of laped lectl/res prepared bv 
broadly experienced nurse educators dealing 
with many facets of core curricula content? 
A committee of consultants could decide 
on suitable topics for taping. select teachers 
to prepare the tapes. select schools of nurs- 
ing for experimentation. evaluate this media 
as a teaching aid, and organize a lending 
library. 
Advantages would be: 
Continuity in teaching, specialists pre- 
paring tapes, basic nursing education top- 
ics available to all schools, regardless of 
size and location, opportunity for the 
home teacher to review tapes prior to 
presentation, tapes could be played back 
as often as desired. time saved in prepar- 
ing lectures. 
Disadvantages would be: 
Student attention may not be main- 
tained, inconvenience of having to indent 
for the tapes. tapes may not be available 
when required. initial expense of tape 
recorders for the nursing schools. 
If such a media proved to be advantage- 
ous, it could be implemented in schools of 
nursing from coast to coast. resulting in a 
more uniform basic nursing educational 
program and raised standards. 
George Dawson-North. R.I'... Ont. 


EXPERIMENTAL COURSE 
GRADUA TION 


'\n experimental program being carried 
out at the Regina Grey Nuns' School of 
Nursing in Saskatchewan held graduation 
exercises in November, ]964, for the first 
group of students. The sixteen students of 
this program were successful in their 
examinations, and therefore received their 
registration with their diplomas. The cere- 
mony marked the completion of this twenty- 
two month course. 
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COMMENTS AT A CAPPING CEREMONY 


Cap
 have an honorable pJace in our 

ociety. Jesters have always worn them, and 
the e>.pression "cap and bells" stands for 
fun and fooling to all of us; judges wear 
cap
 on solemn occasions; rel'olutio1laries 
have exalted their cap into a symbol of Ji- 
bert,,; thi1l/..ers are said to wear a cap when 
they are doing their work. I found, by 

earching in old books. that quee1ls and 
!!odde.ues are always pictured as well-cap- 
ped. Any of the caps I have mentioned may 
fit you. 
Never underestimate the jester's cap and 
bells! Nurses need it. to keep their own. 
and their patients' tempers sweet. A joke. a 
smile. an encouraging word will make your 
company and assislance welcome in the 
wards. I shall never forget an incident that 
happened in a military hospital years ago 
when. as a soldier. I contracted that least 
military of diseas::s - the measles. A sedate 
nun had been squirting fly spray about the 
room in her calm and dispa
sionate wa). 
Just as she finished. a young soldier, dressed 
onl\ in his short nightgown, passed along 
hetween the beds. Quick as a flash. the nun 
turned and squirted his bare legs with her 
filt gun. and then dashed out the door. 


1----- 


Idughing hilariously as she went! She knew 
the value of the jester's cap. Remember, 
when you don yours, that a little of the 
jesting spirit sits in its crown. 
A judge's cap is no joking matter and 
may have very serious implications. Good 
judgment is part of your daily work. There 
will be times when you will find yourself 
alone. with no help at hdnd. in an emer- 
gency. Good judgment may then save a life. 
The cap of liberty. often worn in man's 
long history, "uggests the nurse's adaptabil- 
ity to change. Nursing can never be static. 
any more than medicine. Your cap is that 
of a revolutionary. although it is a more 
attractive color than red! 
The "cap of thought" suits any line of 
life. "Put on your thinking cap!" is an old 
sa\ing. worthy of our attention. One can, 
of course. slip through life without doing 
much thinking. A hospital or a sick room 
is no place for thoughtlessness. The nurse's 
cap must be a thinking cap! 
Queens have worn caps throughout his- 
tory from the Egyptian Queen Nefertiti to 
our own Queen Elizabeth in her "Cap of 
Maintenance" before the Coronation. There 
is also something royal in the nurse's cap; 
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to the patient, his nurse is a queen, or at 
least a fairy princess. with magic in her 
cool fingers, and music in the tap of her 
heels in the corridor. She rules the patient 
in his own best interest tunder the doctor's 
orders). and the patient recognizes her regal 
quality. A cap is a linen crown. 
The cap is not very practical; but neither 
are many other attractive things. What. 
then, is its significance? 
First. it symbolizes order. Routine and 
discipline are indispensable in the Temple 
of Aesculapius. Otherwise. the work would 
never get done, and the patient might never 
get hetter. It signifies clea1lli1less. And that. 
we are assured. is next to godliness. It 
stands for depe1ldability. This quality has 
to be learned through experience. for none 
of us was born with it. It signifies s/..ill. And 
this comes from learning and from the 
daily application of what has been learned 
It may be that you who don the cap will 
some day add such lustre to this linen 
crown. that the long list of great and good 
nurses will lengthen to still another page 
in the annals of your chosen profession. - 
HUME WILKINS. assistant principal. Colle- 
giate and Vocational School. Cornwall, Onto 
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PHARMACEUTICALS 
& OTHER PRODUCTS 
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IMMOBll-AIR BANDAGE 
(BAUER & BLACK) 
Indications - For emergency splinting of broken or badly-burned 
limbs. This new balloon splint exerts an even pressure and helps stop 
bleeding or escape of body fluids and keeps the limb immobile in an 
extended position, It can also be used to hold limbs in place following 
surgery until a plaster cast can be applied. 
Description - A lightweight inflatable balloon splint mode of Capron 
nylon film. It is available as a sterilized, loose-fitting tubular splint that 
can be used directly over clothing or next to the skin, Air is blown 
into the splint after application. 


lIQUI-NOX 
(AlCONOX) 
Indications - For effective and thorough cleaning of surgical, ward 
and laboratory instruments, glassware and equipment. 
Description - An instantly soluble, stable, non-toxic liquid detergent, 
Liqui-nox works well in hard or soft water and is mild to hands. 
Special blood and fat dissolving ingredients eliminate the necessity for 
use of additives. Liqui-nox can be decomposed by present sewage treat- 
ment methods and thus does not contribute to seepage or pollution 
problems. 


PERTOFRANE 
(GEIGY) 
Indications - For treatment of depressive states - especially de- 
pressed mood, depressed psychomotor activity, reduction of drive and 
initiative, listlessness and fatigue. Pertofrane is described as producing 
an increased ability to concentrate and communicate, a brightening of 
outlook and an increase in psychomotor activity. 
Description - Mechanism of action is not clearly established. Each 
beige-colored, sugar-coated tablet contains 25 mg. Pertofrane (desipra- 
mine hydrochloride) and is rapid-octing, well tolerated, and compatable 
with most other therapies. Supplied in bottles of 50 and 500, 
Dosage - Mild cases: I tab. b.Ld. or t.i.d,; severe cases: require 
daily dosage of )00-150 mg. daily. Maintenance dosage after initial 
therapy should be individualized, 


SHOCK PROOF 
(SHOCK PROOF CO: 
Description - A fine crystalline concentrate which can be applied 
to carpets and upholstery to prevent static shock is available for doctors' 
offices and institutions using large amounts of carpeting, The electrical 
charges encountered on dry wintery days - generated chiefly through 
walking On carpeting - are eliminated for up to one year through One 
treatment. 
Information available: Shock Proof Co., P,O. Box 4455, Fort lauder- 
dale, Fla. 


SOMA COMPOUND 
(HORNER) 


Indications - To relieve pain and muscle spasm of sprains, strains 
and traumatic injuries and for neuralgia, headache, dysmenorrhea, and 
conditions in which pain, fever and tension are symptoms. 
Description - Muscle relaxant and analgesic. Each scored, cora 1- 
colored tablet contains Carisopordol 200 mg., Acetophenetidin 160 mg., 
caffeine 32 mg, Supplied in bottles of 25 and 250 tabs. 
Dosage - Adult: 1 to 2 tabs, q.i.d. 
Caution - Appearance of skin rash or other symptoms indicates that 
Soma Compound should be discontinued. 
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TRAVEL LIFTER 
(HOYER) 


Description - This Lifter is designed for in and out of Car movement 
and motel use. The device fits easily into auto trunk space, and was 
designed specifically for car travel. The Travel Lifter folds for storage 
into pieces 6 inches in width, 30 pounds in weight, Safety design en. 
abies it to roll easily beneath cars and motel beds. Base width can be 
adjusted readily between 23 and 29 inches while the unit is occupied, 
allowing passage through narrOw doors. Lifting capacity is 300 pounds 
over a 25'h-inch range. The jack controlling up and down movement is 
ovailable in hydraulic or mechanical models. 


HI-CON ElECTRODE CREAM 
(BURTON MANUFACTURING) 
Description - A new electrode cream for use in ECG, EEG, and EMG 
studies. It contains a maximum of electrolytes and has an extremely 
high level of conductivity. Hi-Con is completely water soluble and 
washes easily from skin, linen, clothing, etc. Available in unbreakable 
plastic bottles, 


PROMAZINE PROlONGSUlES 
(ELUOTI-MARION) 


Indications - A prolonged action ataractic given to alleviate agita- 
tion, apprehension and anxiety; to control withdrawal symptoms of 
alcoholism and drug addiction; for prophylaxis and therapy of nausea 
and vomiting; to potentiate action of barbiturates and analgesics. 
Description - Each capsule contains 75 mg. promazine hydrochloride 
The therapeutic effect is believed to last for 10-12 hours in the overage 
patient. Promazine is now regarded as an inermediate ataractic, being 
more potent than meprobamate and one-half to two-thirds as potent as 
chlorpromazine 
Caution - Promazine should be used with caution in patients with 
coronary heart disease. Since Promazine potentiates borbiturates and 
analgesics, the dosage of these should be reduced accordingly. 


VAUESTRll 
(SEARLE) 
Indications - For the suppression of lactation, the control of the 
symptoms of physiologic and artificial menopause, post-menopausal va- 
gmitis, and the pain of post-menopausal osteoporosis and Osseous metas- 
tases of prostatic cancer. 
Description - Vallestril is a synthetic estrogen and is available as 
tablets of 3 mg. and of 20 mg. for oral Use. 
Administration - Menopausal syndrome: 6 mg. daily for 3 wks., then 
3 mg. daily for as long as required; lactation suppression: 40 mg, daily 
for 5 days; post-menopausal vaginitis: 6 mg. daily for 4 wks.; post- 
menopausal osteoporisis: 9 mg. daily for 2 wks" then 3 mg. daily as 
maintenance therapy; prostatic carcinoma: 20 mg. daily, reduced if 
possible after the original manifestations are controlled. 
Caution - Vallestril should be given with coution, if at all. to patients 
with a history of genital carcinoma. 
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The Journal presents phormaceuticals for information. Nurses understand fhat only a physician may prescribe 
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WESSEX NEUROLOGICAL 
CENTRE 


NUR
E... 


Registered Staff Nurses required for 0 new Reglonol 
Neurologicol centre of 72 beds to be opened in 
July 1965 ot Southompton, U.K. Certificote oworded 
on successful completion of one yeor's course. Centre 
comprises neurosurgical and neurological beds, X- 
ray ond Out-potient Department, and Operating 
Theatres. Southompton is neor the seo, New Forest 
and within eosy reoch of London. 
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For further details apply: 


The answer: TUMS! 
These mild, minty- 
flavoured tablets will give fast relief 
from hcartburn, gas and the 
other discomforts of acid indigestion. 
Keep TU MS in mind when 
your patients ask this question. 
Remember TUMS bring fast, long 
lasting, safe relief . . . and they 
cost so little too. 


The Matron 


SOUTHAMPTON 
GENERAL HOSPITAL 
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Tremona Road, Southampton, England, U.K. 


for the tummy 


THE "CLASSIC" ARMSLlNG 


-\n improved 
Iing 
upport for the 
weal-.. flaccid or injured arm has been devel- 
oped at the Riverview Ho
pital. Windsor. 
Ontario. 
De
igned bv the ,taff of the rehabilitation 
mit with the cooperation and a
sistance of 
the ph\siotherap} department the Cla
sic 
\rmsling is simple to mal-.e. easy to apply, 


and convenient 10 clean and store. 
The sling consist, of an envelope type of 
support with straps that cross at the back 
and di,tribute the weight of the affected 
limb to both 
houlders. Pressure on the sev- 
enth cervical vertebra. common in the con- 
ventional armsling. is eliminated. The posi- 
tioning of the arm prevents uln..lr deviation 


and contracture of the y"n-.t and fingers. 
The ,ling can be adjusted to the length of 
the arm from elbow to knuckle joint and 
the fingers may be left free. 


Further information can be oht,tined bv 
writing to: :\lrs. B. MURHUGH. Reg.N.. Ri- 
verview Hospital, Windsor. ünt. 
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\fuch ha
 been written concerning the 
\;,Ire of patients in the radiology depart- 
ment. Howevel. from time to time a re- 
minder concerning interpersonal relations is 
essential since there is danger that the work 
may become simply routine. 
The patient leaves behind all the things 
that are familiar to him - family, home, 
acqudintances ,md possessions. He finds 
himself thrust into an unfamiliar environ- 
ment. where he is surrounded by strangers 
and subjected tu treatments and examina- 
tions that he does not understand - espe- 
cially if this is a first illness. His private 
problems. anxieties and sorrows come to 
hospital with him and. in addition. there 
are those arising from his illness: What re- 
sult
 will the test bring? Will treatment help 
him? How long will he be hospitalized? 
How much time will be required for con- 
valescence? For many there is the worry of 
maJ..ing ends meet financially after the un- 
expected expense. 
We are very much aware of the hectic 
activity that exists in a radiology service 
on certain days. The patient who may find 
himself waiting nearly an hour for attention 
is more bewildered. The personnel of the 
department must take responsibility for 


THE PATIENT GOES TO X-RAY 


creating a relaxed environment - a diffi- 
cult task. Every effort must be made to 
avoid the impression that the patient is 
just a number. a stomach, a gall bladder or 
a cranium. Greeting him by name when he 
arrives in the department: receiving him 
respectfully and with kindness: considering 
his comfort; showing interest in and sym- 
pathy for him help to give him the pleasant 
feeling that he is the one with whom you 
are particularly concerned at the moment. 
even if others are waiting. 
The patient's cooperation is a very im- 
portant factor in achieving a good radio- 
graphic film. We cannot hope to obtain it 
unless we give the impression of knowing 
our business. Professional dignity and a 
calm. assured manner inspire confidence 
and gain cooperation; technical skill helps 
to eliminate doubt. 
Any intelligent person likes to know what 
is going to be done and why. If he J..nows 
what is in store for him. he will be less 
anxious. less fearful. and ready to cooper- 
ate more effectively. Explain the porcedure. 
the positions necessary and the patient's 
role. Even the very intelligent person is 
likely to react in unexpected ways if he 
finds himself in a situation that he does 


not understand. If possible. a brief demon- 
stration for the patient before the actual 
films are taken and a request to have him 
repeat the instructions given to him wi1l 
confirm whether or not he really under- 
stands thoroughly. Some examinations such 
as x-ray of the gastric tract and gall blad- 
der. pyelogram and myelogram require a 
high degree of patient cooperation. A writ- 
ten explanation accompanied bv illustra- 
tions. of the examination in question is 
very effective. The patient understands why 
he must neither eat nor drink, and why, 
for example. castor oil is a nece,sit}! 
Following a period of fasting. the patient 
will be grateful if the examination is car- 
ried out promptly. As soon as it is com- 
pleted he should be returned to his ward 
with a note indicating permission to eat. 
His meal can then be brought to him. 
If, at times, you meet someolle who call- 
lint gil'e you the smile that you desen'e, be 
gellerous alld give him )lours. No olle ha.f 
a.f much lIeed of a .fmile as the olle who 
call1lOt gil'e it to nther.\. - Jean Folio. - 
THÉRLsl BlcRNARD. radiological technician 
with the radiology department of St. Vin- 
cent de Paul General Hospital. SherbrooJ..e. 
Que. 


REGISTERED NURSES 


Write for our colorful brochure on nursing opportunities ond employment benefits at 


THE METHODIST HOSPITAL 
TEXAS MEDICAL CENTER 
HOUSTON, TEXAS 


You will enjoy trovel in the Great Southwest ond employment in this ultro-modern generol teoching hospital. 
You will work with dedicoted doctors ond researchers who ore making importont contributions to the heoling 
orts. 


Use coupon below to request brochure. 


Starting solory of $365.00 for registered nurses. Additionol solary if registration in Texos is obtoined. 


DIRECTOR OF PERSONNR 
THE METHODIST HOSPITAL 
TEXAS MEDICAL CENTER 
HOUSTON, TEXAS. 


Nome 


Street Address 


City 


CNJ 


Province or County 


Country 


76 


FEBRUARY 1965 


THE CANADIAN NURSE 



/" 

 ) 


....... 


Help Prevent 
"LIGHTS OUT" 
RESTLESSNESS 


-- 


with medicated 
derrnassage * 


skin refreshant and body rub 


On every ward, when you turn out the lights, some one wakes up . . . and wakefulness thrives 
on minor irritations. Skin discomfort, particularly, can disturb your patients during the night- 
time hours. But as nurses in thousands of hospitals know, a body rub with Dermassage may 
add that one welcome touch of relaxation which tips the balance in favor of rest and sleep. 
Dermassage comforts, cools and soothes tender, sheet-burned skin. It relieves dryness, cracking 
and itching and helps prevent painful bed sores. 
You will like Dermassage for other reasons, too. A body rub with it saves your time and energy. 
Massage is gentle, smooth and fast. You needn't follow-up with talcum and there is no greasiness 
to clean away. It won't stain or soil linens or bed-clothes. You can easily make friends with 
Dermassage - send for a sample! 


"SEE IF YOUR HANDS DON'T TELL YOU THE DIFFERENCE" 


Now distributed in Canada br L ,I;.ESIDE LABORATORIl:.S (CANAD-\) LTD. 


* trademark 


187S leslie Street, Don Mills, Ontario 


VOLUME 61, NUMBER 2 


FEBRUARY 1965 


77 



CONSTIPATION? 


for effective overnight 
laxative action 
prescribe 
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INDEX for 1964 


- .- 
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--
-- 


Subscribers wishing to receive a copy of this Index 
free of charge, arc requested to complete the fonn 
below and mail it to the Journal office. 


! "areal 


taken at bedtime 
works gently 
to produce a normal 
bowel movement 
in the morning. 


Many individuals, associatIons, libraries, etc., are on 
our "permanent" list. Any subscriber wishing to secure 
an Index each year, automatically, please check 
here. 0 


Name 


Street 


City 



 TORONTO, CANADA 


RegulatIOns made under the authority of 
the Food and Drugs Act contain require- 
ments that if certain types of claims are 
made for a food, either on a label or in an 
advertisement, such claims shall be made in 
a specified manner.... [Certain] regulations 
apply to food to which no vitamins have 
been added; other requirements apply to 
foods with added vitamins. 
These regulations can be interpreted in 
ordinary language to mean that labels or 
advertisements on foods to which no addi- 
tional vitamins have been added, may bear 
no statement with respect to vitamin con- 
tent other than that the food is "an excel- 
lem dietary source" or "a good dietary 
source" of any vitamins that may be men- 
tioned. Furthermore, these statements may 
he made only if the food contains at least 
the minimum amounts of the vitamins listed 
in the appropriate sections lof the Food and 
Drug regulations]. For example, a food that 
contains. without any addition by the man- 
ufacturer, at least 15 milligrams of vitamin 
C (ascorbic acid) in a reasonable daily in- 
take may he advertised and labelled as "an 
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TESTING CONSUMER UNDERSTANDING 


excellent dietary source" of vitamin C. like- 
wise. a food containing 7.5 milligrams of 
vitamin C may be advertised and labelled 
as "a good dietary source" of vitamin C. 
The manufacturer may not, however. indi- 
cate the actual amount of vitamin C present 
in milligrams per 100 grams. Thus the 
terms "good dietary source" and "excellent 
dietary source" serve as a guarantee of 
minill1Um potency... 
As an example of the application of these 
regulations, orange juice may be labelled or 
advertised as "an excellent dietary source" 
of vitamin C since a four-ounce glass of 
ordn
e juice. which is considered to be a 
reasonable daily intake of this food, con- 
tains at least 15 milligrams of vitamin C. 
Towards the end of 1963, the Consumer 
Division of the Food and Drug Directorate 
undertook a survey to determine the con- 
sumers' understanding of these permitted 
claims for the vitamin content of food. The 
survey was conducted by telephone. among 
a random selection of 500 householders 
listed in the Ottawa-Hull and District tele- 
phone directory. 


The following results were ohtained: 


l. A percentage of 63.6 . . . had seen the 
phrdse "an excellent dietary source" in re- 
ference to vitamins on a label or in adver- 
tising, while only 37.4 per cent had seen 
the phrase "a good dietary source" used; 
2. 50 per cent said there is a difference 
between the products so described and 25.9 
per cent said there is no difference; 
3. of those who said there is a differ- 
ence. 75.4 per cent gave as their reason for 
saying so the fact that the word "excellent" 
means better than "good" . . . 
4. only 35.2 per cent said they were in- 
fJuenced in their buying by seeing the term
 
used in labelling or advertising; 
5. finally, 50 per cent said they thought 
the government controlled the use of the 
terms and only 15.6 per cent thought the 
manufacturer could use the terms as he 
lIked. - Ordway, Eleanor M. The Con- 
sumer's Understanding of some Permitted 
Claims for the Vitamin Content of Foods. 
Canadian Home Ecollomics Juurnal, Sept. 
1964. 
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FIVE STUDENT DELEGATES 
TO ICN CONGRESS 


The XIII Quadrennial Congress of the International Council 
of Nurses is being held in June. 1965 in Frankfurt am Main. 
Germany. This is a ten-day congress to which nursing organi- 
zatIOns. hospitals. and other health agencies all over the world 
send representatives. During these ten days. many aspects of 
nursing are reviewed and discussed. Delegates have an excellent 
opportunity to learn about nursing in other countries and to 
meet and become acquainted with people of other races and 
ethnic groups. 
Three }ears ago. the student nurses of The :\fontreal General 
Hospital beean to make plans to raise sufficient money to send 
a large student representation to this Congress. The students' 
council decided to hold a bazaar. open to the public. in April. 
1963. Work began on this rather industrious project in the fall 
of 1962. Several of the students' mothers kindly devoted a few 
of their evenings to "bazaar bees." where they assisted with 
sewing and knitting problems. All articles were made by the 
students or their families and friends. The bazaar was a great 
success. and a profit of $1,700 was obtamed. 
Last vear. the executive of the council. with the approval of 
membership, decided to attempt something slightly different. 
rhis project took the form of a raffle and Scandinavian Air- 
\\<ays donated a return trip ticket to Copenhagen. Each student 
was assigned a book of ten tickets to sell to friends. relatives. 
nurses. and doctors; volunteers went from ward to ward through- 
out the hospital selling tickets to be staff. Mrs. Isobel MacLeod, 
director of nursing, drew the winners name at the general student 
council meeting in April. 1964. This exciting prize was won by a 
former patient. Our I.CN. fund was $1.200 richer. 
This year we are plannine to hold another bazaar in the early 
spring. With $2,000 presently in our I.CN. fund, we mllst raise 
at least another $1.000 to send our five student representatives 
to Germany. The selection of students who will represent the 
School at the Congress took place in September. Fifteen girls. 
nine from the senior class and six from the intermediate class 
were nominated by the teaching staff and students: the nominees 
were subsequently voted upon by staff and students. Charlotte 
Rutherford, president of the Student Council. Ruth Rowan. 
secretary-treasurer of the bazaar. and Heather Campbell. director 
of the "Pyramid" were chosen from the class of 1965; Cristina 
Seibert and Ann Pink will represent the class of 1966. 
Plans for this year's April bazaar are well under way. Many 
students have started work early on hand-knitted and sewn 
articles. and are growing plants. making preserves. etc. Letters 
have been sent out to all parents, informing them of the bazaar. 
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The Physician's 
antacid 


Gelusi I 


. fast, lasting relief 
. no acid rebound 
. non constipating 
. contains no laxative 


.. 


TORONTO.ONTARIO 


CMILCOTT 


asking for suggestions and donations. and urging them to start 
work too. The following booths have been proposed: knittin
. 
sewing. handicrafts, parcel post. fish pond. plant sale, white 
elephant. and baked goods. We also plan to serve tea and to 
provide a babv-sitting service. 
Our objecti
e of $2.000-$2.500. although rather high, is lint 
unattainable. However. every student. parent. friend. and graduate 
oÎ The 
Iontreal General Hospital School of Nursing must feel 
that it is her bazaar. Without each person's assistance and support. 
it will not be a success. We extend a cordial invitation to each 
nurse living within the Montre<ll area to attend our bazaar which 
will be held April 3, 1965, from 2:00 to 5:00 p.m. in Livingston 
Hall. You will be very welcome. - FAITH DETCHON, Chairman 
of Progr,lm Committee. The 
Iontreal General Hospital. Quebec 


TWO-YEAR NURSE TRAINING 


A two-year college-training program for nurses. conceived 
and developed by Professor Mildred L. Montag of the Depart- 
ment of Nursing Education. Teachers College New York, has 
proved so effective that Ihe number of institutions offering it 
has grown from one to 103 in all parts of the United States 
in the past 12 }ears. Many graduates have proved 3' good <IS. or 
better than. graduates of regular three year hospital diploma 
courses. The twO-\ ear training program. leading to an Associate 
Degree. was begun at Teachers College in 1952 to meet a growing 
demand for nurses. Dr. Montag said the program not only has 
the advantage of facter training. but emphasizes the academic 
over the service aspects. II has been felt bv many nursing edu- 
cators, Dr. Montag said. that the four-year academic program 
was unnecessary for those who were nol planning administrative 
or teaching careers in nursing. and that the three-year hospital 
program. which emphasizes ho
pital service during training, 
might not produce nurses with a well-rounded education. - 
TC Topics. 
0J. 12. no. 4. Summer 1964. 
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Cyrano 
would have loved it! 


I 


Neo-Synephrine 


(brand of phenylephrine) hydrochloride 


Cyrano de Bergerac was a sensi- 
tive man. He, especially, would have 
appreciated the gentle effective 
action of NEO-SYNEPHRINE to 
unstuff his peerless proboscis. 


NEQ-SYNEPHRINE Nasal Spray 
gives prompt, dependable decon- 
gestion of the nasal membranes for 
the fast symptomatic relief of hay 
fever, head colds and sinusitis. The 
first spray shrinks the turbinates, re- 
stores nasal ventilation and stops 
mouth breathing. The second spray, 
a few seconds later, improves sinus 
ventilation and drainage, Excessive 
rhinorrhea is reduced. 


FOR ADULTS: 
NEO -SYNEPHRINE ANTIHISTAMINIC 
Y.z% SOLUTION in 20 ml. plastic sprays 
and glass dropper bottles 30 mi. 


FOR CHILDREN: 
NEO-SYNEPHRINE PEDIATRIC %% 
SOLUTION in 20 ml. plastic sprays and 
15 ml. dropper bottles. 


QV :-,
,. 
AURORA O"TARIO 


80 


FEBRUARY 1965 


/ldtutt 
(JO
 


Marriage and Family living as Self-Other 
Fulfillment by Austin L. Porterfield. 408 
pages. F. A. Davis Co., Phila. 1962. 
Rel'iewed by Mrs. Hester J. Kernen, As- 
sociate Professor in Public Health Nurs- 
ing, School of Nursing, University of 
Saskatchewan. 


The author's objective is to promote 
greater understanding of the principles of 

ocial psychology as these apply to the re- 
lationships of marriage and family life. He 
points out that decisions must be made in 
all phases of the life cycle of the family 
and that, in a constantly changing society, 
the wisdom of tradition is no longer ade- 
quate. A new wisdom, based on knowledge 
of social psychology, can be applied in all 
human relations but could be of particular 
value in making the decisions and manag- 
ing interpersonal relations within the fam- 
ily. The author is chairman, Department of 
Sociology and Anthropology, Texan Chris- 
tian University and it seems likely that the 
book was designed for use as a text in a 
university course on the subject. He dd- 
dresses himself to college-age young people 
and assumes interest in and some familiar- 
ity with the language and concepts of psy- 
chology and sociology. 
Strong disagreement is voiced toward 
existential philosophy and psychology with 
its concept of the individual as essentially 

eeking only self-realization. finding little 
help from others and struggling for freedom 
by himself. Instead "the emphases is on the 

elf-other relationship as the basic unit of 
meaningful existence." He takes the point 
of view that the self cannot achieve signi- 
ficance without significant others. especially 
in the family, and that freedom will be 
gained through mutually supportive relation- 
ships with others. Fulfillment is seen as the 
achievement of goals sought by the indivi- 
dual in relation to goals sought by others 
and therefore must be a socialized pursuit 
rather than an egocentric one. 
The focus is on the interaction of the 
marital partners in the immediate context 
of the successive stages of the family cycle 
more than on parent-child interaction. How- 
ever the first section is devoted to a dis- 
cussion of family function and to the fun- 
damental influence on personality develop- 
ment of the child's experiences within the 
family. This illustrates the complexity of 
stimulation and response within a family 
group and the variety of roles involved. It 
also emphasizes that each person brings to 
his own marriage attitudes and values learn- 
ed in a unique family setting. Although the 
author explicitly states that he offers prin- 
ciples for the young reader rather than 
practical procedures, many of the topics are 
presented in a way that would aid a young 
reader in making applications to his own 


situation. One example is the chapter en- 
titled "On Being Qualified to Marry." Con- 
siderable use is made of examples taken 
from well-known works of fiction, drama 
and poetry, and from "own-stories" written 
by former students in the author's class. 
These illustrate vividly the relevance of the 
principles to real-life situations. 
This is a book with much value for the 
reader who will spend some time becoming 
familiar with the vocabulary used and the 
concepts presented. The nurse who works 
closely with families or who feels concerned 
about patients with family difficulties is 
likely to find the latter sections especially 
pertinent. For example in the chapter titled 
"Health Values in Family Interaction," the 
comment is made that when a patient seeks 
psychiatric treatment "the core problem.. 
seems to be one that his whole family has 
worked to solve for an extended period." 
Therefore. the family needs help in becom- 
ing a more effective problem-solving unit. 
A chapter dealing with transition of the 
family from farm to city contains an in- 
teresting explanation of this in terms of the 
change from a folk-sacred community to a 
secular one and discusses family mobility as 
an index of secularization. In discussing 
religious values in family interaction, the 
author notes that disagreements over reli- 
gion are hard to isolate from other interests 
partIy because the liturgical aspects of reli- 
gion are expressed not only in the form of 
church services but also embedded in fam- 
ily rituals. Thus religious differences can 
become factors in other lines of conflict. 
Throughout the book the author supports 
hi
 point of view with evidence drawn from 
a wide range of resources including the 
concepts developed by Freud, Fromm. Erik- 

on and other behavioral scientists, the in- 
sights gained from the work of cultural an- 
thropologists such as Linton and Benedict. 
and the findings from research studies of 
social and behavioral problems carried on 
by many psychologists and sociologists in- 
cluding the author himself. Frequent refer- 
ences are also made to such weB-known 
writers on the family as Burgess and Wal- 
ler. In addition to the usual footnotes and 
suggestions for further reading at the end 
of each chapter, a substantial index of au- 
thors is available. 


Newer Dimensions of Patient Care by Esther 
Lucile Brown, Ph.D. 163 pages. Russell 
Sage Foundation, N.Y. 1964. 
Reviewed by Sister Jane Frances. Direc- 
tor of Nursing, Holy Family Hospital, 
Prince Albert, Saskatchewan. 
The third monograph in this series is 

ubtitled "Patients as People," and should 
be in the hands not only of nurses in hos- 
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pital and public health agencies. but also of 
administrators. social workers. dietitians, 
doctors and all members of the health team. 
The author seems to "have kept the best 
wine to the last," as she develops the main 
theme by emphasizing the importance of 
knowledge about the psychosocial and cul- 
tural characteristics of patients and of the 
use of such knowledge as a tool in the 
therapeutic situation. 
Admitting clerks supply us with consid- 
erable data which are not sufficiently used 
Iw personnel planning total care of the pa- 
tient. Such data can be of value in predict- 
ing how patients are likely to respond to 
illness; how patient care plans could be 
fashioned accordingly; and how staff might 
initiate interpersonal relations with fewer 
errors. The author states that "attempts are 
too rarely made to scrutinize the validity of 
generalization or to explore what helpful 
data are available in the social sciences." 
A list of data outlines a profile of a pa- 
tient in a psychosocial and cultural frame 
of reference. The information systematically 
obtained. provides the members of the 
health team with an appreciable pen-sketch 
of the patient as a person. Used in the right 
way, this tool initiates with ease. meaningful 
conversations with the patient. The informa- 
tion so readily available helps us understand 
and help the people with whom we work. 
Dr. Brown states that "health personnel 
often seem lacking in the sensitivity needed 
to recognize that there continue to be psy- 
chocultural differences with possible accom- 
panying stresses that require attention." Her 
third monograph skilfully presents the need 
for an awareness of this dimension of pa- 
tient care. 
Although the examples given are of vari- 
ous ethnic groups found largerly in the 
U.S.A.. the basic principles can be of value 
in any area. The author has given us a very 
practical guide in total care. It should be 
useful not only to the professional. but also 
to the undergraduate as reference material 
to be used in conjunction with her studies 
of the social sciences. 


Essentials of Pediatric Nursing, 7th ed.. by 
Florence G. Blake, R.N.. M.A. and F. 
Howell Wright. B.S., M.D. 815 pages. 
J. B. Lippincott Company. 4865 Western 
Ave.. Montreal 6, P.Q. 1963. 
This well-known text formerly appeared 
under the title "Essentials of Pediatrics" 
with Philip C. Jeans as senior author. It 
h,ls been completely revised and includes 
units dealing with the newborn. infant, tod- 
dler. pre-schooler. school aged child and 
,ldolescent. Information concerning growth 
and development has been added; diseases 
and nursing care have been placed in the 
particular age group in which they are most 
frequently seen; an extensive bibliography 
is given at the end of each chapter. 
This well-illustrated text should be use- 
ful for the student or graduate in the pedi- 
atric department. 
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The Nursing Care of Children. 2nd ed.. by 
Inez L. Armstrong, R.N., M.S. and Jane 
J. Browder, R.N., M.N. 699 pages. The 
Ryerson Press. 299 Queen St. W., To- 
ronto, 2B. 1964. 


Material in this edition has been rear- 
ranged and revised considerably. Growth 
and development. along with some behavior 
problems. have been included in sections 
dealing with the various age levels: discus- 
sion concerning the adolescent is now in a 
separate chapter; new material relating to 
pre- and post-natal disturbances of children 
has been added. The presentation of specific 
illnesses by systems remains, for the most 
part. unchanged. 


Very little information concerning hu- 
man genetics and heredity is to be found 
in this text. Also, it seems to this reviewer 
that inclusion of all the main principles of 
development, in point form, would be lo- 
gical before the discussion of specific de- 
velopment at various age levels. Chapters 
dealing with the various age groups are 
more comprehensive than those usually 
found in a pediatric text; the photographs, 
illustrations and charts in these sections are 
excellent. 
This text should be very helpful to the 
pediatric instructor who stresses growth and 
development in her course; it should also be 
a valuable reference for the nursing student. 
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STERLING-QUALITY 
Name Ping 
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There is only one Sterling-Quality " the extra care pin that you wcar 
with pride. And at so little cost that everyone should be "pinned" bv 
Sterling! These plastic pins can be any color except gold or silver. lettered 
in any color including gold or silver. Sizes are as shown below, the length 
selected to suit your name! Supplicd with standard pin back and safety 
clasp and lettered in blue on white plastic unless you specify another color 
combination. Need two name pins exactly alike? The second is half price! 


, 
I 


MRS. J. MARTIN, R. N. ] 


MISS P. RYAN, N. A. 


White Pearl- 
or-color like 


Single line 
Double line 


.60 .65 
.90 ,95 


MRS. M. WILLIAMS, R. N. 
Supervisor of Nurses 


Please send correct amount with your order. Guarantced: an) Stcrling- 
quality name pin that becomes defective for any reason \\hatsoever \\ÏII 
be replaced free of charge. These arc pins, not name tape.f. which we also 
supply in great variety. 


STERLING NAME TAPE COMPANY 


365 Depot St., Winsted, Connecticut 
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Gentle. 
Long-Lasting 
RELIEF 
for Dry. 
Itching Skin 


(common torment of older folks) 


Rich in lanolin, Resinol Ointment lubri- 
cates oil-thirsty skin as the Resinol medi- 
cants, well known to doctors, relieve 
itching. Thus it is invaluable for older 
folks suffering from persistent itching 
and irritation due to loss of natural skin 
oil. 


BesIdes its special help to aged skin 
sufferers, Resinol quickly soothes discom- 
fort of chafing, chapping, dry eczema, 
minor burns, simple rash . 


To gently cleanse tender skin, use pure, 
lightly medicated Resinol Soap. 


May we send you a convincing sample of 
each? 


WRITE TO RESINOl, 
CNJ-51, Baltimore Md. 21201 


RESINOL 


OINTMENT 
AND SOAP 


CreBIDBlin 


ANTACID / TABLETS 
LIQUID 


ECONOMICAL. DEPENDABLE 
ALUMINUM MAGNESIUM HYDROXIDE GEL 


cw
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full mformatlon available on request. 


Simplified Drugs and Solutions for Nurses, 
3rd ed., by Minette Nast, R.N., M.S. 72 
pages. The C_ V. Mosby Company, St. 
Louis. 1964. 
This third edition remains essentially the 
same as the second. Newer drugs have been 
used as examples in the exercises; in several 
places, the material has been rearranged to 
achieve greater clarity. 
This handbook should be useful as a 
concise teaching aid for students. 
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Some Clinical Approaches to Psychiatric 
Nursing, edited by Shirley F. Burd, B.S., 
M.S., R.N. and Margaret A. Marshall. 
B.S., M.S., R.N. 379 pages. Collier-Mac- 
Millan Canada, Ltd., Galt, Onto 1963. 
Re
'iewed by Miss Leith Nance, R.N., for- 
merly Instructor, Psychiatric Unit, Mont- 
real General Hospital. 
Dedicated to the "Renaissance of Clinical 
Practice of Nursing," this volume will be of 
interest to any nurse who feels that study 
at the university level has led her away 
from the patient. It is, essentially, "a com- 
pilation of clinical papers, research reports, 
and conceptual frameworks" concerned with 
the study of problems of communication be- 
tween patients and nurses. It exemplifies the 
concept that nursing is an educative process 
in which the nurse and the patient are 
interdependent participants. The influence 
of Hildegard Peplau is reflected in a num- 
ber of chapters as well as by virtue of the 
two chapters and forward which she has 
written. 
The editors address themselves. primarily, 
to directors of diploma schools of nursing 
and deans of collegiate schools of nursing. 
It is an appeal to them to identify the 
significance of interpersonal problems. and 
to encourage the study of them in a scien- 
tific manner. Several different models for 
reporting results of study of such problems 
are provided. 
This volume - the work of two semor 
participants, assisted by 24 others - is 
made up of 45 chapters. some of which 
are exceedingly brief. In general, the brevity 
enables the reader to grasp the central idea 
and think about il without being encum- 
bered by limitless detail; at times. however, 
brevity takes precedence over clarity. That 
the volume lacks a degree of sophistication 
which would make it read more smoothly 
is illustrated by the fact that some of the 
headings are unrelated and uninformative; 
some of the footnotes are incorrect; and 
quotations are altered. 
The reader might find it helpful to begin 
with chapters one and two. normal and 
abnormal thought processes. proceed to 
chapters 42. 43, and 44 which deal with 
definitions. the learning process and theme 
abstraction. then return to chapter three and 
read the remaining chapters in order. The 
rationale behind such an approach is that 
a good many of the contributors have 
utilized a particular conceptual framework 
in their research. Indubitably. these tech- 
niques are significant and important. parti- 
cularly to those who wish to critically eval- 
uate the methods and the findings. On the 
other hand. some readers may find section 
four. "Conceptual Frameworks" a little 
distracting. 
The studies presented do not offer a pat 
solution to the application of the problem- 
solving approach in nursing; they do. how- 
ever. affirm that studies of this nature can 
lead to a more satisfactory understanding 
of the nurse-patient relationship. Two of 
the most salient aspects of the volume are, 


first. the fact that the questions raised can 
serve in provoking further study of the 
inter-personal process and. second. the ex- 
cellent bibliography. 
This volume, apart from providing in- 
teresting reading, should prove to be valu- 
able to nurse educators in general and to 
those in the field of psychiatry in particular. 


The Psychiatric Aide, 3rd ed., by Alice M 
Robinson. R.N., M.S. 226 pages. J. B. 
Lippincott Company. Montreal. Que 
1964. 
This book describes "the role and func- 
tion of the aide in working with the men- 
tally ill patient. Attitudes rather than pro- 
cedures and technics are emphasized 
In this edition. material concerning the vari- 
ous behavior problems. ataraxic drugs, etc. 
has been expanded. 
The Psychiatric Aide is available in paper- 
hack or clothbound form. 


A Nurse's Guide to Anaesthetics, Resuscita- 
tion and Intensive Care by W. Norris. 
M.D., F.F.A.R.C.S. and D. Campbell. 
F.F.A.R.C.S. 116 pages. E. & S. Living- 
stone Ltd., Edinburgh and London. 1964. 
The authors describe some of the methods 
used by present-day anesthetists and the 
accompanying nursing care. The routine 
pre-anesthetic preparation and supervision 
of the patient is discussed and illustrated: 
a description of techniques used in recovery 
rooms and intensive care units is presented: 
modern techniques of resuscitation are also 
included. 
Most of the material in this text can be 
found in surgical nursing texts used In 
Canadian schools of nursing. 


Structure and Function of the Body, 2nd ed.. 
by Catherine Parker Anthony, R.N.. B.A.. 
M.S. 158 pages. The C. V. Mosby Com- 
pany, Saint Louis. 1964. 
The author states that this is a textbook 
- not a reference book - and is limited to 
basic information concerning both struc- 
ture and function. It is written primarily 
for students in practical nursing programs. 
In this second edition. new information 
can be found concerning cells, the hypothal- 
amus, automatic nervous system, the pit- 
uitary and adrenal glands. and various hor- 
mones. The nervous system is presented 
much earlier than in the first edition: more 
emphasis is given to principles of body func- 
tions and the relationship between struc- 
ture and function. 
For some reason. the author has chosen 
to use the second and third person through- 
out the text. e.g. "If YOll were asked to name 
the sense organs. what organs would YOll 
name?" "When we look at a person's eyes, 
we see only the surface. ." (italics ours). 
rhis "personalized" approach is irritating 
to this reviewer, perhaps because it is gen- 
erally associated with children's books. 
The presentation is clear. concise and 
informative; diagrams are good. This book 
should be of considerable value to students 
in nursing assistant programs. 
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Basic Physiology and Anatomy by Ellen E. 
Chaffee. R.N.. B.S.. M.N. and Esther M. 
Greisheimer. Ph.D.. M.D. 656 pages. J. B. 
Lippincott Co. of Canada, Ltd., 4865 
Western Ave., Montreal 6. P.Q. 1964. 
Reviewed by Mrs. Dzidra Stein bergs, 
B.Ed.N.. Hamilton, Onto 
This book is a basic text consisting of 
21 chapters for nursing students. The 
first chapter offers hints for successful 
study including "dissection" of scientific 
terms. Listing of common combining 
forms. prefixes. and suffixes is appended. 
Subject matter is approached on the 
basis of body systems. The concept of ho- 
meosta
is is introduced early and developed 
further with each new chapter. The endo- 
crine system is contained within the last 
chapter. but the specific hormones influenc- 
ing the functions of a system are included 
briefly within the pertinent discussion. 
Common abnormalities and practical ap- 
plications are meaningfully woven into the 
text and are not singled out at the end of 
each chapter. Description and uses of the 
latest equipment (e.g. artificial kidney). tests. 
diagnostic procedures. commonly used drugs 
.,nd their physiological effects are also in- 
cluded. The authors frequently relate the 
characteristics of a structure and its func- 
tions to nursing problems and care. 
Chemistry is presented in a meaningful 
manner and quantity. The inclusion of mi- 
crobiology principles is very limited. 
Each chapter concludes with questions 
,md practical problems useful to both stu- 
dents and teachers. 
The authors have successfully eliminated 
information superfluous to a basic nursing 
text. It should prove a valuable book when 
u
ed in conjunction with advanced refer- 
ences. 


Fundamentals of First Aid, 2nd ed.. by Ro- 
bert A. Mustard. M.D., F.R.C.S.(C.). 119 
pages. hsued by Porcupine Publications 
I td. of Montreal by special arrangement 
with St. John Ambulance. Canada. 1964. 
This completely revised edition is written 
for the layman. It avoids highly technical 
language. discards some traditional practices 
which are either unnecessary. ineffective or 
impractical and introduces some new sub- 
jects such as oral resuscitation, external 
heart mas
age. etc. It is well illustrated. 


The Student Nurse in the Operating Theatre 
by E. Philipp, F.R.C.O.G., and "-. L. 
Gearing S.R.N. 62 pages. E. & S. Living- 
stone Ltd., Edinburgh & London. 1964. 
This handbook is divided into two sec- 
tions, the first for "out
iders" who only 
occasionally go to an operating room. and 
the second for those who are commencing 
their apprentice,hip as "insiders." 
Section I is subdivided into chapters con- 
cerning the aims of preoperative prepara- 
tion. and how these are fulfilled. The chap- 
ters in Section II describe the function
 of 
such member of the operating room team 
as well a
 usual O.R. equipment and its 
care. 
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Workbook for Practical Nurses, 2nd ed., by 
Audrey Latshaw Sutton, R.N. 421 pages. 
A W. B. Saunder's publication, available 
in Canada through McAinsh of Toronto 
and VancoUVer. 1964. 
This book is "keyed for use with all the 
current practical nurse textbooks . . ." In 
this edition, two new chapters have been 
added concerning personal and vocational 
relationships; new exercises concerning vo- 
cabulary study have been included in the 
section "Structure and Function of the 
Body;" other parts have been completely 
rewritten and expanded. A unit relating to 
the mentally ill patient appears for the first 
time. 


Basic Statistics: A Primer for the Biomedical 
Sciences by Olive Jean Dunn. 184 pages. 
John Wiley & Sons. Inc., 605 Third Ave., 
New York, N.Y. 10016. 1964. 
This book was designed "to serve as a 
textbook for a one-semester course in statis- 
tics for students in the biomedical fields." 
The author expresses the hope that it will be 
useful to physicians. nurses, etc. who are 
involved with research projects. 
Contents include: populations and sam- 
ples; description of a sample - frequency 
tables and their graphs. measures of loca- 
tion. and measures of variability; normal 
distribution; estimation of population means 
_ confidence intervals; variances - estima- 
tion and tests; regression and correlation. 
Exercises for self-testing are given at the 
end of each chapter and some of the an- 
swers are provided at the back of the text. 


Clinical Nursing: A Helping Art by Ernes- 
tine Wiedenbach. R.N., M.A. 118 pages. 
Springer Publishing Company, Inc., New 
York. 1964. 
This book concerns the professional dis- 
cipline of nursing. specifically clinical nurs- 
ing, which it recognizes as a helping art. . 
The principal character in the book is 
the nurse who is caring for a patient. The 
elements of her practice are examined and 
the process which determines it is exposed 
. . . . The book al
o identifies theory under- 
lying clinical practice. 


Introduction to Human Anatomy, 4th ed.. 
by Carl C. Francis, A.B., M.D. 478 pa- 
ges. The C. V. !\1osby Company. Saint 
Louis. 1964. 
The author's objective is to "present in 
the smallest possible compass the essential 
facts of human anatomy." He puts stress 
on the function of each part and on the 
integration of each tissue and organ of the 
body. 
In this edition. more coverage has been 
given to certain areas of the body. Three 
hundred and twenty-five illustrations and 25 
color plates help to clarify the text. Many 
of these are detailed to an extent not found 
in books that include extensive ph} 
iological 
description as well as anatomy. For these 
reasons. this book should be a welcome ad- 
dition to any school of nursing library; it 
would also be a helpful reference for nurs- 
ing instructor5 
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POSEY "V" RESTRAINT 


A good all-purpose restraint to prevent 
patients from falling or getting our of bed 
Particularly good for use on females as I' 
does not irritate busts. Available In Small. 
Medium and Large sizes. Posey "V" Re- 
straint Cat. No. V.958. Price 56.90. (Extro 
heavy construction. w/riveted joints and 
kev-Iock buckles! Cat No. VK.958 51920 
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POSEY TIDY GOWN 


A long-sleeved gown made of heavy can- 
ton flannel. Loops at the ends of the sleeves 
permit attachment to side rail of the bed 
spring. This prevents patient from scratching. 
or removing diaper. catheter, etc., yet allows 
comfort and freedom of movemenT. During 
eating. sleeves may be rolled up to allow 
for use fo hands. A sl ing attached to front 
section of garment may be used to support 
patient's arms when they are folded across 
the front, with straps attoched to loops in 
each sleeve to prevent use of arms. Gown is 
of short-length. waist design for use on in- 
continent patients. Available In closed or 
open-back models. Small medium. large or 
extra-large sizes 
POley Tidy Gown, Cot No P.7S5 S19 50 


SEND YOUR ORDER TODAY 


And Write 'or Free IIlus.roted Posey Ca.alog 


J. 1. POSEY COMPANY 


39 S SANTA ANITA AVE., Dept CNJ, 
PASADENA, CALIFORNIA 
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Travel is always pleasant, and for the 
wi
e traveler, perfectly healthful. If you are 
pl.mning on going abroad this winter, be 
sure you are protected. 
A smallpox vaccination within the last 
three years is required to enter most coun- 
trie
 (including return to Canada). Moreover, 
if vou are traveling in countries where yel- 
low fever or cholera are prevalent. vaccina- 
tions for these diseases are ad\"ised. Yellow 
fever vaccination is good for six years, but 


FOR TRAVELERS 


cholera should be renewed annually. 
Immunization against typhoid and para- 
typhoid are also recommended for foreign 
travel; protection lasts one to two years. This 
is also a good time to be sure that your 
immunizations to tetanus, diphtheria and 
poliomyelitis are up-to-date; hoosters are 
necessary every five years. 
Vaccinations must be recorded on an In- 
ternational Certificate of Vaccination docu- 
ment (available at public health agencies. or 
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For more efficiellt oral 
hygielle Steri/sol ... t lIe professional 
tllerapeutic I1louth wash alld gargle 


',... 


New levels of achievement in the main- 
tenance of oral hygiene are now pos- 
sible due to the natural affinity of 
Steri/soJ's active ingredient, hexeti- 
dine, for mouth tissues. Relatively 
unaffected by food and drink, Steri/sol 
maintains bactericidal and bacterio- 
static activity for hours. 
For bad breath, sore gums, minor oral 
infections or for sore throats due to 


colds. rinse and gargle with fulJ 
strength Steri/sol. For prophylaxis and 
maintenance of a constant high level 
of oral hygiene, use Steri/sol night and 
morning. 


WARNER-CHILCOTT 1Q2\1 
Toronto. Ontario W 


through } our travel agent) and must be 
validated with the stamp of the local health 
department or other stamp approved by the 
public health service. Health leaflets for 
prospective travelers entitled "So You're 
Going Abroad" and "Immunization Infor- 
mation for International Travel" can be 
purchased at five cents a copy from the 
Superintendent of Documents, U.S. Govern- 
ment Printing Office. Washington, D.C 
20402. 


DATES TO REMEMBER 


MAY 31 - JUNE 3, 1965 
THE 56th NATIONAL 
CONVENTION OF THE 
CANADIAN PUBLIC HEALTH 
ASSOCIATION 
MacDONALD HOTEL 
EDMONTON, ALBERTA 


. .. .. 


JUNE 2 - 4, 1965 
HAMilTON GENERAL HOSPITAL 
SCHOOL OF NURSING 
75th REUNION 


IGrad'Jates who have not received 
notice of the reunion should send 
their address to the Alumnae Office, 
Nurses' Residence, Hamilton General 
Hospital.) 


.. 


.. 


.. 


MARCH 14 - 20, 1965 
NATIONAL HEALTH WEEK 
NURSES ARE INVITED TO PAR- 
TICIPATE BY PROMOTING THE 
OBSERVANCE OF 


Canada's 21st Annual 
National Health Week 


.. .. .. 


EASTER SEALS HELP 
CRIPPLED CHilDREN 


;g CANADA 1965 
z"' A 
n -- . " f}j 
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Like any other child, the crippled 
youngster enjoys the things of nature. 
Your Easter Seal contribution helps 
this little girl live as normal a life as 
possible. 
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MADE BY THE MAKERS OF PERITRATE, SINUTAB r TEDRAL, GELUSIL 


THE CANADIAN NURSE 



Now - the history of nursIng in Canada surveyed 
in a completely new section added 
to this popular text 


Eighteenth century hospital. One of 43 illustrations in this new edition 


Consider this new edition 
for your "History of Nursing" 
course next semester 


Sew 5th Edition! Griffin-Griffin 


Jensen's HISTORY AND TRENDS OF PROFESSIONAL NURSING 


Several new features, including a unit on "Nursing In Canada". 
have been incorporated in the new edition of this popular his- 
tory of nursing textbook in order to make it truly comprehensive 
and to show the relationship of Canadian nursing with nursing 
in the United States. This unit. written by Mary B. Millman. 
R.N,. B.A.. presents the history of nursing in Canada. modern 
curriculum procedures in the country and the relation of Cana- 
dian university and nursing education. 


If you teach "History of Nursing", you will want to consider 
adopting this new edition as your required text. For more 
thorough understanding, it has been extensively revised and up- 
dated and has more interpretive discussion than previous editions 
had. It not only reports trends and events in history but also 
translates the significance of these events into their relation with 
up-to-date methods in today's expanding medical research. 


.-1 New Book! 


Updated discussions deal With: 0 the overall place of nursing 
in relation to the increasing growth of medical research and 
clinical experience; 0 different types of nursing programs and 
the expanding opportunities for the graduate nurse; L leg.,' 
aspects of nursing; and 0 international advances of nursing 
The organization of this text, with individual sections created 
independent of each other. allows you to teach without following 
a strict progressive sequence. The directness, simplicity and un- 
derstanding which was apparent in the original edition written 
by the renowned educator. Deborah MacLurg Jensen. remain 
throughout this new edition. 
By GERALD JOSEPH GRIFFIN. R.N., B.S., M.A., and H. JOANNE KING 
GRIFFIN, R.N., B.S., M.A. With a special unit on legol aspects of nursing 
by ElWYN l. CADY, Jr., Ll.B., B.S. Med., and a special unit on Canadian 
nursing by MARY B. MillMAN, R.N., B.A., formerly Professor of Nursing. 
University of Toronto, Toronto, Ontario, Canada. Publication date: January. 
1965 5th edition. 503 pages. 61/z'" x 91
". 43 illustrations Price 56.75 


Hart 


A Programmed 


THE ARITHMETIC OF DOSAGES AND SOLUTIONS 


Presentation 


This programmed text-workbook is designed especially to help 
student nurses in "Dosage and Solutions" courses recall mathe- 
matical procedures and systems and to develop greater skill in 
this often difficult area - individually or with little or no class 
time instruction. It presents ratio and proportion. percentage 
and all other systems and procedures students will need to knov. 


Represented in Canada by: 
McAINSH and Co., ltd. - 1B35 Yonge St. - Toronto,Ont 


THE C. V. MOSBY COMPANY 
3207 Washington Boulevard 


VOLUME 61 NUMBER 2 


In preparing drug dosages and solutions. Principle' In each 
frame are demonstrated through model examples Answers to 
exercises are provided immediateh to reinforce the learning 
process. 


By lAURA K HART, R.N.. B.S.N. M.Ed. Publication date January 1965 
80 pages, 7" x 10", 2 illustrations. Price. S250 


. 


- 
- 


Publishers 
st. Louis 3. Mo. 


, 
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TABLETS 
the wonder 
combination 
for 
RELIEF 
IN HALF 
THE TIME 


Acetylsalicylic acid ........ 3
 gr. 
Phenacetin ............... 2
 gr. 
Caffeine Citrate . . . . . . . . . ., 
 gr. 
Available in Handy Tubes of 12 
Economy Sizes of 40 and 100 
é 
B.lfltOóOt&Co. 
MONTREAL, CANADA 
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NOW 


, 


CHOICE 


in Enema Administration Units 


c. R. Bard offers the widest range of single-use enema procedure packages 


SAFE. EFFICIENT. MOST COMPLETE 



 


\ 


\ 
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- 
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HARDIC Bucket Type 


HARDIC Bag Type 


Contains: 48 oz. plastic container with integral han- 
dle for holding or suspension from floor stand . 
"Spring Action" tilts container forward to drain all 
fluid. Calibration in ounces and cc's . 5 foot clear 
plastic enema tube with positive shut off valve . 
Sterile lubricant. Sterile liquid Castile soap. Plas- 
tic-lined underpad. 


Contains: 2,000 cc plastic bag with five foot integral 
enema tube and handle grip for holding or hanging 
. Flutter Valve inlet design prevents spillage. Posi- 
tive shut off clamp. Plastic-lined underpad . Sterile 
liquid Castile soap. Sterile lubricating jelly. 


All of the units packaged in a clear, sturdy, easy-to-open polyethylene bag. 


C. R. BARD, INC. 
MURRAY HIll, N.J. 


INTEGRITY 
>- CfJ 
I- 1'1 
::ï BARD ÃJ 
< < 
:J - 
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Answering your questions about 


A NURSING FUTURE IN 
CANADA'S ARMED FORCES 
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Which Armed Service may I join? 
A nurse may enrol in the Navy, Army 
or Air Force, but she is assigned for 
duty with the Canadian Forces Medi- 
cal Service. 


What is the Canadian Forces 
Medical Service? 
The CFMS incorporates all medical 
personnel of the three Armed Serv- 
ices and is responsible for the health 
and medical care of all military per- 
<;onnel. 


Where would I serve? 
A CFMS nurse may be sent to a 
Canadian military installation any- 
where in the world although nor- 
mally her service is restricted to 
Canada and Europe. 
What types of nursing duties are 
available? 
Nursing includes service In CFMS 
hospitals, including operating room 
and out-patient departments, public 
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health nursing, flight nur<;lng and 
teaching. 
How am I trained? 
On enrolment CFMS nurses are 
taught the responsibilities of an offi- 
cer and oriented to military nursing 
at the Canadian Forces Medical Serv- 
ice Training Centre. 
How can I qualify? 
You must be a registered nurse and 
a current member of a Provincial 
Registered Nur
es' Association, 
single, under 35 years of age and a 
Canadian citizen or other British 
subject with the status of "landed 
immigrant." 
Where can I obtain further infor- 
mation? 
Write, visit or call your nearest 
Canadian Armed Forces Recruiting 
Centre or write to: 
THE SURGEON GENERAL 
DEPARTMENT OF NATIONAL DEFENCE 
OTTAWA 4, ONTARIO 


THE CANADIAN NURSE 
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ANDERSON - BASIC PATIENT CARE 


Here are step-by-step programed instructions in 
the basic nursing techniques all students must 
master. From material introducing the 
tudent to 
her role in care of the patient . . . through pro- 
cedures that attend to the patient's daily require- 
ments. you'll find clear. step-by-step "teaching 
frames" They lead the student firmly and stead- 
ily through: hov. to make beds. move patient... 

erve meals. preserve privacy, avoid unneces
af\ 

train. etc. Each new fact is introduced as ,I 
separate and distinct step. The student is required 
to write the correct answer to a pertinent question 
before proceeding. This affords an immediate and 
effective check on comprehension. plus repetition 


ABDALLAH - NURSE'S AIDE STUDY MANUAL 


This is a complete handbook. geared for use as a 
text in an in-service training program. and also a
 
a personal review guide for the aide. It covers vir- 
tually every clinical hospital procedure an aide 
might be called upon to perform. Miss Abdallah 
gives specific. step-by-step directions on: bed-maJ,illJ,: 
_ taJ,ill!? the pl/Ise, temperature alld respiratioll- 
"w\'illg alld liftill!? patiellts - sterile techlliqlle- 
assistillg with gmtric sllctioll, Im.age, alld feedill!? 
_ care of tile i/JImobilized patiellt, the clzrollicalh 
ill, the termillal case, the child - etc. This text 
material has been tested extensively. proving itself 
both in the classroom and in the hospital. The 
author also provides an introductory section on 
orientation and hospital ethics which acquaint
 


KEANE 6t FLETCHER - DRUGS AND SOLUTIONS 


The confusion surrounding "Drugs and Solu- 
tions" will be immeasurahly clarified for the 
student nurse using this programed text. It is 
organized in short, easy steps, proceeding from 

imple to complex material in a logical manner. 
The authors leach the student a simple. easier 
to understand Ra'io alld Proportioll method for 
calculating dosages and preparing solutions. This 
system clears away the tangle of difficult mathe- 
matical formulas which impede the progress of 

o many student
. Once the proportional method 
is grasped, the student can solve any problem. 
Programing this material has made it even more 
"ccessible and clearly understandable. Fach nev. 



/ 


that imprint
 importdnt facts firmly in the mind. 
The student proceeds at her own pace.limited onlv 
by her under
tanding of the material as it is ple- 
sented. This unique program has been extensivel} 
tested at nursing schools with varied curricula. It 
provides sufficient delail to allow the student to 
function in a real 
ituation once she has com- 
pleted the text. Each unit ha
 d vocabulary list of 
new words, tear-out test sheet
 and instructor's 
checklists. 


By MAJA C. ANDERSON, M.N., Director, School of Nursing, 
State University of New York, Upstate Medical Center, 
Syracuse, New York. 234 pages, 7 1 4" x 10 1 ..", illustrated. 
About S3.55 New-Ready February, 1965 


the 
tudent with training requirement
. correct 
appearance and behavior. hospital etiquette. ete. 
A well-organized section presents basic human 
J.natomy geared to the aide's level and arranged 
according to major body systems. This compre- 
hensive text not only clearly shows the nurse's 
aide exactly how to perform her duties. it also 
gives her a clear insight into her essential part in 
patient care. A large teachillg gllide is also avail- 
able, which gi\'es basic outlilles to follnw alld 
allswers to qllestiolls posed ;'1 the text. 


By MARY C. ABDALLAH, R.N., Formerly In-Serv;ce Director 
of Nurses, Sr. John's Hospital, Oxnard, California. About 
lBO pages, ]'." x 10'..., illustrated. About $3.05. 
New-Ready January S, 1965 


fact is presented in a 
equential step. The evrrlct 
answer must be written, before proceeding to the 
next frame. The student thus gets prompt feed- 
back on her understanding. plus a reinforcing 
effect that fixes important facts firmly in mind. 
You'll find the topics embrace the content of the 
typical Drugs ..;Ißd Solutions (pharmacology n 
course, from IWIterial on Apothecaries' wid Met- 
ric Systems, to Preparing Lar!?e Amollllt.\ nf Svlll- 
tions for Treatmellts. 


By CLAIRE B. KEANE, R.N., and SYBIL M. FLETCHER, R.N., 
both of the Athens General Hospital, Athens, Georgia. 192 
pages, 5
." x ]'..., About $3.05. 
New-Ready January, 1965 


PELLEY - NURSING lis History, Trends, Philosophy, Ethics, Ethos 


Thi.. text closely follows Canadian nursing school 
curricula. It developed from the author's class- 
room lectures at Port Arthur General Hospital. 
:\liss Pelley ski1Ifully combines both nursing his- 
tory and professional adju
tments in this compact 
volume. She begins with a concise account of the 
development of nursing from earliest time
 to th
 
present. The remaining pages are devoted to clear 
and practical di<;cussions designed to help the 
Canadian nur
ing instructor prepare her student-. 
for a nursing career by today's standards. You11 
find a wide scope of interesting topics. ranging 
from patterns of nursing activity in medieval 


Europe to the responsibilit} involved in being .1 
registered nurse. Chapters are devoted to Meetim: 
thl' Spirilllal Need.t vf the Palinlt - Eeu,wmic 
Welfare and Blldgl'tillg - Legal -1 \pects of 
Vllnin!? - Careers ill /I.'lIrsing - l'tC. With thi
 
vital classroom aid the student will gain a fuller 
understanding of Ihe trend
 which have resulted 
in modern nursing - and a solid background for 
the tran
ition to the graduate nurse's dlIlie
 and 
place in her profession. 


By THELMA PELLEY, R.N., Director of Nursing, Stortford 
General HospItal, Stratford, Ontario, Canada. 319 pages. 
5'." x]'." $3.BO. New! 


Gladly sent to teachers on approval 


/ 


w. B. SAUNDERS COMPANY 


West Washington Square, Phila., Pa. 19105 
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The need to care for others 


Always ready to understand, to help- the nurse is 
imbued with the patience and warmth demanded 
of those who aid the sick, the helpless, the very 
young. We are all indebted to the nursing pro- 
fession for its devotion to the needs of others. 


HEINZ BABY FOODS e 
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Sta//ïnfj probtemJ 
In 
nurJÌiUj Service --'" 

 
, 


/1 a key 10 [he incrcwCles 01 scaffing eXlsls, it will be lound 
In the idencification of patienc needs and the kinds and 
amounc of nursing care required to meet these needs. 


vl-\RGAREr \1 ";lREET. M.A 


Statíing of hospital nursing service 
IS an area of great concern to directors 
of nursing and to all who share the res- 
ponsibility for providing safe and ef- 
fective patient care - hospital boards, 
administrators, government. and mem- 
bers of other health professions. The 
hospital has a moral and a legal res- 
ponsibility to provide safe patient care 
and to maintain good standards of ser- 
vice. To accomplish this, an adequate 
number of qualified nursing service 
personnel must be in attendance. 
The nursing staff of any hospital ac- 
counts for 60-65 per cent of the total 
personnel; and salaries for this group 
are by far the most substantial item in 
the hospital budget. This. plus the fact 
that hospital costs are on the increase 
and hospitals have to compete with 
other essential public services for a 
share of the tax dollar result in careful 
scrutiny of staffing by those responsible 
for hospital financing. The implica- 
tions for nursing service are clear. 

urse administrators must trv to assess 
staffing needs accurately and soundly; 
to prepare and justify the budgetary re- 
quest for nursing service personnel; to 
administer the personnel resources wi- 
sely and economically; and to evaluate 
the adequacy of personnel to meet the 
nursing needs of the patients effective- 
ly. It is in the areas of G.'ì.'ìessing and in- 


Miss Street I
 assistant professor. School 
of Nursing. University of B.C. This addres
 
was presented at a meeting for directors of 
nursinl! al the <\ARN convention in 1964. 
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[erpreting staffing needs and evaluating 
the adequacy of staffing that most dif- 
ficulty has been encountered. 


"Necessary Nursing Service" 
Under the Federal Hospital Insur- 
ance and Diagnostic Services Act. as- 
sented to on April 12, 1957, provision 
was made for coverage of "necessary 
nursing service." In the seven years that 
have elapsed since the inauguration of 
the Federal-Provincial Hospital Insu- 
rance Program, no satisfactory defini- 
tion of necessary nursing service has 
been forthcoming. This is one of the 
most crucial questions currently con- 
fronting the nursing profession. To 
whom can government bodies, hospital 
boards, and administrators turn for an 
answer to this question. if not to us, 
the members of the nursing profession? 
And what sources may we tap in an ef- 
fort to find the answer? I believe the 
following to be rich reservoirs upon 
which we can draw: 


1. Official pronouncements of the orga- 
nized nursing profession. national and pro- 
vincial; 
2. nursing service literature and research; 
3. the day-to-day experience of depart- 
ments of hospital nursing service 


Official Pronouncements 
Official pronouncements of national 
and provincial nursing associations in 
Canada offer considerable guidance in 
staffing and administering the hospital 
nursing service. Statements of belief 
have been made about nursinl!. nursinl! 


care and nursmg service; the role of 
the professional nurse; the role of the 
auxiliary nursing worker; principles in 
the utilization of nursing service per- 
sonnel; the role of the nursing !.tudent; 
recommended policies and practices in 
nursing service; current nursing servi- 
ce problems and recommended ap- 
proaches to their solution; present and 
anticipated future needs for nursing 
service; and personnel resources requi- 
red to meet these needs. Surely from 
this rich storehouse of nursing exper- 
ience and wisdom, guidelines could be 
drawn for staffing and evaluating the 
hospital nursing service. 
Because of the uniqueness of the si- 
tuation and the staffing needs of each 
hospital, it is neither realistic nor sound 
for the nursing profession to recom- 
mend quantitative staffing standards 
which would apply to all institutions. 
But it seems both realistic and desira- 
ble that the organized nursing profes- 
sion supply a set of guiding principles. 
Staffing patterns for nursing units could 
then be drawn up within this general 
framework. in relation to the needs of 
each hospital. Would not the develop- 
ment of such a statement of principles 
be a worthy project for committees on 
nursing service. national and lor pro- 

 incial? 
There is abundant evidence that our 
nursing organizations have not been 
apathetic or lacking in a vigorous ap- 
proach to the problems of staffing. But 
the extreme complexit} of the subject. 
the uniqueness of each patient's needs 
and (If each staffing situation. and the 
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limited research in this area - parti- 
cularly in Canada - are in large mea- 
sure responsible for the continuing con- 
fusion surrounding the vitally-impor- 
tant question. "What is necessary nur- 
sing service?'" 


Literature and Research 
Nursing service literature and re- 
search can help the nurse administra- 
tor to assess the staffing needs of the 
hospital nursing service. interpret the- 
s
 needs. and evaluate the nursing ser- 
vIce. 
A steadily growing amount of ]itera- 
ture can be found concerning nursing 
service administration and staffing as- 
pects. During the past two years, a 
Task Committee of the Committee on 
Nursing Service of the Canadian Nur- 
ses' Association has been engaged in a 
review of the literature on staffing the 
hospital nursing service. It is hoped 
that this study may reveal trends in ap- 
proaches to staffing and a composite 
picture of the findings of research. 
Nursing service research in Canada 
has been relatively limited to date whe- 
reas in the United States the volume of 
research in this field has increased 
steadily over the past twenty-five years. 
Research in U.S.A. 
1925-50: In this quarter century. re- 
search related to hospital nursing ser- 
vice centred largely around the deter- 
mination of quantitative standards of 
staffing. expressed in terms of average 
hours of general nursing care per day 
for patients in various clinical services. 
and optimum ratios of supervisors. 
head nurses. and orderlies. Generally 
speaking, standards were derived from 
surveys of existing staff patterns in de- 
partments of nursing of selected hospi- 
ta]s recognized as giving quality pa- 
tient care. Yet. as early as 1937, it was 
recognized that staffing standards 
should be based on assessment of pa- 
tients' needs rather than on current 
practice. In a research report published 
in that year. the recommendation was 
made that the average bedside nursing 
hours provided for patients in the me- 
dian hospitals surveyed be adopted as 
a minimum standard. This recommen- 
dation was accompanied by the follow- 
ing statement: 
The fact that stands out clearly, however. 
is the need for information based upon 
sound investigation of the factors essential 
for organizing and evaluating hospital nur- 
sing service. The recommendation that all 
hospitals provide at least the average num- 
ber of hours of bedside nursing found to 
be available on the median or typical ward 
unit\ is submitted. not because they are 
known to be right. but because from the in- 
formation offered by this study it would ap- 
pear to be a practicable recommendation for 
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the present. The next step is to determine 
what the right number of hours of nursing 
care for various categories of ward patients 
should be. * 
Recommendations were made for 
further studies: 
To determine the average number of bed- 
side nursing hours required for the good 
care of patients on at least the four major 
services: medical. surgical, pediatric, and 
obstetric. in acute general hospitals. 
To determine the kind and amount of 
nursing required by the different types of 
patients with prolonged illnesses. * 
It is significant that the soundness 
of establishing staffing patterns by 
assessment of patients' needs rather 
than basing standards on current prac- 
tice is recognized by many; yet relati- 
vely little progress has been made in 
this direction. 
Gradually, during this ] 925-50 pe- 
riod, the emphasis shifted from a re- 
commendation of set quantitative stan- 
dards of staffing for all hospital depart- 
ments of nursing to a recognition of 
the multiplicity of factors that make 
each department and each hospital 
unique in its staffing needs. The 1950 
Hospital Nursing Service Manual ad- 
vocated that each hospital. depending 
on the factors influencing staffing 
which were inherent in its own situa- 
tion. adopt policies and measures to 
govern its staffing of nursing personnel. 
with particular reference to average gen- 
eral nursing hours required by each 
patient. ** 
1950-64: Main areas of hospital nur- 
sing research in the U.S.A. during the 
past fourteen years are: 
I. Organization of the hospital nursing 
service: 
a. Research in team nursing; 
b. research in progressive patient care 
and its implications for nursing service. 
patient care. etc. 
2. Utilization of nursing service person- 
nel: 
a. Studies of functions. standards and 
qualifications of nursing personnel. pro- 
fessional and non-professional: 
b. activity studies; 
c. studies of the use of floor managers. 
ward clerks. 
3. Staffing: 
a. Studies to determine staffing stan- 


* Committee on Studies. National League 
of Nursing Fducation. A Study of the Nurs- 
ing Service ill Fifty Selected Hospitals. Re- 
printed from Hospital Survey for New York, 
2:355-429. Published by the United Hospital 
Fund of New York, 1937. 


** Committee of the American Hospital 
Association and the National League of 
Nursing Education, Hospital Nur.lillJ? Sen'. 
ice Mallulil. New York. National I eague of 
Nursing Fduc,ltion, 1950. 


dards according to needs of patients in 
various categories according to acuity of 
illness and dependency. 
b. studies to determine the effectiveness 
of various staffing patterns in nursing 
units; 
c. studies of factors in selected institu- 
tions affecting the numbers of nursing 
personnel required; 
d. studies of job satisfaction. turnover. 
and so forth. 
4. Evaluation of Nursing Service: 
Studies to develop criteria bv which to 
evaluate the quality of nursing service ad- 
ministration. 
5. Nursing Care: 
Studies to develop approaches to identifi- 
cation of the needs and nursing problems 
of patients. 
A highly significant research project 
in nurse staffing was carried out at the 
Johns Hopkins Hospital. Baltimore. 
Md. and reported in the May I. 196] 
issue of Hospitals. An article by Ruth 
Preston. a nurse member of the re- 
search team, appeared in the July. 
]962. issue of Nursing Outloo/.., under 
the title, "Add Meaning to Your Ho
- 
pital Census." The purpose of the stu- 
dy was to investigate ways and means 
of matching personnel (and other) re- 
sources to patient needs. In the cour- 
se of the study. much work was done 
in the development of a guide to be 
used by head nurses in classifying pa- 
tients into categories. A checklist was 
also prepared for the daily use of head 
nurses in indicating the components of 
nursing care for individual patients. 
which in turn could be used in their 
categorization. 


Research in Canada 
1945-50: Studies of nursing need
 
and resources were carried out as part 
of provincia] health surveys, prepara- 
tory to the establishment of the National 
Health Grant Program. Outstanding 
among these nursing surveys was that 
directed by Rae Chittick in Alberta. 
1950-64: Formal research projects 
and other nursing service studies car- 
ried out in Canada during this period 
include: 
I. A cth'ity Studies 
a. A study of the functions and activities 
of head nurses in a general hospital was 
carried out by the Research DivIsion of the 
Department of National Health and Welfare 
at the request of the Canadian Nurses' Asso- 
ciation and published in 1954. 
b. Research into better patient care and 
nursing activities was conducted at the No- 
tre-Dame Hospital. Montreal. under the 
direction of J. W. Willard. Director of Re- 
search Division. Department of National 
Health and Welfare. The report appeared in 
The Calladiall Nurse in French. October. 
1957. and in English. December. 1958. 
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c. A tIme and actIVity analysis of the nur- 
,ing personnel on eleven patient units of the 
l niversity HospitaL Saskatoon. was made 
under the direction of Dorothy Hibbert. The 
report was published in 1963. 
d. Nursing activity studies have been and 
Ire currently being conducted at the request 
.)f individual hospitals in Ontario by the 
nursing consultants of the - Ontario HospitaJ 
Services Commission. An interim report ap- 
peared in the March. 1963. i
sue of Cana- 
lian Hospital. 

, Studies b" lndi, idual Hospitals 
J.. A three-year study of staffing in rela- 
tion to patient needs was made at the 
10nt- 
real Neurological Institute. This was report- 

d by E. Flanagan and I. Herdan. in The 
Canadian Nurse. November. 1955. 
b. A survey of nursing service at the Cal- 
gary General Hospital was carried out over 
L penod of one and one-half vears. and was 
reported in an article by G. M, Hall and 
\1. Street, in The Intemational Nursing Re- 
lÏew, October. 1959. 
c. A study was made at the Pearson Hos- 
pital, Vancouver. of the nursing care requi- 
rements for a poliomyelitis unit. It was re- 
ported by E. Paulson and associates. in the 
July. 1963 issue of The Canadian Nurse. 
d. A study was carried out by the nurs- 
109 personnel at the Provincial Mental In- 
,titute, Edmonton. January 2-15. 1964. of 
the nursing needs of 5
9 patients in eight 
female wards. Although the report of this 

xcellent study has not been published to 
date. the writer has been privileged to read 
it and considers it a study of real value. 
particularly because of the attempt made 
to identify the triple level of functioning 
.Lnd consequently the nursing problems and 
needs of this very large group of patients. 
l. Studies of Nursing Care 
-\ well-known study in the area of nurs- 
ing care was that of the experience of eight 
.:ardiac patients during a period of hospi- 
talization. This was conducted by Margaret 
-\llemang. University of Toronto School of 
"Iursing. and reported in The Canadian 
Vurse, 
ugust. 1959 
4. E,'aluation of Nursing Service 
-\s you are well aware. a major research 
project is currently under way. conducted 

y Lillian Campion. Canadian Nurses' As- 
,ociation. The report of this study on eval- 
uation of the quality of nursing service. 
IS awaited eagerly by those responsible 
tor administration of the hospital nursing 
,ervice. 
5. Provincial Sun'evs 
Since implementation of the Hospital In- 

urance Program. in 1957, studies or sur- 
veys of hospital nursing services have been 
made under government auspices in Alber- 
ta and in Saskatchewan. Currently. the Reg- 
Istered Nurses' Association of British Co- 
lumbia and the B.C Hospital Association 
are exploring the possibility of a research 
project in relation to 
taffing of nursing de- 
partments in hospitals of the province. 
From this very brief 0\ erview of 
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nursing service research in the U.S.A. 
and Canada, it can be seen that a fair- 
ly intensive attack has been waged on 
some nursing service problems related 
to staffing. An encouraging beginning 
has been made, both in formal re- 
search and in studies launched by in- 
dividual hospitals, in regard to assess- 
ment of patients' needs and nursing 
problems as a starting point in staffing 
estimations. Our national association 
has developed and is now testing cri- 
teria by which to evaluate the quality 
of nursing service. It must be remem- 
bered that it is a responsibility of a 
professional group - and a mark of 
professionalism - to engage in re- 
search in an attempt to enlarge its 
body of knowledge. We must recog- 
nize. also, that research. by its very 
nature, is slow and painstaking. It is 
also very costly in terms of human ef- 
fort. time and money and must be 
planned with great care and a c1ear- 
cut purpose. Meantime, nursing serv- 
ice problems are acute and pressing. 
We are still in urgent need of an an- 
c;wer to the question. "What is neces- 
sary nursing care?" 
Day-to-day Experience 
A valuable source of information on 
which to base assessment of staffing 
needs and evaluation of the adequacy 
of staffing is, of course. the day-to-day 
experience in the nursing units. This 
necessitates continuous round-the-clock 
supervision and evaluation of the qual- 
ity of nursing service and patient care. 
It necessitates a systematic. continuing 
analysis of problems related to staffing 
and the nursing care of patients. It 
also means that records of this daily 
experience need to be kept consistent- 
ly and analyzed. Since recording is 
time-consuming. and time is a precious 
commodity in nursing service admin- 
istration. careful planning must be 
done by the director of nursing with 
her supervisors and head nurses to de- 
cide the type of data required. and 
how, when, and by whom they wiII be 
gathered and recorded. The Lise to 
which such information wiII be put 
must be pre-determined. 
In many departments of nursing 
service. it is customary to keep a daily 
record of the patient census and aver- 
age nursing hours given to patients in 
each nursing unit. Hours of care may 
be broken down into those given by 
professional and those by non-profes- 
c;ional nursing service personnel. Pro- 
fessional hours may be divided into 
those given by registered nurses and 
those contributed by nursing students; 
numbers of private duty nurses on 
each unit are noted. Limitations in this 
kind of recording are that it often 
makes no provision for indicating the 


acuit) ot patients' illnesses nor the 
kind and amount of care required by 
the patients in a given unit on that 
day. This kind of information is, of 
course. available through reports from 
nursing unit and supervisory rounds. 
Thus the record of average hours of 
nursing care becomes very meaningful 
from the point of view of day-to-day 
administration of the nursing depart- 
ment. However, unless provision is 
made for including data about the 
nursing needs of patients and related 
activities of nursing staff in the rec- 
ord. it may fail to serve a useful pur- 
pose from the point of view of evaluat- 
ing the adequacy of the staffing pat- 
tern in a unit, and preparing and in- 
terpreting the budgetary request for 
staff. 
Another limitation that has been ob- 
served in the recording of average 
hours of nursing care is the lack of 
uniformity from one hospital or de- 
partment of nursing to the other with 
regard to what is included in these 
hours. Such lack of uniformity may 
not be directly detrimental to the in- 
dividual hospital: but it may well pre- 

ent a handicap in statistical studies, 
and in nursing service research. 
Mention was made of the staffing 
research carried out at Johns Hopkins 
Hospital. The writer is impressed with 
the excellence and practical value of 
the tool developed in the study to as- 
sist in identification of patients' nurs- 
ing needs and classification of patients 
on this basis. A checklist of this kind. 
if kept daily by each head nurse and 
analyzed by the supervisor. should re- 
veal a pattern of ward dynamics and 
patterns of patient needs that would 
have definite usefulness in predicting 
staffing requirements on both short- 
range and long-term bases. The value 
of this kind of information in inter- 
preting and justifying the staffing re- 
quests can scarcely be over-estimated. 
Perhaps the consistent gathering and 
analysis of data about patientc;' needs 
would ultimately make it possible for 
the nursing profession to give realistic 
guidance to those responsible for hos- 
pital financing in this country as to 
what constitutes "necessary nursing 
care." 
Through the diligent use of the vari- 
ous sources considered in this paper. 
and through the pooling of experiences 
and problems by those who are re- 
c;ponsible for adminic;tering hospital 
nursing services. progress wiII be made 
toward the goal which we all cherish 
_ "the unsurpassahly excellent care 
of the patient."t 


+ Herman Finer. Admilllstration GIld the 
Nursing Sen' ices, New York The \facmil- 
Ian Company. 1952. p. 26. 
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The Resources of an Organization 
Any urganization, regardless of its 
nature - industrial. commercial, gov- 
ernmental, hospital or otherwise - 
has five basic resources. The role of 
management - supervisors. managers, 
and senior executives - is to use ef- 
ficiently resources to achieve the aims 
and objectives of the organization. The 
five resources are: 
Financial resources; 
material resources (for example, the hospital 
itself, its equipment. its raw material); 
human resources; 
ideas; and 
markets. 
The first four are obvious. The fifth 
when applied to the hospital really 
refers to the patients. This may seem 
to be a rather harsh statement, how- 
ever, the hospital does exist for the 
care of patients and. consequently, the 
sick do constitute the hospital's mar- 
ket. In other words. it can be said 
that the care and cure of illness is of 
course, the first objective of the hos- 
pital. 
The point to keep in mind here is 
that neglect of attention to or lack of 
success 
 with anyone of these five 
resources will. in the long run, hinder 
the ho
pital or any other organization 
in the attainment of its objectives. One 
weak functional area or one weak re- 

ouree weakens all others; that is. a 
chain is only as strong as its weakest 
link. 
Of all the resources at our disposal 
the one requiring most attention and 
greatest skill in handling is the human 
re<;ource. The human resources of any 


Mr. Villeneuve is vice-president. person- 
nel. Johnson and Johnson Limited. Mont- 
real. This article is adapted from an address 
to the Association of Nurses of the Province 
of Quebec. 
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DevelopmeI 


The ability to continuously motivate individuals to maximum per- 
formance is an essential characteristic 01 a manager or anyone 
aspiring to such a role. 


enterprise include all employees, re- 
gardless of their respective positions 
in the organization. Efficient manage- 
ment is first and foremost the manage- 
ment and development of human be- 
ings and not the direction of things. 
Direction of an organization re- 
volves around and includes the human 
clement. This does not mean that the 
attention of the supervisor. manager, 
or senior exe.::utive should be concen- 
trated exclusively on people. ft simply 
implies that the development of human 
resources requires: that both manage- 
ment and employees accept certain 
basic concepts; that there is under- 
standing and application of a method 
or course of action that encourages 
the development of individual talents 
at work; that this plan is carried out 
steadfastly and with sincerity. If prop- 
erly implemented. the end result will 
be a <;harp upward curve in the effi- 
ciency of the organization. 


Basic Concepts 
In order to consider human rela- 
tions or the development of human 
resources in its proper perspective and 
to recognize its contribution to the 
success of an organization. it is neces- 
sary to understand some of the under- 
lying concepts. 
I. Good human relations does not 
imply paternalism or universal happi- 
ness. There must be understanding of 
the needs - physical. psychological. 
intellectual and moral - of individuals 
at all levels. The manager must be 
able to furnish the leadership required 
for fulfillment of the aims and objec- 
tives of the organization. The èm- 
ployee. in turn, must appreciat
 t
e 
problems of management and. assI
t. In 
their solution to the best of hIS ablhty. 
2. There is no real conflict between 
acceptance of this first concept and 


the need to be firm. to maintain and 
demand the highest standards of work 
performance. and to make practical. 
realistic decisions. 
3. Probably the most important fac- 
tor in an individual's efficiency is hb 
mental attitude toward his immediate 
superior. The latter is responsible 
for the creation of on-the-job condi- 
tions conducive to the personal growth 
of the people under his supervision. 
This includes developing in the em- 
ployee a sense of responsibility; initia- 
tive; a desire to excel. It is almost im- 
possible to contribute to the personal 
development of someone unless there 
is a certain feeling of friendship for 
him. 
Having stated these basic concepts 
- and there are several others that 
could be added - we must now clarify 
the method. philosophy. or strategy 
which. when used effectively. permits 
the fullest expression of individual 
talents on the job. 


The Plan of Action 
The creation of an atmosphere with- 
in an organization or department that 
is conducive to personal growth and de- 
velopment is contingent upon certain 
requirements. 
I. Clarification of position or func- 
tion. The most important segments of 
a job should be stated in writing. The 
typical description of duties prepared 
by the supervisor himself or an out- 
side consultant is not sufficient. The 
employee and his superior must sit 
down together and analyze functions to 
be performed. Communication .of t
is 
type helps the employee to vlsua'ILe 
much more clearly his role within the 
departmcnt and the organization as a 
whole. He begins to reali7e that the 
responsibility for his development rests 
squarely on his own shoulders. He be- 
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gins to show initiative and a sense of 
respon!>ibility previously foreign to him. 
2. Establishment of criteria and 
standards of performance. How well do 
vou expect the employee to carry out 
his duties? Have him determine his 
plans or objectives for the year. both 
for his department and for his own 
personal development. Realistically. try 
to set up both qualitative and quan- 
titative standards. 
This intellectual exercise offers de- 
finite advantages. It challenges the 
employee to efficiency and stimulates 
the development of personal talents. 
This challenge is continual. The em- 
ployee knows exactly what is expected 
of him and is free to use his own in- 
itiative. He experiences a great sense 
of satisfaction and tends to set very 
high standards of performance for him- 
self. Finally. he develops an apprecia- 
tion of the principles of professional 
management: planning. organization, 
actuation. and control of hie; activities. 
3. Provision of an opportunity for 
action. In the intenal between the es- 
tablishment of objectives and standards 
of performance and the evaluation of 
progress made, the role of the manager 
assumes prime importance. He should 
not expect too much too quickly. He 
must be intelligent enough to realize 
that mistakes will be made and that 
these should be accepted ",ith good 
grace unless they are obviously stupid. 
Expericnce has proven that an indÍ\ i- 
dual learns much from his errors. 
The manager must show confidence 
in the employee. He must be ready to 
offer encouragement and guidance. At 
the e;ame time he must require high 
levels of performance both qualitative- 
I} and quantitatively. He must insist 
upon the employee making his own 
decisions and allow him considerable 
freedom of action in the carrving out 
of duties. . 
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The manager should not assume du- 
ties that rightfully belong to his sub- 
ordinates. Once having delegated au- 
thority, he should keep his distance. 
He should concentrate on results ob- 
tained and not become preoccupied 
with details of function. Again. you 
cannot help to develop an individual 
as a person unless you hold him in 
high regard. 
..t. Emluation of progress. Perfor- 
mance should be evaluated periodical- 
ly throughout the year in terms of the 
predetermined objectives. Objectives 
should be revised as necessary. At the 
end of the year, evaluation should be 
based on results obtained. 
This method has specific advantages. 
In review of past performance, the 
indi\Ídual justifies what he has accom- 
plished to date and what remains to 
be done; obtains a more intimate un- 
derstanding of his strengths and his 
weaknesses - something he may never 
have possessed previously; seeks means 
of self-development rather than sub- 
!flitting to imposed methods of train- 
mg. 
The manager has the opportunity to 
act as a true leader instead of making 
rash judgments on the good and bad 
qualities of his staff. 
5. ImprO\'ement of indil'idual per- 
formance. Should the employee be 
transferred to another t}pe of work? 
Ie; there a need for a salary adjust- 
ment? Should he be given more en- 
couragement? Should h'ë be given more 
responsibility? 
6. Determination of sources of ac- 
tion. This should be done in consulta- 
tion with the employee. Are you the 
one who can help him or should it 
be someone from oute;ide? Is there a 
specialist within the organization \\ho 
can be approached? Should he not 
perhaps help himself? 
7. Provision of incelltÍl'es and re- 


wards. How much are you \\illing to 
pay him or in what way are you pre- 
pared to recognize improvement in the 
quality of his work? Whatever the in- 
centive prO\ided it must be in direct 
relationship to the results accomplished 
on the job. Results are obained by 
putting emphasis on incentives. 
8. Timing. When are you prepared 
to help him? When are you going to 
take action to improve his perfor- 
mance? 
The concepts and strateg} outlined 
have proven extremely beneficial in a 
number of organizations because they 
are based on a logical conception of 
\\-ork and on a healthy philosophy in 
regard to communication between su- 
pervisors and those supervised. Imple- 
mentation of this method calls for time 
on the manager's part. and intellectual 
maturity on the part of the employee. 
It does offer a solution to 75 per cent 
of the human problems in large enter- 
prises. It produces the finest form of 
communication between supen isor and 
subordinate since it permits the form- 
er to realize departmental aims and 
objectives. and the latter to prepare 
himself for positions of greater respon- 
!>ibility. The best monument that a 
manager can erect to himself and his 
organization is a well-prepared suc- 
cessor (or successors) to replace him 
and carryon his work. 
The development of human re- 
sources. then. is the application of a 
planned attilllde or ...trategy on the part 
of top management. Top management 
must helieve in individual. on-the-job 
de\elopment rather than a mass pro- 
gram. It is the integration of indivi- 
duals within the work: situation in such 
a way that they are productivelv con- 
tributing to the organization's goals 
and at the e;ame time are provided the 
climate in which they \\ ill find sat ie;- 
faction of their persoñal need
. 
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Identifying Nursing Problems 


An aproach designed to help the student plan and provide comprehenm'e nursing 
care. 


"Ne'er look for birds of this year in 
tht: nests of the last." This is the way 
Cervantes, in the novel Don Quixote, 
referred to change. The faculty of the 
University of British Columbia School 
of Nursing can justly echo this state- 
ment since its members are well aware 
of the dynamic state of its basic degree 
program and of the many changes that 
have been made to mould it to its 
present form. They are very conscious 
of the persistent need to re-examine its 
offerings and to make necessary ad- 
justments and modifications. 
In 1958. a significant change was 
made when the University accepted 
full responsibility for the educational 
program provided by the School for 
the basic preparation of professional 
nurses. With this acceptance came a 
reorganization of the curriculum and 
the need for the School to plan and 
provide instruction and experience in 
clinical nursing; previously, such in- 
struction and experience had been 
primarily the responsibility of the hos- 
pital school with which the U.B.c. 
School of Nursing was associated. To 
meet this need. the University em- 
ployed additional faculty members 
whose major functions were in rela- 
tion to the clinical nursing courses 
offered during the second and third 
years of the program. As these instruc- 
tors guided the first class of students 
through the selected learning experi- 
ences, they encountered a common 
problem in their respective clinical 
areas: how could they help students 
plan for the provision' of comprehen- 
sive nursing care? Attempts to solve 


Miss Campbell is assistant professor, 
School of Nursing, University of British 
Columbia. Vancouver, B.C. She presented 
this address at the Canadian Conference 
of University School!' of Nursing held in 
Charlottetown. P.F.1.. in 1964. 
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this have culminated in an approach 
which is now being used to help stu- 
dents identify nursing problems. 
With the inception of the revised 
program six years ago, the faculty 
reconfirmed its belief that nursing care 
plans are a vital tool in the provision 
of comprehensive nursing care. The 
problem arose in helping the students 
develop their plans of care. It was 
decided to try an approach that had 
been used with only spasmodic suc- 
cess with graduate nurse students en- 
rolled in other programs in the School. 
The instructors suggested that the stu- 
dents think in terms of three aspects 
of the patient's care: general. specific, 
and individual. General nursing care 
included the care provided under 
stated policies and standards for any 
patient. It was designed to meet basic 
physiological needs - rest, exercise, 
cleanliness. food. and hydration. The 
objective of specific nursing care was 
to meet the requirements of the patient 
as determined by his diagnosis. It in- 
cluded specific therapies pertaining to 
the control or cure of the patient's 
condition and the nursing measures 
related to the therapy. I ndividllQl nurs- 
ing care was the adaptation of care 
to fit the patient as an individual. This 
approach gave consideration to the 
patient's level of education, culture, 
interests, likes and dislikes, and his 
"pecial needs as a unique individual. 
At first, no single form for the 
nursing care plan was recommended. 
It was suggested that each student 
experiment with format until she found 
one most suited to help her provide 
the best possible care for her patients. 
Soon it was recognized that a prescrib- 
ed form would be helpful. One was 
devised in which the upper half of the 
page was devoted to an indication of 
the general. specific. and individual 
needs of the patient and the problems 


and approach in relation to each need. 
The lower half of the page provided 
for the essential identifying informa- 
tion relating to the patient and for the 
listing of the prescribed medication
. 
treatments. and procedures. 
Several difficulties became evident 
as the students worked with these 
plans. By suggesting that the care of 
patients be viewed in three different 
ways, the instructors were. in effect. 
forcing students to compartmentalize 
their care. The average students met 
the expectations of the instructors fair- 
ly well; but the more alert student 
found it difficult to separate the three 
aspects in terms of comprehensive 
nursing care. It was also noted that 
each instructor interpreted each as- 
pect to the students in a slightly dif- 
ferent way. even though the areas were 
carefully defined. Furthermore. some 
instructors were requiring students to 
complete a certain number of nursing 
care plans as assignments. thus utiliz- 
ing the plan more as a nursing care 
study than as a tool to provide con- 
sistent care. Although the students 
were required to list the needs of pa- 
tients - general. specific. and indivi- 
dual - there was no clarification of 
how they might determine these needs: 
nor was there any suggested way to 
identify the nursing problems. In addi- 
tion. the students were confused as to 
the difference between an identified 
need and a nursing problem. It soon 
became apparent that the instructors 
had to clarify their own thin"-ing with 
respect to nursing care plans before 
they could formulate a method which 
would be of assistance to students. 
In the early stages of the develop- 
ment of the revised program. the in- 
structors were faced with other de- 
mands which took precedence over the 
nursing care plans. One instructor. 
however. was persistent in her attempt" 
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to help solve the problem. After work- 
ing for some time on her own, she 
enlisted the support of a small group 
of faculty members. After a number 
of seemingly non-productive meetings 
in which the discussions were circular 
in direction, always returning to the 
starting point instead of being linear 
to a decision, the intangible and elu- 
sive came into view and it became 
possible to enunciate an approach. 
The following assumptions evolved: 
I. All human beings have basic needs; 
2. certain factors will influence the extent 
to which the individual is able to meet each 
need; 
3. certain sources of data can be used 
to assess the ability of the individual to 
meet each of his needs; 
4. if he is unable to meet a basic need, 
a nursing problem results; 
5. with the nursing problem defined, 
the nurse uses her personal and profes- 
sional resources to plan the approach to 
solve the problem. 
It was recognized that human needs 
can be stated in many ways. To sa- 
tisfy the requirements of this approach, 
the group selected the following needs 
as those which are basic to every 
human being: exercise; rest; sleep; oxy- 
gen; food and water; elimination; pro- 
tection from the environment; sexual 
activity; coordination of body proces- 
ses; affection; achievement; security; 
and relationships. The modifying fac- 
tors in the life situation which would 
influence an individual's ability to meet 
his basic needs were identified as: age; 
culture; emotions; environment; intel- 
lectual capacity; physical capacity; 
pregnancy; sex; and stress. The sources 
of data available for assessing needs 
of patients, in relation to both the 
significant influencing factors and the 
ability of the patient to meet his basic 
needs comprise: the patient's chart, 
particularly the admission information, 
nurses' notes, progress notes, and 
the history record; observation of and 
conversation with the patient and his 
relatives; and the nurse's understand- 
ing of concepts related to the patient's 
stress. The group chose to use Ab- 
dellah's definition of a nursing prob- 
lem. " . . . a condition or situa- 
tion f ace d by the patient or his 
family which the nurse can assist him 
to meet through the performance of 
her professional functions." The ap- 
proach to the solution of each nursing 
problem provides opportunity for the 
nurse to be creative in planning the 
care, which, by the very nature of this 
analytical proce5s, becomes individual- 


· F. G. Abdellah. T. L Beland. A. Mar- 
tin. and R. V. Mathenev. Patient-Centered 
4pproaches to Nan-inf!, New York. 'tac- 
millan. 1961. 
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izcd to meet the nursing problems pre- 
sent because of the unmet needs of the 
patient. 
With the basic assumptions stated 
and clarified, the next stage was to 
decide how and when this approach 
could be introduced to students. It was 
recognized that it would be helpful 
to have students thinking about human 
needs from the beginning of their first 
year in the program. The course in 
anatomy and physiology, which is 
taught by a member of the School 
faculty, was suggested as a possible 
starting point. The traditional body- 
system approach was reorganized to 
meet the requirement.. of this new 
method. It was exciting to see how the 
course could be developed to help the 
students increase their understanding 
of the physical needs of the normal hu- 
man body and the structural and func- 
tional ways in which these needs are 
fulfilled by the body. 
Following a unit on "The body as 
a whole," in which the students are 
introduced to a review of cell and 
tissue structure and physiology, the 
course is divided into eight units. 
1. The body's need for exercise, rest, and 
sleep. This include a study of the essentials 
of body movement: skeletal support, skeletal 
muscle activity, and nervous activity. 
2. The body's need for oxygen. The stu- 
dents study the acquisition of oxygen by 
means of the respiratory organs and its 
transport via the circulation of blood; all 
major aspects of respiratory and circula- 
tory functions are included. 
3. The body's need for food and Water. 
This examines the provision of nutrients 
to body tissues through the processes of 
digestion, absorption, and metabolism. 
4. The body's need for elimination. This 
includes consideration of the formation of 
waste products as the result of digestive 
processes and catabolic metabolism and 
their means of elimination. 
5. The body's need for sexual activity. 
This is limited to a study of the ways in 
which the male and female are structurally 
and functionally equipped to meet their need 
for reproduction. 
6. The body's need for protection from 
the environment. Consideration is given to 
the protective mechanisms: the skin, tem- 
perature control, the special senses; and 
the body's defense mechanisms. 
7. The body's need for coordination of 
its processes. This includes a brief mention 
of previously studied concepts related to 
the integrative functions of the nervous 
system. The emphasis in this unit is on 
the humoral system of communication and 
coordination. 
8. The results of coordination. This in- 
cludes the homeostatic mechanisms involved 
in the maintenance of fluid and electrolyte 
halance and acid-base balance. 
Students are encouraged to identify 


physiological principles applicable to 
the provision of each basic physical 
need. This plan for the teaching of 
anatomy and physiology has been fol- 
lowed for the past three years, with 
each successive class benefiting in 
terms of depth and breadth because of 
the instructor's experience with the 
approach. 
Since the beginning of this approach 
to basic human needs, the instructors 
have evolved a plan, based upon the 
basic assumptions, to help students 
identify nursing problems and provide 
for their solution. In the "introduction 
to nursing" course, which is given 
concurrently with anatomy and physio- 
logy, the students have an opportunity 
to consider the psychosocial needs of 
patients and some of the symptoms 
that may be provoked if these needs 
are unmet: anxiety, depression, and de- 
pendency, and ways in which these 
may be manifested. In the laboratory 
practices correlated with the introduc- 
tory course in nursing, the students are 
encouraged to apply the principles re- 
lated to the provision of basic human 
needs to their practice of fundamentals 
of nursing care. As a summary, they 
evaluate their present level of nursing 
ability in the light of the needs that 
the seriously ill patient is unable to 
meet for himself. Through discussion, 
they are helped to correlate previous 
learnings from classes and laboratory 
pracûces to the demands of anticipated 
experiences in the hospital setting. 
Following the academic portion of 
the first year, the students participate 
in a nine-week course "orientation to 
nursing in hospital." With the excep- 
tion of three or four three-hour labo- 
ratory periods spent at the hospital 
during the academic year, this is the 
students initial contact with patients 
in hospital. During the first week of 
this initial clinical nursing experience, 
the first-year students are introduced, 
in a two-hour class period. to the 
analytical approach to the identifica- 
tion of nursing problems. They are 
asked to recall the basic needs of all 
human beings; then they are asked 
to contribute their ideas about factors 
that might influence the ability of a hu- 
man being to meet his needs. Knowing 
that there are many factors which will 
modify an individual's ability to meet 
his needs, the students are encouraged 
to indicate the sources of data avail- 
able in hospital to help the nurse know 
more about the influencing factors and 
the extent to which a patient is able 
to meet his basic human needs. With 
these data she can thus assess the 
needs of her patients. Time is spent 
considering the observations that a 
nurse could make in relation to spe- 
cific needs. This is time profitably 
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pent as it not only permits students to 
recognize what they already know and 
how they can apply scientific principles 
hut it also reinforces the value of de- 
veloping skill in observation. To assist 
them further in developing observa- 
tional skills, the students are provided 
with mimeographed material which in- 
cludes a list of the physical, psycho- 
social, and biopsychosocial needs, the 
factors influencing the attainment of 
each need, and suggested observations 
that could be made in their assess- 
ment. The students then proceed to 
the identification of nursing problems 
and the preparation of a plan of care. 
The nursing care plan presently in use 
provides space for indicating the essen- 
tial identifying information related to 
the patient and a definition of the ob- 
jective of nursing care. In the three 
columns headed need, problem, and 
approach, the student notes the pa- 
tient's unmet needs, the resulting nurs- 
ing problems. and a suitable approach 


to the solution of each problem. The 
approach includes, in addition to nurs- 
ing care, any medications, treatments, 
and procedures designed to alleviate 
the nursing problem. 
One method that has been found 
useful in helping students develop the 
concept of nursing problems is to 
have them make up a nursing care 
plan for a hypothetical patient. By 
letting them contribute the necessary 
information related to a newly ad- 
mitted patient assigned to their care, 
and by finding out where they would 
seek the data, the instructor is rein- 
forcing their learning in relation to 
influencing factors and sources of data. 
With the information they would re- 
quire to formulate a plan of care, they 
are then able to take each human need, 
decide whether it mayor may not 
be met by the hypothetical patient and, 
if it cannot be met, what the nursing 
problem would be and what approach 
they would use. 
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Such a hypothetical patient might be a 
32-year-old mother of three children who 
has been admitted to hospital with a diag- 
nosis of "bronchopneumonia." Knowing thi, 
patient's stress factor and the clinical mam 
festations it would produce. and knowing 
the family constellation of the patient. one 
would anticipate that she would have dif- 
ficulty meeting her need for rest. Two 
nursing problems would be "cough" and 
"anxiety related to her family." Further 
contact with the patient would confirm or 
change thIs assessment of the need for res I 
The approach to be used in nursing care 
would include measures to allay her anxiet} 
and to reduce the irritation from the cough. 
while at the same time assisting with ex- 
pectoration of sputum It would be anti- 
cipated that in relation to the need for oxy- 
gen. the patient's nursing problems would 
include "pain on inspiration" and "dyspnea 
aggravated by exertion." Therefore, in plan- 
ning nursing care, the nllrse would provide 
splinting of the chest wall to edse the pain 
while coughing. She would note the best 
position for the patient and would suggest 
that activity and conversation be limited 
Two nursing problems one would expect to 
be associated with the need for protection 
would be "dry mouth and lips" and "di- 
aphoresis." On the nursing care plan. the 
approach to the first problem would in- 
clude: frequent mouth wash; lubricant to 
lips (indicatil'g the patient's preference): 
and encouragement of fluid intake. again 
indicating the patient's likes and dislike, 
with respect to fluids. The second problem 
could be met by noting the specific nursing 
care required to protect the patient from 
chilling. 
Thus the first year students, equip- 
ped with some knowledge of a scien- 
tific method of assessing patients' need
 
to identify nursing problems, are ready 
to develop those skills which are basic 
to the planning and provision of com- 
prehensive nursing care. 
During the clinical nursing courses 
that make up the second and third 
years, guidance is provided to in- 
crease students' skills in assessin!! 
needs and to help them incorporat
 
into plans of care, approaches which 
connote their enlarging concepts ot 
nursing care. During the second year. 
they are required to use the SchooJ'
 
form for a nursing care plan to en- 
courage a scientific approach to the 
identification and solution of nursine 
problems and thus ensure that th
 
more subtle as well as the obviou
 
problems will be identified. By the 
third year. less emphasis is placed on 
the form itself: students are assisted 
in adapting their plans to the particu- 
lar form utilized bv the ward and 
usually incorporated "in the team Kar- 
dex. 
And now to the fmure. The instruc- 
tors who are responsible for the clini- 
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cal nursing coursö realize that the) 
have only begun the exciting explora- 
tions that can help them guide stu- 
dents toward the identification and 

olution of nursing problems. Certain 
areas, where there is duplication or 
where there are obvious gaps, require 
further study. One omission relates to 
spiritual needs. The guide prepared to 
help students assess the needs of pa- 
tients outlines the physical. psychoso- 
cial. and biopsychosocial needs of pa- 
tients but does not mention spiritual 
needs. When planning nursing care. 
students are reminded that they should 
consider and try to meet these needs 
also. Their studies of patients from 
varous cultures have helped to increase 
their appreciation of different religions 
and of the tenets and rituals that pro- 
vide solace and security to members 
of many religious faiths. No attempt 
has been made to define in writing 
what is meant by spiritual needs nor 
what observations would suggest that 


In order to start any argument among a 
group of people. the topic of married work- 
ing women only needs to be mentioned to 
let out a flood of contradictions. prejudices. 
falsehoods. and stereotyped arguments for 
"bringing the women back to the home. to 
toil in front of the stove and mind the 
kids." What are the facts? What is the pres- 
ent trend in Canada? 
In 1963, 1,858,000 women were in the 
labor force, comprising 28 per cent of our 
total labor force. Of these women roughly 
half were married, 40 per cent single. and 
10 per cent were widowed. separated or 
divorced. .. The majority. . worked in 
five broad occupational groups: I. clerical 
work - 30%; 2. personal services - 23%: 
3. professional services - 15%: 4. manu- 
facturing - 11%; 5. commercial occupa- 
tions - 10%. The balance were scattered 
among other occupational groups. 
Canada falls a little below the average 
of employed women compared to other in- 
dustrialized countries. Its percentage is 
lower than in the United States. and in four 
European countries. 
Women work for many reasons: for 
money. prestige. the chance to serve the 
community. the desire 10 broaden their hori- 
zons; out of boredom or dislike for house- 
keeping; to reach long-range goals: even for 
a sense of power. Some women. especially 
professional people. have a sense of doing 
\omething important. eithe for themselves 
or for others. Some women gain deep emo- 
tional satisfaction from their work in terms 
of glamor or excitement. or perhaps merely 
In terms of e
cape from the routine of 
housework 
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these needs have not been met. Per- 
haps it might be wiser to avoid com- 
partmentalizing human needs into phy- 
sical, psychological, biopsychosocial, 
and spiritual and to think of them all 
as basic human needs. In this context 
one could think of spiritual needs as 
being an integral part of all human 
needs, as permeating the basic needs 
of human beings and as being mani- 
fested in varying degrees of intensity 
by different individuals and in differ- 
ing circumstances. As each basic need 
is being met, the extent to which con- 
sideration has been given to its spirit- 
ual aspect will make the difference 
between a partially and a wholly sa- 
tisfied person, recognizing the totality 
of the individual. Further study is ne- 
cessary to test this hypothesis in order 
to determine if this is a valid approach 
to the realm of spiritual needs in the 
context of nursing care or merely a 
way of evading a problem which has 
not received its merited attention and 


WOMEN WITH TWO CAREERS 


The working wife, despite her numbers, 
is a relatIvely new social phenomenon and 
still in the minority. About three times as 
many North American wives do not work. 
\nd they tend to be sharply critical of their 
iob-holding sisters. 
Researchers gave 250 housewives. mostly 
between [the ages of] 25 and 44 and of 
whom one-third held jobs, a list of 16 rea- 
sons for wives working. The reasons ranged 
from "for the categories of life" to "dislike 
housekeeping." Four categories were set up: 
women with no children. with preschool, 
grade school and high school children. 
Women approved of a wife's working if: 
I. her husband agreed: 2. she had no young 
children; 3. she was working to contribute 
to family needs or goals rather than for 
purely personal reasons. Ranked highest as 
family goals were: improved living stand- 
ards. payment of debts, buying and furnish- 
ing a home. helping to support elderly 
relatives. Ranked lowest as reasons in every 
category were a woman's desire to use _ her 
education and her dislike for housekeeping. 
When a wife had preschoolers. the only 
reasons a majority accepted for her working 
were: to buy necessities, to payoff debts 
.md to help her husband complete his edu- 
cation Only about 40 per cent. . thought 
a women had a right to work for personal 
desires even when her children were of high 
school age. 
In a historic study of 1.000 children. 
Sheldon and Glueck. experts in delinquency, 
found there was just as high a proportion 
of juvenile delinquents in the families of 
nonworking mothers as of working mothers. 
The largest percenta(te of delinquents came 


\\ hich therefore demands careful and 
direct consideration to ensure more 
than lip service to this essential aspect 
of nursing care. 
This has been a description of one 
approach to the identification of nurs- 
ing problems. Probably the major 
achie\<ement directly related to the use 
of this approach has been the students' 
growth in their ability to plan com- 
prehensive nursing care. It has been 
encouraging to watch them integrate 
their previous learnings as they de- 
velop skills in observation. It has been 
rewarding to see them become more 
critically analytical in their treatment 
of data. It has been exciting to observe 
the emergence of creativity in their 
approaches to nursing care. For the 
faculty working with these students 
there has also been evidence of growth, 
with each successive class providing 
the stimulus for further exploration 
and refinement of this approach to the 
identification of nursing problems_ 


from families where the mother worked ir- 
regularly. Children whose mothers worked 
part time made better adjustments than 
children whose mothers worked either full 
time or not at all. This was especially true 
of middle class families. A mother's em- 
ployment has no direct effect on her child.s 
love for her. on his schoolwork or on his 
health . 
Why isn't the raising of a family enough 
to give direction and purpose to many wo- 
men's lives? 
1. Raising a family takes a very small 
proportion of a woman's adult life. A large 
percentage of North American women are 
through with child-bearing before their 
thirties. Say ten years. from earlv twenties 
to early thirties. will see the last of three 
children in school. One's working life is 
45 years plus. What of the rest of these 
years with 25 working years ahead of her? 
2. \Voman's maternal role is of course an 
important factor in her life and personality 
and work. But it is one part of her life. 
3. By concentrating all her efforts on her 
husband, children and domestic work. a 
mother may actually be more likely to fail 
as wife and mother than if she also had a 
life as a human being in her own right. 
If a woman knows why she wants to 
work and has... decided that the advan- 
tages outweigh the disadvantages. then she 

hould be able to work without the burden 
of guilt that afflicts so many working wives 
and mothers. - BENJAMIN SCHLEStNGER. 
assistant professor, School of Social Work. 
University of Toronto. E"\:cerpts from an 
article published in Canada's Health and 
Welfare. Sept and Oct. issues. 1964. 
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Acceptance of the indi\'idual and her 
behm'ioT is the key to slIccessflll IlI/rsl1lg of 
a patient with a manic depressive reaction. 


ELIZABETH DOBBS 


Mrs. Paul, forty-one yedrs of age, 
was admitted to the psychiatric unit 
with a diagnosis of manic depression. 
I met her shortly after my rotation 
to the ward and felt rather unnerved 
by her appearance: She was a striking- 
looking woman, tall, with glossy black 
hair and aristocratic features. Her eyes 
appeared large, dark and fearful, and 
flitted constantly from obect to object. 
I was reminded of a hunted animal 
searching desperately for a place to 
hide from its pursuers. 
I was drawn to this patient imme- 
diately, because I felt sorry that any 
human being could feel so miserable. 
and partly because I wanted to help 
her in some way. How? I did not k.now. 
Mrs. Paul was not often assigned 
as my patient, but I made a point of 
visiting her frequently. She presented 
a classic example of manic depression. 
She was extremely depressed and 
tense; she exhibited marked slowing 
of psychological and physiological 
functions; any physical effort caused 
her to become fatigued. She lay on her 
bed most of the day, seemingly too ex- 
hausted to even lift her head. Other 
signs of her depression were anorexia 
and insomnia. 
The fatigue of a severely depressed 
patient is an expression of her mood, 
i.e., it does not have physiological 
causes. This fatigue reduces the pa- 
tient's ability to perform even minor 
tasks. Feelings of guilt and worthless- 
ness are part of all depressions and 
being unable to cope with everyday 
activities increases their intensity. Mrs. 
Paul did not actually verbalize such 
feelings to me since she had difficulty 
relating with others and expressing her- 
self while in this depressed state. Be- 
cause the world appears such a dark. 
hopeless place in the eyes of a de- 
pressed patient, the risk of suicide is 


Behavior - Cent red 


Stull} 


Miss Dobbs was a second-year student 
at The Montreal General Hospital School 
of Nursing when she wrote thi this study. 
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always present. The nursing staff was 
warned by the psychiatrist that Mrs. 
Paul did have suicidal thoughts. 
My relationship with Mrs. Paul was 
not progressing according to plan. My 
attempts to be understanding. em- 
pathetic, and a good listener did not 
appear to be doing either of us much 
good. She did not talk to me, beyond 
brief, extremely polite replies to ques- 
tions I ventured. I was quite discour- 
aged. Looking back, I see now that 
this siutation was largely due to her 
extreme difficulty in relating to others, 
a symptom of her depressed state. She 
smiled almost continuously but it was 
a forced, unnatural smile. Her eyes 
gave her away, making the smile more 
of a grimace. Because of her exhaus- 
tion, the doctor recommended that she 
be allowed to remain in bed. She slept 
very little, just lay on the bed looking 
tense and preoccupied with her 
thoughts. I often had the feeling that 
she resented my intrusion upon her 
privacy. 
The following interaction, occurring 
dbout ten days after our first meeting, 
is typical of our conversations during 
her depressed period. 
Patient is lying in bed with covers 
pulled arounJ her. She smiles brightly. 
but falsely; her eyes dart about with- 
out focusing on me. I enter the room 
quieti} with what I hope is a kind. 
understanding expression on my face. 
Hello. 1\'frs. Paul. 
I say this in a confident tone of 
voice, refraining from saying "good 
morning" as I am certain there is no- 
thing good about it to her. 
The patient returns my greetings in 
a barely audible voice. She is twisting 
the sheets and moving her hands pur- 
poselessly. Every now and then our 
glances meet and she immediately looks 
away. I remain silent, conscious that 
she is ill at ease. Her obvious tension 
is making me anxious because I won- 
der what there is about me that brings 
forth this reaction. The silence persists. 
[ begin to feel that the patient lacks 
confidence in me because I am a stu- 
dent. Finally. [ break the silence. 
How are things going today? 
I thought I should say something 
to help put her at ease and to show 
my interest. [ believed this question 
was preferable to "how are you?" 
Oh. the same. I'm l'ery tired. 
She stops talking and an almost 
frightening smile appears on her face. 
[ nod sympathetically. The smile both- 
ers me but I smile back because [ don't 
know what else to do. I try to let her 
know that I accept and understand her 
behaviot - but do I really? 
Tired? 
By repeating her remark, I hope 
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Nursing plan for patient while in depressive stage 


to encourage her to elaborate her feel- 
ings without seeming to pry. She con- 
tinues to affect "nervous" mannerisms. 
Finally, she states, rather apologetical- 
ly: 
Yes, I just cannot sleep. I find it an 
effort to even get out of bed. Maybe I'll 
get up and go to the cafeteria to-morrow. 
I detect this apologetic tone and 
feel guilty. Am ] the cause of this? 
Perhaps. unconsciously, I feel that she 
is just being lazy - and this feeling 
is being transmitted to her by my man- 
ner. By saying "maybe I'll get up and 
go to the cafeteria to-morrow," Mrs. 
Paul is, in a \\<ay. atoning. Trying to 
be gently encouraging, I reply: 
That would be nice for you, Mrs. Paul, 
if you feel up to it. 
Mrs. Paul remains silent. She is be- 
coming more and more agitated by my 
presence. I feel very tense myself and 
[ realize that she must be aware of 
this. Now I am looking everywhere. 
Finally. after a silence that seems to 
last forever. I ask. 
Can I get you more juice. Mrs. Pdul? 
This is probably not the best thing 
to say, even though I know she is to 
be encouraged to "push fluids." By 
asking her if I can get her juice. I 
am anticipating ha needs. I knew she 
disliked asking for anything. but per- 
haps it would have been wiser to have 
encouraged her to verbalize her needs. 
Mrs. Paul looks directly at me. 


Yes. thank you - if its not too much 
trouble. Don't do it if its not your job. 
This remark tells me that she feels 
unimportant and worthless and does 
not want to bother anyone. 
I'n be glad to get you some. 
By getting juice for the patient, I 
feel more comfortable - because I'm 
actually doing something for her. I re- 
turn with the juice but am still reluc- 
tant to leave. She is making me feel 
inadequate because I can't meet my 
own needs by meeting hers. Finally, 
she asks: 
Will you please leave now. Miss Dobbs? 
I think I'II nap. 
She turns in bed so that her back 
is to me. 
All right. Mrs. Paul. I'll be back to 
see you after your nap. 
I leave the room, feeling dissatisfied 
with the situation. I was not surprised 
by her request. since she had reported- 
ly asked many nurses to leave the 
room. Still. it is an obvious di,;missal 
and I feel hurt. At the same time. I 
am relieved that I can leave. 
] should not be hurt by this dis- 
missal. My feelings indicate that I am 
not really accepting her behavior as 
part of her illness. Also. I am concen- 
trating too much on my own, rather 
than on the patient's discomfort. To 
compensate for these negative feelings, 
I try to show that I do not reject her 
by stating that I will return. 
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Gradually, Mrs. Paul emerged from 
her depression. Her fatigue decreased 
and she began taking short walks up 
and down the corridor and, finally, to 
the cafeteria. She found a companion 
in Mrs. Smith, another patient on the 
ward. and the two of them spent long 
hours in conversation. I often joined 
them in somewhat superficial discus- 
sions about clothes, travel, and books, 
and the atmosphere was a relaxed, 
congenial one. I was encouraged by 
subsequent conversations wIth Mrs. 
Paul as she was beginning to discuss 
some of her feelings with me when we 
were alone. She spoke inteHigently and 
I found her to be a gracious and charm- 
ing person and believed that she was 
progressmg well. 
<\bout this time, I had five days 
off duty, so I was out of contact wIth 
her. I returned to learn that she had 
passecl through the phase of "normal- 
cy" and was now manic. I was as- 
rounded by the change: 5he was very 
hyperactive. physically and mentally; 
she was continuously on the move, 

urrounding herself with all kinds of 
projects and loud music; her room 
had become an unbelievable clutter 
of half-completed projects. scattered 
newspapers. clothes and dishes. She 
seemed typical ot a manic depressive 
patient ;n a manic phase. She gave 
the impression of being very happy, 
almost exuberant at times; however, 
she was easdy irritated by relatively 
minor incidents, often becoming rude 
and abusIve. 
At first glance. she .,eemed to be 
productive; but, on closer observa- 
tIon. 1 noticed that she was unable to 
complete one project or task. This 
.'flight of ideas." a characterIstic of 
manic reaction. certainly appiied to 
Mrs. Paul. She talked about seemmgly 
unrelated topics; she would begin to 
ask a question. then one word would 
suggest another idea and launch her on 
to another subject, only tenuously con- 
nected with the first. 
She had little sleep, often awakening 
in the middle of the night to play re- 
cord!>. sing .lnll to carryon a number 
of other inappropriate early A.M. acti- 
vities. She did unusual things. such as 
smoking cigars and pipes and ordering 
eight dollars worth of chicken in the 
middle of the night. She had expansive 
ideas about organizmg a musical pro- 
duction for the other patients. All these 
activities are typical of those exhibited 
by the manic patient. 
The following interaction occurred 
while I was working on the night shift. 
Mrs. Paul was scheduled to have elec- 
troconvulsive therapy the next morning. 
I was making rounds about 3:00 A.M. 
and as I walked into her room, flash- 
light in hand, I was surprised to see 


her preparing a cup of tea - havmg 
boded the water with an electric im- 
merser. 


Mrs. Paul! What are you doing? 
(1 had a good idea.) 
Patient looks up. startled. 
Oh. Miss Dobbs, I'm sorry - I forgot. 
Here, we'll throw It away! 
She dashes to sink and throws con- 
coction away. 
Do you like Harry ßelafome? 
She puts record on turn-table, bursts 
into song, lights cigarette and com- 
mences to rearrange papers scattered 
on the bed. 
1 was surprised and slightly annoyed, 
since I had reminded her. half an hour 
before. not to eat or drink and had 
explained why. I pick up immerser. 
Do you mind if I take this and return 
It to you after your treatment? 
I dislike having to remove the im- 
merser since it seems dictatorial - 
and I hate to treat her like a child. 
You don't trust me. Everyone here thinks 
I'm a nut just because I like people and 
smile and laugh. I'm a 
'ery happy person. 
It is true - I do not trust her. I 
fear she might eat and drink if she 
has the opportunity so that she will not 
have to receive E.c.T. - which she 
fears. j do not want her to feel that I 
distrust her, so 1 remind her that she 
has received sedation earlier that eve- 
ning and might forget that she is not to 
eat or drink. She interrupts me without 
seeming to notice what I have said. 
No one understands me. It.s not your 
fault. Dr. Murray shouldn't have removed 
my phone. I have an important call to make 
/lOIV. Wi!I you please get my phone? 
She is becoming more and more ex- 
cited (and I am feeling a bit "hyper" 


NURSING CARE 


myself, just being with her). I feel an- 
noyed, but struggle to remain calm. I 
say, tirmly: 
No, Mrs. Paul. you cannot phone anyone 
at 3:00 A.M. Please get into bed and I'll 
give you a backrub. 
l figure you can never go wrong 
with a backrub! 
Mrs. Paul ignores my remarks, picks 
up her record albums and starts toward 
the door. 
I'm going to take these records to Mrs. 
Smith. 
1 feel I have lost control of the sItua- 
tion and am angry with the patient for 
putting me in this position. I am trying 
to suppress these feelings when I 
should realize that they are quite na- 
tural and accept them. Again, I am 
losing sight of the fact that this be- 
havior is part of her illness. 
I gently guide her back to bed. ex- 
plaining that her friend Mrs. Smith 
is asleep. She raises no objectIons, hops 
into bed. face down, in the midst at all 
the records, books and papers. I pro- 
ceed to rub her back. 
I lm'e this music. 
With this remark. she reaches over 
and turns the volume higher. I turn 
the volume low. but she doesn't seem 
to notice. 
I feel relieved and less tense. While 
giving the backrub. 1 have time to Iden- 
tify my feelings. Mrs. Paul has become 
quiet - also a relief. 
After the backrub, I say "goodnight" 
to the patient, assuring her that I will 
look in on her later. I pick up the im- 
merser and leave the room. 


Blind Spots 
I. I had a blind spot in my inter- 
action with Mrs. Paul because I did 
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Nursing plan for patient in manic stage 
THE CANADIAN NURSE 



not really accept the principle all be- 
havior is meaningful. I kept waiting 
for the patient to make me her con- 
fidante. thus overlooking smaller in- 
cidents which were nonetheless mean- 
ingful. 
2. A blind spot was in the form 
of my anxiety. In every interaction 
with this patient. I was conscious of 
remembering what was said. how she 
reacted. how I reacted. This reduced 
the spontaneity and may have been 
conveyed to her. 
3. Initially. I had a blind spot in m
 
whole attitude toward mental illness. 
I thought that to be mentally ill was to 
be weak-willed; that a person should 
be able to prevent mental illness just 
by "putting their mind to it." I have 
since changed my opinion about this. 
4. While Mrs. Paul was in the man- 
ic phase. I heard a report that she was 
doing bizarre things and bemg difficult. 
I looked for these things instead of 
observing. then deciding for myself. 
5. I was concentrating too much 
on my own needs. 


Nursing Care 
A cceptance of the patient and her 
behavior is. of course. the key to suc- 
cessful nursing in both the depressed 
and manic phases of this illness. 
In the Depressed Stage 
Nursing care can be planned ac- 
cording to Maslow's hierarchy of needs. 
Mrs. Paul was so depressed that she 
could not meet her own basic physio- 
logical needs. It was thus necessary for 
the nurse to stay with her as much as 
possible during meal time to encourage 
her to eat. It is rather unpleasant to eat 
alone at the best of times so the need 
for this patient to have company is ev- 
ident. Providing between-meal snacks, 
such as high protein milkshakes. also 
helped to maintain the patient's nu- 
tritional requirements. 
The doctor advised the nursing staff 
to allow Mrs. Paul to remain in bed. 
if she wished. because of her exhaus- 
tion. Nembutal gr. IV:? q.h.s. was or- 
dered to induce sleep. Basic nursing 
measures. such as giving backrubs and 
providing a quiet environment conduc- 
ive to sleep. were employed at night. 
Because the patient was almost im- 
mobile. plus the fact that muscle tone 
is often decreased in depression. she 
tended to be constipated. For this 
reason it was necessary to provide 
fluids that she liked and to encourage 
her to drink. 
Mrs. Paul had to be encouraged to 
maintam her hygienic standards during 
this depressed stage. Although thi
 
is not a basic physiological need. it is 
important. If a person feels unclean 
and unkept. she will find it difficult 


VOLUME 61. NUMBER 2 


to have self-respect. Although self- 
respect is high on the hierarchical lad- 
der it is necessar) to start somewhere 
in restoring this. 
The next step to consider is security. 
The nurse must keep in mind, at all 
times, the suicidal risk for the depres- 
sed patient. \\ e were informed that 
Mrs. Paul had suicidal thoughts so we 
had to watch her as unobtrusively as 
possible. She was on "special observa- 
tion" which meant that her nurse 
would visit her every 15 minutes. This 
protected her from herself. It was es- 
sential for the patient to feel that she 
was in safe. consistent environment. A 
reasonabl) strict routine set by the 
nurses helped Mrs Paul feel more 
secure in that she knew what to expect. 
The next goal is love - in this case 
meaning belonging and acceptance. The 
nurse must first identify and examine 
her own feelings before she can gen- 
umely accept any patient. Mrs. Paul 
desperately needed to be liked and ac- 
cepted on her own terms. This need 
was best met by the nurse visiting her 
frequently and allowing her to be her- 
self. The patient should never feel that 
she has to make conversation merely 
to please the nurse or make her more 
comfortable. 
Although Mrs. Paul appeared indif- 
ferent to the nurse's presence, the lat- 
ter should not have felt discouraged. 
Eventually. the patient would feel that 
perhaps she "wasn't so bad after all" 
if the nurse wa., interested enough to 
keep visiting her. It was important to 
remember that Mrs. Paul already felt 
worthless and was sensitive to further 
rejection. 
Gradually. at the nurse's discretion. 
Mrs. Paul was encouraged to further 
activity: first. a walk with the nurse 
in the corridor; then. eating in the 
caft:teria. It was important that this 
patient be allowed to progress socially 
at her own pace. 
In the Manic Stage 
When Mrs. Paul emerged from her 
depression and went into the manic 
phase. her nursing care had to be re- 
vised. If unrestricted. she would have 
worn herself out. physically. in a mat- 
ter of days. To prevent this. her doctor 
ordered that she be confined to her 
room. At first this was difficult to en- 
force since she was so hyperactive 
that she just could not remember. The 
nurses had to adopt a kind but firm 
approach in reminding her of this re- 
striction. It was important that all the 
nursing staff be aware of this and con- 
sistent in enforcing it. 
The nurses had to set limits for Mrs. 
Paul and stick to them. Because she 
phoned people at all hours. her tele- 
phone privileges were limited to two 


hours a day. She accepted this quite 
well but became reluctant and hostile 
about giving up the telephone if she 
sensed hesitancy in the nurse who 
came to remove it 
Because of her hyperactivity. the 
patient had to be firmly persuaded to 
eat her meals. Persuasion was also 
necessary for retirement at night. Be- 
cause of this mental and physical hy- 
peractivit}. stimulating situations had 
to be avoided. For example. the nurses 
refrained from mentioning subjects that 
the patient was known to become e},.- 
cited about. At the same time she had 
to be allowed to express her feelings 
since a deep-seated feeling of inade- 
quacy and worthlessness was at th{" 
bottom of this euphoria. Even though 
the patient was hyperactive, it was es- 
sential that the nurse remain calm and 
cool. It was better to leave her. saying 
you would return within a specified 
time. than to stay if you became ex- 
cited yourself. 
To help control Mrs. Paul's over- 
active behavior. she was given 600 
mg. of Largactil daily plus 250 mg. 
of Nozinan. On such large doses of 
Largactil. constipation and dryness of 
the mouth are often side effects. For 
this reason, the patient required a high 
fluid intake. 
During this phase, Mrs. Paul was un- 
commonly sensitive to how the nurse 
reacted to her. It was most important 
for the staff to avoid showing any 
feelings of annoyance. Acceptance of 
the fact that it was her illness that 
made her somewhat obnoxious and 
difficult to control. made it easier to 
care for her. 
A nursing care plan for Mrs. Paul 
helped to provide consistency of ap- 
proach. A good plan acts as a guide 
and is a means of communication be- 
tween doctor and nurse as to how the 
doctor wishes the patient to be treated. 
For example, it may be beneficial to 
encourage one patient to socialize. but 
it could be harmful for others. With- 
out some means of deciding. the nurse 
would be at a loss. There 
would be a 
tendency to take the same approach 
with all patients. A nursing plan. de- 
vised for each individual. eliminates 
this possibility since it provides clues 
to the person's individual likes. dis- 
likes and needs. 
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1\. Lux-Opaque Tervlene Taffeta · Style #0732 · Color: White, Blue and Aqua 
· retail $13.98 Combed Wash and Wear Plaid Weave · St
-le #O;J32 · retail $10.98 
White only · Short Sleeves · Sizes 6-18 
B. Lux-Opaque Terylene Taffeta · Style #0746 · retail $14.98 Lu"Xurious Combed 
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NURSING 


OF 


CHILDREN 


An outline of a pediatric program. 


....IRsn/',E BLCKLAI'-D 


Students of The Vancouver General 
Hospital school of nursing diploma 
program receive theory and practice 
concurrently throughout the three-year 
course. A IS-week experience "nurs- 
ing of children" is included during 
the latter half of the second year. Be- 
fore entering the pediatric department, 
students receive experience in general 
medical and surgical nursing, operat- 
ing room, and normal maternal and 
newborn care. 
The Health Centre for Children in 
this hospital contains 210 beds for the 
care of acutely ill children. Children 
up to the age of 16 years are admitted 
from all parts of the province because 
of the available facilities. Students are 
able to care for or observe children 
with a majority of the childhood con- 
ditions and diseases. 
The objectives of the program are 
based on the premise that knowledge 
of the weU child is preliminary to car- 
ing for the sick child; that the patient 
is primarily a child and only second- 
arily, a sick child. By the completion 


Mrs. Buckland is pediatric instructor. The 
Vancouver General Hospital School of 
'\:ursing. B.c. 
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of the program, the student should 
have: 
J. Developed an understanding of the 
growth and development of the normal 
child from birth to 16 years; 
2. developed an understanding of the 
sick child through an appreciation of the 
effects of illness on the child and a knowl- 
edge of the common childhood illnesses; 
3. developed basic skills in observing and 
nursing the sick child; 
4. gained an understanding of the im- 
portance of the development of good phy- 
sical and mental health habits in childhood: 
5. increased her skill in communication 
and health teaching by working with the 
child and his family. 
To accomplish these objectives. each 
student receives 12 weeks' experience 
in the Health Centre for Children - 
eight weeks with children under and 
four weeks with children over six \ears 
of age - usually in both a médical 
and a surgical area. Later. in the same 
term. she receives three weeks' experi- 
ence with children during a community 
health assignment that includes: a 
week with children in a nursev school; 
a week with a public health -nurse of 
the Metropolitan Health Committee 
of Greater Vancouvcr spent visiting 


.-... 


. 


. .Or 


/r 


schools, child health centres, prenatal 
classes, and school or postnatal home 
visits; and a week in the children's and 
women's outpatient clinics. During one 
of her rotations. she spends several 
da}s in the play therapy department 
of the Health Centre for Children. 
Theory during the 15 weeks is pre- 
sented in fonnal classes. through dis- 
cussion groups. and by films, for four 
hours each week. The community 
health classes cover three main topics: 
play therapy and the use of play b} 
the child; the handicapped child. his 
adjustments to family and community. 
and community agencies available; and 
pre- and postnatal teaching for new 
mothers. including the services avail- 
able in these fields. Films used in con- 
junction with these classes include: 
"A Study in !\.laternal Attitudes." 
"Community Health in Action." and 
"A Long Time to Grow" (Parts I 
and 11). 
Field trips to community agencies 
usually include: the Cerebral Palsy 
Centre for Children; Sunny Hospital 
for Children. chronic care; Jericho Hill 
School. for blind and deaf children; 
Woodlands School. for the mentaUy 
retarded 
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fheoretical teachmg in the program 
follows the growth and development 
of a child from birth to adulthood. 
with physical, mental. emotional and 
social patterns in the different stages 
dnd the common illnesses of each age 
group presented. When conditions 
have been covered in other courses, 
the student is encouraged to draw on 
dnd enhance her knowledge; specific 
differences occurring in childhood are 
discussed. 
The basic physical and social scien- 
.:es are used extensively to further the 
student's understanding of nursing of 
children. The subject matter is divided 
into six units: newborn. infant. toddler, 
preschooler. school age and adoles- 
cent. Nursing care is included with 
each condition as necessary. 


LECTURE OUTLINES 
I fIIroduction 
t. Characteristics of growth and develop- 
ment. 
2. Signs and symptoms of the ill child. 
3. Admission of children to and discharge 
from hospital. 
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( 1/11 I: Newhorn 


Review characteristics of the normal 
newborn. 
2. Surgical emergencies of the newborn: 
tracheoesophageal fistula; imperforate anus: 
omphalocele; intestinal obstructions. 
3. Congenital orthopedic conditions: club 
feet; cor.'tenital dislocation of the hip. 
4. Congenital cardiac conditions: tetral- 
ogy of Fallot; septal defect; patient ductus 
arteriosus; coarctation of the aorta. 
5. Congenital central nervous system con- 
ditions: spina bifida: hydrocephalus; men- 
ingocele. 


Unit 1/: Infant 
t. Growth and development of the infant 
(2 weeks-l year). Film: "Life with Baby." 
2. Infant feeding. 
3. Gastrointestinal surgical conditions: 
pyloric stenosis; intussusception: Hirsch- 

prung's disease; hernia. 
4. Respiratory conditions in the infant: 
Nasopharyngitis; otitis media: bronchiolitis: 
aspiration pneumonia. 
5. Nutritional disorders: dehydration: mal- 
nutrition; rickets: tetany: scurvv; anemia 
6. Cleft lip and palate. 


Unit 11/: Toddler 
I. Growth and development of the todd- 
ler (1-3 years). Film: "Terrible Two's and 
Trusting Three's." 
2. Safety and accidents: poison: foreign 
bodies; fractures. 
3. Respiratory conditions: croup; epiglot- 
titis; laryngotracheobronchitis. 
4. Celiac syndrome: celiac disease; cystic 
fibrosis. Film: "Cystic Fibrosis." 
5. Kidney conditions: pyelonephritis; 
nephrosis; glomerulonephritis. 


Ullil IV: Preschooler 
I. Growth and development of the pre- 
schooler (4-6 years). Film: "Frustrating 
Four's and Fascinating Five's." 
2. Blood dyscrasias: leukemia: hemophi- 
lia: purpura. 
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Fpllepsy and Its Medical Treatment 


C. Bertrand 


W.J\I Lougheed - lntracrdmal Berrv Aneurysms 
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and others 


3. Other conditions: epilepsy; asthma: 
intestinal parasites. 


Unll V: School age 
I. Growth and development of tbe school 
child (6-9 years). Film: "Sociable Sixes to 

oisy Nine's." 
2. Rheumatic fever. 
3. Other conditions: diabetes; brain tu- 
mors; Legg-Calve-Pertbes disease; burns: 
osteomyelitis. 


Unit VI: Adolescent 
I. Growth and development of puberty 
and adolescence. Films: "Ten's to Twelve's" 
and "Age of Turmoil." 
2. Conditions of the teenager: fatigue; 
postural problems; acne; anemia; obesity; 
menstrual irregularities; scoliosis. 
3. Emotional problems of the school 
child and teenager. 
4. Nursing care studies - student pres- 
entations. 
Theory assignments include com- 
parison studies of the hospitalized 
child with the "hypothetically average" 
child of the textbooks, short nursing 
care studies on children with various 
conditions and in different age groups, 
and interaction studies. 
Orientation classes cover sdfety 
measures, emergency situations. diet- 
ary regimes for children, and admin- 
istration of medications and parenteral 
fluids. Orientation to individual nurs- 
ing units is given the first morning the 
student arrives on a new area. Three 
weeks of afternoon shift are planned 
for each student to give her a better 
understanding of children by assuming 
responsibility for their evening care 
and through dealing with visiting par- 
ents, Ward classes each weekday en- 
able the student to present and dis- 
cuss the children with whom she is 
working and help her to gain an un- 
derstanding of the management of the 
sick child. 


Increased Intracranial Pressure 


Parkinson's Disease 
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CARDIAC MASSAGE 
Legal counsel for the California Ho
pital 
-\ssociation recently cautioned: 
It is serious morally, legally, and me- 
dically "to ask a nurse to decide whether 
the patient has a condition that contra- 
indicates closed chest cardiac massage. 
On the other hand. if the nurse has been 
trained and the hospital has rules permit- 
ting nurses to do this procedure. the nurse 
may be in legal trouble if she fails to try 
to resuscitate a patient; she may be 
wrong if she does and wrong if she 
doesn't - A.J.N.. 64:24. 1964 


WE DISAGREE . 
A hospital administrator IS quoted in 
Canadian Hospital as saying that the basic 
cause of the shortage of nurses in Metro 
Toronto is the shortage of training hospitals. 
He also claims that "These girls don't go 
to the States because they can make more 
money. They go because they want to see 
some of the world or are looking for 
their Prince Charmings But they soon come 
back." 
It is a constant source of amazement to 
us how some hospital administrators be- 
lieve they "know" so much about the 
motivations of nurses. how they should be 
educated. etc. They expound their beliefs 
about our profession and what is best for us 
on platforms and in various professional 
journals ad infinitum. Perhaps they are 
encouraged to do thIs because of the re- 
luctance of nurses to speak out for them- 
selves. 
The answer does not lie in treating us 
a
 "girls" who are looking for adventure. 
In fact, it is preciselv this "pat them on the 
head. but don't treat them as professionals" 
attitude that is panly responsible for driv- 
mg nurses from one hospital or countrv to 
another. 
We do not denv that travel. and an 
opportunity to "see some of the world" is 
rlppealing. But it is not mere coincidence 
that the hospitals chosen by most nurses 
crossing the border are those in states 
which offer the highest salarie<;. 'l.lso. if 
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travel is the mam motivation. whv IS it 
that so few nurses from the U.S.A come 
to Canada? 
We cannot help but wonder what would 
happen if the average salan of an ad- 
ministrator was $350 monthlv Would he 
not be inclined to pack up his skills and 
move them elsewhere? 


A NOISY NOISE ANNOYS 
;\ioise affects the hospital and its opera- 
tions in four ways: it retards patient recu- 
peration; generates a fear reaction in pa- 
tients: impairs employee relations; contribu- 
tes to a poor public relations image. In a 
"noise study." undertaken at six hospitals in 
\lassachusetts. questionnaires completed by 
a sampling of patients revealed thai a direct 
relationship was shown between the fre- 
quency of the noise and its annoyance to 
patients. In most cases. the noon hour was 
the noisiest time of day. 
What makes noise "noisy"? I. The fre- 
quency of noise; 2. The time a noise occurs. 
e.g.. a telephone ring during the day is not 
as disturbing as the same noise occurring at 
night: 3. Personal association with the noise. 
Patients themselves turned out to be the 
greatest source of annoyance to their fellow 
patients. Some of the complaints with re- 
gard to other patients were made on Ibe 
basis of sentiment and emotional associa- 
tions as well as sonic stimulation. For exam- 
ple, a patient moaning may not necessarily 
be a loud phenomenon or limited to an\' 
specific time in the day but, generally. 
moaning and like sounds are disturbing to 
patients because they associate pain and dis- 
tress with a moan. Verbal paging systems 
are also disturbin
. These systems should be 
replaced by the newer. individual ponable 
pagmg system. 
Recommendations to lessen noise in- 
clude: 1. The establishment of an emergency 
(or night> admission area: 2. A "special 
care" unit for critically ill patients wilh a 
proper waiting room for lale night or odd- 
hour visitors: 3. Emphasis on anti-noise 
features when purchasing equipment: 4. Re- 
placemenl of the harras<;ing telephone ring 


. 


. 


to a more "sonically" allractlve chime or to 
a visual signal; 5. An investigation of the 
relationship between light. color and sound. 
6. Programs to make each employee nois 
conscious. - Snook, I. D. Noise That An- 
noys. Nursing Owlook. 12:33-35. Julv. 1964 


JANE AUSTEN'S LAST ILLNESS 
Illnesses of the great hold an unendin
 
fascination for later generations. Jane Aus 
ten. who died nearlv 150 years ago, nov. 
appears on medical evidence produced D
 
Sir Zachar} Cope (British Medical Joumal 
July 18. 1964) to have died of Addison'<; 
disease. 
Her last illness. to which <;he refers in 
numerous lellers. was characterized by "in 
creasing languor and a pain m the back. 
progressing steadily with yet periods of in 
termission. and attended bv critical attack- 
of famtness and ga<;lrointestinal disturb- 
ance." With all this. her own description of 
her altered complexion "black and white and 
every wrong colour" suggests the charac- 
teristic pigmentalion of adrenal gland tuber 
culosis. This account. says Sir Zachary, cor- 
responds well with Thoma<; Addison's own 
description of one of the diseases which 
bears his name (Ihe other i
. of course. 
Addisonian or pernicious anemia) and it I' 
interesting to note that, in addition to writ- 
ing her novels. <;he ha, the di<;linction of 
describing "the first recorded ca<;e of Ad- 
dison's disease of the adrenal bodle<;." 
_ New<; in \ledicine. \ IInmg MirrOl 
II 
:4X7. 'l.ugust, 1964 


MENOPAUSAL DRUGS 
1 he management of the menopausdl pa 
lIent <;hould De individualized :\lost pd 
lIents will require nOlhing more than re- 
assurance and psychological supporl. A fev. 
will reqUIre mild sedalion. The depressed pa- 
tient may require one of the antidepressant 
drugs. and estrogen is 
pecific for the relief 
of the vasomotor symptoms. Estrogen should 
not be gi
en continuously. Oral. rather than 
iniectable preparation
 are preferred. 
_ Brown. A R. \lenopalhal Drug' 
( \f 
I. 91.561. Sept. 5. 1964 
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Constant, supervised care for critically ill patients is provided in this unit. 


Generally, every new invention is 
born out of an emergency situation. 
Scarcity of trained personnel and the 
desire to provide continuing improve- 
ment of services without unduly in- 
creasing costs, were the factors that 
forced our intensive care unit into 
being. 
An intensive care unit is designed to 
provide high level nursing care for 
critically ill patients who require con- 
tinuous, comprehensive observation 
and care regardless of category - 
medical, surgical, obstetrical. etc. 
This unit is one phase of the "pro- 
gressive patient care" program that has 
been set up in many hospitals. 
The intensive care unit is an out- 
growth of the recovery room. Since 
World War II, the recovery room has 
been an integral part of postoperative 
nursing service. Due to shortage of 
qualified personnel during the war, 
some means had to be found for giv- 
ing care to the unconscious, anesthe- 
tized patient. To meet this need, re- 
covery rooms were set up in close 
proximity to the operating rooms in 
many hospitals. They have proved suc- 
cessful in giving continuous, adequate 
care to the patient who is recovering 
from anesthesia. Emergency equipment 
is instantly available; drugs, parenteral 
therapy, and blood transfusions are 
immediately attended to without neg- 
lect to any other patient. A nurse in a 
recovery room situation can look after 
six patients with the help of one auxi- 
liary assistant. 
Some hospitals further experimented 
by adding an extension to their recov- 
ery room. Immediately adjoining it. 
they set up a unit which could care 
for six to eight patients who required 
constant. supervised care over a three 
to four-day period. The intensive care 
unit for every category of critically ill 


This material was presented in panel form 
at the annual meeting of the RNANS. Par- 
ticipants were: Chairman. Sister Clare Ma- 
rie. (formerly director of nursing): Shelagh 
:\Iolloy: Loyola Floyd: and Jeanne Gou- 
!!ere. all of S1. "artha's staff. 
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patient thus came into existence. 


OBJECTIVES 
We had certain objectives In mind 
when planning our unit: 
1. To provide a nursing unit especially 
designed to incorporate many features in- 
tended to save time and to conserve nursing 
resources; 
2. to maintain a maximum number of 
fully qualified professional nurses who have 
demonstrated ability to interpret patients' 
needs and to initiate the types and kinds of 
nursing care to meet these needs; 
3. to provide the necessary supplies and 
equipment, either "built in" or easily ac- 
cessible; 
4. to identify and admit to the special 
care unit only those patients who will benefit 
from this type of care and to discharge 
patients from the unit as soon as tbe need 
for this type of care no longer exists; 
5. to save life, reduce the length of the 
critical period and to prepare the patient 
for his convalescence and eventual attain- 
ment of optimum health. 
There are no hard and fast rules 
governing the selection of patients for 
the intensive care unit. Each hospital 
determines its own criteria. In general, 
the selection is based on the patient's 
specific needs rather than on diag- 
noses. The nursing needs considered 
most critical and deserving of special 
care are: 
I. shock; 2. hemorrhage; 3. respiratory 
embarrassment; 4. convulsions and/or coma; 
5. fluid and electrolyte problems; 6. circula- 
tory distress; 7. complicated drainage prob- 
lems. 
Intensive care units are not intended 
to replace recovery rooms. These still 
exist, although they generally operate 
on an eight-hour basis. whereas the in- 
tensive care unit carries on for 24 
hours. 


PHYSICAL PLANNING 
The physical planning of the unit is 
governed by whether or not renova- 
tions have to be made to erect it. if it 
is being built as part of a new exten- 
sion to a hospital or if it is to be built 
within a new hospital. When possible. 


it should be located near important 
departments of the hospital - operat- 
ing room, x-ray, central supply, etc. 
Certain factors should be considered 
in the planning: 
1. Multiple or ward arrangements 
are deemed preferable to single ac- 
commodations to obtain the most effi- 
cient use of the space and the oppor- 
tunity for constant observation. Some 
units are designed so as to resemble 
one big ward with the nurses' station 
centrally located and utility room facil- 
ities and medicine cupboard within the 
ward. Other units are constructed with 
individual sub-units of two, three and 
four beds - generally to a maximum 
of 10 beds. These are not as service- 
able as they do not allow instant vision 
of all patients. 
2. In the multiple-bed arrangement, 
at least one private room should be 
available for care of patients with cer- 
tain kinds of illness, particularly those 
of an infectious nature. 
3. The unit is generally designed to 
care for both sexes. Even though pri- 
vacy is provided by cubicles or drawn 
curtains, this is the most questionable 
factor of the whole set-up. 
4. The unit is for all types of illness. 
providing the patients meet the previ- 
ously-mentioned criteria. 
5. The nursing station should be lo- 
cated so as to assure the possibility of 
constant observation of all patients. 
6. The patient area should be situ- 
ated so as to assure the shortest possi- 
ble distance between the nursing sta- 
tion and all beds. 
7. It would be desirable to design 
the unit to permit flexibility - for ex- 
pansion when demand is high, concen- 
tration when low. 
8. The unit should be completely 
air-conditioned. 
9. To the greatest degree possible, 
all equipment should be "built in" and 
available for each bed. This would in- 
clude suspended intravenous hangers, 
ceiling spotlights. piped oxygen and 
suction and other wall-mounted appa- 
ratus. 
10. An emergency call system. both 
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from bed to station and from special 
care station to a nearby general nurs- 
mg station, is desirable. 
11. The assurance of adequate sound 
control is of particular importance, al- 
though difficult to attain within mul- 
tiple-bed accommodations. 
12. The provision of both 110 and 
220 volt electrical outlets is essential. 
13. Mechanically operated bed". ad- 
justable as to height, are desirable. 
14. Provision should be made for 
the immediate availability of emergen- 
cy medication, essential equipment, 
and instruments, e.g.. those needed for 
heart massage. intratracheal emergen- 
cies. etc. 
15. Usual bedside "niceties," e.g., 
chairs and dressers, are eliminated. 


STAFfiNG 
The main purpose of an intensive 
care unit would be defeated if it were 
left inadequately staffed. The number 
of staff required depends on the size 
of the unit and the physical planning. 
Where the unit has been constructed 
on the open-ward style, care can be 
given with fewer nurses than would be 
the case with the sub-unit type of ar- 
rangement. 
Hospital A has a 27-be<! unit divided into 
four sub-units. Two of these sub-units con- 
sist of a four-bed room plus an adjacent 
single room; one consists of a four-bed 
room, a two-bed room and a single room; 
the remaining unit consists of five two-bed 
rooms. A nursing team is provided for each 
sub-unit. One professional nurse is assigned 
to each of the four units for each tour of 
duty - a total of ] 2 professional nurses in 
24 hours. The remaining staff is made up of 
license<! practical nurses or certified nursing 


The operating room of a cancer research 
hospital. . differs from other surgical 

uites primarily because the majority of 
operations involve radical or extended pro- 
cedures and because one or several research 
projects may be concerned with each pa- 
tient. New techniques, instruments, and ma- 
terials are continually being evaluated. Re- 
search projects require sampling of many 
different body fluids for cancer cells. col- 
lecting of tissue specimens for cell cul- 
ture. and of tumor specimen
 for trans- 
plantation. virology, and chromosomal stu- 
dies. Frequently, adjuvant chemotherapeutic 
drugs are administered during surgery. Ra- 
dioactive materials are studied clinically 
and given therapeutically. . . . 
The operating room "preps" differ and 
change often as new products are te
ted. 
'\ny subst,mce that must be mas
aged over 
a tumor site is contraindicated. fffective- 
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d
sistdnh. one or tv.!) per team for each 
tour of duty 


Ho
pital B has an intensi\e care unit of 
10 beds. The staffing quota is five registered 
nurses and five nursing assistants for the 
7:00 a.m.-3:00 p.m. and 3:00 p.m.-] 1:00 p.m. 
shifts and one registered nurse and one 
nursing assistant for the I 1:00p.m.-7:00 a.m. 
period. Student nurses are given some ex- 
perience in this unit, mostly on an observa- 
tion basis 


The intensive care unit in Hospital C 
has 10 beds. By means of an accordion fold- 
ing door. the capacity can be enlarged to 
14 beds or decreased to six. The set-up is 
such that the nurses' station is in the centre 
of the room. It resembles a glasse<!-in island 
and encloses the medicine cupboard. Patient 
rooms closely encircle the "island" permit- 
ting close observation. The staff consists of 
the head nurse, two registere<! nurses, two 
licensed practical nurses and a ward clerk, 
7:00 a.m. to 3:00 p.m.; two registered nurses 
and two practical nurses. 3:00 to II :00 p.m.; 
one registered nurse and three practical nur- 
ses, 11:00 p.m. to 7:00 a.m. Private duty 
nurses are not employed in this unit. 
Hospital C reports that and average of 
17.7 hours of nursing service per patient is 
given in a 24-hour period. In comparison, 
patients in the remaining portion of the hos- 
pital average 4.3 hours. 
Persons chosen to work in this area 
must be of a very high calibre. They 
must be skilled. intelligent. conscienti- 
ous, enthusiastic, energetic and emo- 
tionally stable. 
Nurses tend to become fatigued easi- 
Iv when faced with the strenuous care 

f critcally ill patients over a prolonged 
period of time; on the other hand. if 
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ness of the prep is checked by a culture 
after the prep. followed by a second culture 
at the same site following a long procedure. 
If there are several areas to prepare. each 
is allotted a separate preparation setup. 
[The] average major procedure last four 
hours, but many require up to 10 hours. 
If the operation is preceded by a frozen 
section, all material is removed and a fresh 
preparation setup. linen. and instrument 
pack are used to avoid spreading cancer 
cells. When a patient is to have more than 
one inci
ion. clean instrument
 .Ire provided 
for each . . . 
Special tumor kits may be emplo}ed to 
transplant a tumor. Tran
plant,\tion is done 
to determine whether the Pdtient's bod} 
will accept the transpldnt or manufacture 
antibodies and reject the tis
ue. Later. some 
of these patient
 will be treated with drug 
vaccines or irrddiation Various type, of tuh- 


the patient load le

ens, they feel that 
their skill
 are not being used. Most 
hospitals using the units have policies 
that allow for reallocation of personnel 
should there be a low patient census 
for any length of time. Thorough orien- 
tation programs are a "must" in the 
development of techniques essential in 
emergency nursing. 


ADVANTAGES AND DISADVANTAGES 
The major advantage of the unit is 
the giving of comprehensive, special- 
ized care to the critically ill, man) 
times resulting in the saving of a life. 
by making the best use of medical and 
nursing personnel - and all this with- 
out additional cost to the patient. 
The disadvantages are: The diffi- 
culty in maintaining optimum occu- 
pancy. particularly when the unit is 
established in a small hospital; the 
problem of staff tum-over, possibly due 
to the depressing effect of caring only 
for critically ill patients necessitating 
frequent in-service training programs: 
the higher cost to the hospital; the 
difficulty for some patients to be- 
come accustomed to general care af- 
ter being on the intensive care unit: 
the attitudes of some doctors who ad- 
mit patients to the unit even though 
they do not require special care; the 
attitude of some nurses on other unit< 
who believe that patients who are in 
the terminal stage of illness should be 
transferred to the intensive care unit. 
One of the important features of thi" 
unit is that the medical condition and 
nursing needs of each patient must be 
reviewed daily by the head nurse with 
the physician so that the patient ma
 
be transferred from the unit as soon as 
his needs can be met elsewhere 


mg must be ready for cannulation during 
the operative procedure to administer a 
chemotherapeutic agent. For some patients 
intravenous or intra-arterial tubing may be 
left in place for infusion . 


Saline wdshings of the peritoneal and 
thoracic cavities are taken before and after 
tumor manipulation. Blood specimens drawn 
from regional veins draining the tumor 
area serve the same purpose. For instance. 
in studying breast cancer. blood is obtained 
from the arm of the patient's affected side 
periodically during the procedure. From one 
to 20 frozen sections may be taken during 
a 
ingle operation to confirm the presence 
or absènce of distant metastases or to de 
termine whether the margin of the tumor 
was adequately circumscribed - Connell. 
"'-lice. Cancer Research O.R. American Jour- 
Ill/I vI Nursillg. 64:110-11 I. October. ]964. 
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CARDIAC ARREST 


Procedures being used to combat sudden cessation of the heartbp.at. 


Four minutes. A short time in 
which to do anything - let alone save 
..I life. And yet four minutes is the 
maximum time allotted by nature if a 
patient in cardiac arrest is to be saved 
and irreparable brain damage pre- 
vented. 
Obviously. therapy must be initiated 
by those at hand immediately. Certain 
procedures, when carried out in the in- 
terval between discovery of the arrest 
and arrival of the "emergency team" 
with special equipment, can be and 
frequently are life-saving. 
To determine the procedures cur- 
rently being taught and followed, the 

ditorial staff of the Journal sent the 
following questionnaire to directors of 
nursing in 17 Canadian hospitals: 
1. Do you have a written emergency pro- 
cedure in your hospital for the treatment of 
cardiac arrest? If so, please describe. 
2. Are staff nurses taught what to do be- 
fore the "emergency team" arrives? De- 
scribe what is taught and by whom. 
3. Are external cardiac massage and 
mouth-to-mouth resuscitation taught to 
nursing students? When is the student taught 
these procedures? 
4. Has this emergency procedure been ef- 
fective in saving lives? Please comment. 


We express our appreciation to the mem- 
bers of staff in the following hospitals 
who participated in this study: The Regina 
Grey Nuns' Hospital. Regina. Sask.; The 
Vancouver General Hospital. B.C.; Saint 
Mary's Hospital. New Westminster. B.C.; 
The Montreal General Hospital. P.Q.; Hô- 
tel-Dieu 5t-Vallier, Chicoutimi. P.Q.: Uni- 
versity Hospital. Saskatoon. Sask.; Calgary 
General Hospital. Alta.; St. Mary's Hospital. 
Montreal, P.Q.; General Hospital. St. 10hn's. 
Nfld.; The Victoria General Hospital. Hali- 
fax. N.5.: St. Michael's Ho
pital. Toronto. 
Onl.; McKellar General Ho'pital. Fort Wil- 
liam. Ont.; Hamilton General Hospital. Onto 
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GENERAL INFORMATION 
Thirteen of the 17 hospitals con- 
tacted returned their completed ques- 
tionnaire. Five respondents stated that 
a pre-arranged code is announced over 
the public address system to alert per- 
sonnel to a cardiac arrest. The code 
most commonly used is "99" (e.g.. 99. 
3rd. floor, room 8). Others reported 
that the switchboard operator notifies 
the person(s) concerned - anesthe- 
tist, resident or staff doctors - di- 
rectly or through "locating." 
In all but one hospital. student and 
graduate nurses are expected to com- 
mence mouth-to-mouth (or mouth-to- 
airway) breathing Gnd closed-chest (ex- 
ternal) cardiac massage. before the 
emergency team arrives. In one hospi- 
tal. the nurse is not permitted to give 
closed-chest cardiac massage - this 
remains a doctor's responsibility. 
Six of the 13 hospitals make use of 
the Brook Airway during the critical 
four-minute period. At least two hos- 
pitals keep one of these airways on 
each nursing unit as well as on the 
portable cardiac arrest cart. One re- 
spondent stated that direct mouth-to- 
mouth resuscitation is not advocated in 
hospital because of the danger of in- 
fection to the person giving it. 
Eight hospitals keep their emergen- 
cy equipment on a "cardiac arrest 
cart" that can be wheeled from its lo- 
cation (usually one is kept in the oper- 
ating room and one in the recovery 
room) to any point in the hospital 
within minutes. As well as this. most 
hospitals have a "cardiac arrest set"' 
on each nursing unit and on the port- 
able cardiac arrest cart. Oxygen and 
suction equipment are also available 
on each unit. 


Eqliipmem Kept on Portahle Carr 
This varies from one hospital to 


another. Equipment generally men- 
tioned includes: 
I. Brook Airway 
2. Pacemaker and monitor 
3. Portable cardiac defibrillator 
4. Resuscitation kit containing lar}ngo- 
scope. intubation tubes. O 2 masks. 
tongue forceps. etc. 
5. Intermittent positive pressure breath- 
ing apparatus (IPPH) 
6. Sterile Òest retractor 
7. Underwater chest drainage apparatus 
8. Tracheotomy tray 
9. LV. cutdown tray and LV. solutions 
10. Cardiac arrest set. 


Equipment Kept 
on Cardiac Arrest Set 
I. Brook Airway 
2. Ambu resuscit,ltor 
3. Stethoscope and sphygmomanometer 
4. Tourniquets 
5. Bottle of "prep" solution 
6. Adhesive tdpe 
7. Sterile tray containing: 
a. disposable scalpels and blades 
b. syringes and needles 
c. medicine glass 
d. cotron balls and gauze squares 
e. hemostats 
f. thumb and tissue forceps 
g. "vlayo scissors 
h. suture equipment 
8. Emergency drugs. 


Emergency Drugs 
As previously mentioned. these 
drugs are generally kept on the cardiac 
arre<;t set: 
1. Adrenalin 1:1000 
2. Aminophylline 
3. Metaraminal bitartrate (Aramine) 
4. Atropine sulphate 
5. Calcium chloride 
6. Diphenylhydantoin sodium (Dilantin) 
7. Jsuproterenerol h}drochloride (Isuprel) 
R. Digoxin (Lanoxin) 
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CAR DIAC 


RESUSCITATION 


REQUIRED IN ABSENCE OF PULSES (FEMORAL, CAROTID) 
TO BE ACCOMPANIED BY ARTIFICIAL RESPIRATION 


Flosh bedside signal light. 
Patient supine. 
Remove pillows. Extend neck. 
Head to side. Clear airway. 
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1 INITIAL STEPS 


2 


EXTERNAL CARDIAC MASSAGE 


Honds over lower sternum, 
Push firmly, release quickly 
40 - 60 times per minute. 
Arms straight. 


Desiroble to 
, roise legs and 
place boord under mottress 


CONTINUE MASSAGE UNTIL PULSES RETURN AND ARE MAINTAINED 
ASSISTANT DIAL 0 AND REPORT LOCATION 


3 


ARTIFICIAL RESPIRATION 


Insert airway over tongue. 
Raise jaw. Occlude nostrils. 
Blow into airway. 
Expand chest 12-16 times 
per minute. 
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CONTINUE IF NECESSARY 
UNTIL ARRIVAL 
OF MEDICAL ASSISTANCE 
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Cardioscope 
Instructions 
Electrodes 
ECG Jelly 
Defibrillator 
Electric Cables 
_ Electric Outlet (4) 


. 


{ External 
Defibrillator 
Electrodes 


ECG Cable 
EEG Cable 
and Needles 


( Sterile Internal 
i Defibrillator 
l Electrodes 


Silver Trocheotomy 
Tubes 


J rullt lieI\' vi resuscitatIOn cart designed and used in the hospitals 01 the Upstate Medical Centre, Syracuse, N.Y. (Israel, I.S., .HcCulla. 
A.. Lilld Dobkin. A.B. A Cart for Cardwl'ulmollary Resuscitation. CM.A.!. 89. 1284-89. Dee. 1963.) 


':I. Levarterenol bitartrate (Levophed) 
; n. Phenylephrine hydrochloride (Neo- 
synephrine) 
II. Procainamide hydrochloride (Prones- 
tyl 
12. Sodium bicarbonate 


THE PROCEDURE 
Graduate and student nurses (and, 
In some hospitals, orderlies) are taught 
..1 procedure -;imilar to the one de- 
,cribed: 
I. The first person to discover the 
patient notes the exact time of the ar- 
rest, stays with the patient and alerts 
other staff members who notify switch- 
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board. The emergency team is called. 
2. In the absence of the resident 
physician, the nurse attempts to re- 

tore the heart beat by several sharp 
blows over the precordium. (Only two 
hospitals mentioned this in their pro- 
cedure.) If this is unsuccessful, she 
commences mouth-to-mouth or mouth- 
to-airway breathing. 
3. Another member of staft applies 
.:Iosed-chest cardiac massage. 
4. A third person assembles equip- 
ment from the cardiac arrest set while 
awaiting the arrival of the portable 
cardiac arrest cart and the resuscita- 
tion team. 


Closed-Chest Cardiac Massage 
The principle is to force blood 
out of the heart by compressing the 
heart between the sternum and the 
spine. 
1. Place patient in supine position 
on a firm surface such as the floor if 
there is no board under the bed mat- 
tress. 
2. Kneel beside patient; locate xi- 
phoid process and place heel of one 
hand over it. Place heel of second 
hand over heel of lower hand. (For 
children one to 12 years of age, use 
only one hand, placed slightly above 
base of sternum to prevent liver dam- 
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Mayo Tray 
(moveable) 


Ambu Bag and Mask 


{ labeled Plastic 
Drawers containing 
Emergency Drugs 
Clip Board with 
Evaluation Protocol 


r I.V. Giving Sets 

 Pediatric Drip Sets 
l Blood Pump 
Fibreboard Tray 


I.V. Solutions 
Electric Cable 
Needles 


Back 
'iew of resuscitation cart designed and used in the hospital
 of the Upstate Medical 
Centre. Syracuse, l\.Y. (lSR-\EL. J.S.. McCULLA. I\.. and DOBKIN, A.B. A cart fm 
Cardiopulmonary Resuscitation. C.M.A.J. 89: L!R4-R9. Dee. /9fJ3). 


age; for infants up to one year. use 
two thumbs only, placed midway on 
sternum). 
3. Using the weight of your bod
. 
push sharply downward<; v. ith suffi- 
cient pressure to depress sternum one 
to two inches (less for infants and 
children) . 
4. Immediately release pressure. Re- 
peat cycle 50 to 60 times a minute. 
Continue until other therapy is insti- 
tuted. 
5. If extra help is a\ailable. the pa- 
tient's legs should be elevated to an 
angle of about 30 n . 
One of the written procedure, sub- 
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mittcd <;tmed the po<;siblc complica- 
tions of closed cardiac mas<;age: rib 
fractures. liver injur}. hemothorax. 
hemopericardium and marrow emboli. 
Reswcitation 
I. With patient in supine posItIon, 
remove any foreign matter from mouth 
and pharynx. 
2. Insert airwa\. if available. over 
tongue and blow forccfulI
 (gently for 
children). If airwav is not immediateh 
available. lift up the patient's ja\\ só 
that it "juts out." tilt hi" head back- 
v.ards; take a deep breath. open your 
mouth \\ idcl
 and place over patient's 


mouth; occlude his n(htrib with \our 
hands; blov. forcefully. using suffiéient 
pressure to cause vi"ible expansion ot 
his chest. 
3. Allov. the patient to exhale pa,- 
sively. 
4. Repeat procedure 12-20 times 
per minute. Continue until equipment 
for providing oxygen under po<;itive 
pressure ha, arrÏ\ed. 


IN-SERVICE EDUCATION 
Cardiac arrest procedure" arc gen- 
erally taught to the graduate nursing 
staff by a cardiologist or an anesthetist. 
At lea<;t t\\ 0 hospitals pre"ent a threc- 
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day program cunducted by a pharma- 
ceutical company. Three respondents 
mentioned that films concerning ex- 
ternal cardiac massage and mouth-to- 
mouth breathing are 
hown. * Two hos- 


* The film 'External Cardiac Massdge" 
I
 available on loan from Smith. Kline and 
French Laboratories. JOO Laurentian Blvd.. 
:\10ntreal. Que. On request. this company 
wIll send a representative who uses an 
_(dult-size doll to demonstrate external car- 
Jiac massage and mouth-to-mouth resusci- 
tation. 


'-. 


.... 


..---- 


pitals make u
e ot an adult-sIze doll 
for demonstration and practice pur- 
poses. One hospital which does not 
have resident doctors, teaches its nurs- 
ing staff how to administer inhalation 
therapy with the I PPB machine. 
Nine of the twelve hospitals having 
schools of nursing reported that stu- 
dents learn mouth-to-mouth breath- 
ing and closed cardiac massage during 
their first year. In most instances, stu- 
dents are taught by a Red Cross or 
a St. John Ambulance First Aid in- 
structor. These procedures are appar- 


. -:;::.'f, 
-.... ' 


'RESUSCI-ANNE' 
To help physIcians m teaching external cardiac massage and cardiopulmonary resuscitation 
10 medical audiences and physician-directed rescue groups, Sr.1ith Kline & French provides 
.Resusci-Anne', a life-size training manikin. 'Resusci-Anne' is available through SK & F 
representatives for u
e with the teaching films "External Cardiac 'I,fassage" and "Life in 
Your Hands." 


entIy reviewed in the student's second 
or third year in a "disaster nursing" 
course or in the emergency or medicaJ- 
surgical departments. 


EFFECTIVENESS OF PROCEDURE 
Has this procedure helped to save 
the lives of persons in cardiac arrest? 
All respondents, except one, stated 
"yes." In this one case, no cardiac 
arrests had occurred since their plan 
went into effect. 
One hospital, in a five-month per- 
iod, successfully treated six patients 
who were in cardiac arrest; others re- 
ported they had no statistics concern- 
ing the number of patients who had 
recovered. 


SUMMARY 
Ot 17 hospitals surveyed, 13 replied 
stating that they had a written proce- 
dure for the emergency treatment of 
cardiac arrest. In all but one hospital. 
students and nursing staff are taught 
how to give both mouth-to-mouth 
or mouth-to-airway resuscitation and 
closed-chest cardiac massage. Almost 
50 per cent of the respondents claim 
they use the Brook Airway rather 
than direct mouth-to-mouth breathing. 
The twelve hospitals who have used 
this procedure state that it has been 
successful in either prolonging or sav- 
ing lives. 


V.A.L 


BENEFITS OF PROGRESSIVE PATIENT CARE 


fhe an of medicine i
 not an exact 
science. One of the main charges leveled 
at modern medicine is that we treat the 
disease instead of the patient. Progressive 
patient care has once again allowed us to 
go bad. to the patient as an entity and 
Ireat each person according to his medical 
needs. Flexibility. both as to method and 
,IS to degree of cure. is possible and ben- 
eficial to both patient and physician. The 
patient IS allowed to retain his individual 
dignity. The vast majority of patients enter. 
remain. and go home from the initial unit 
uf admission. Other patients. however, do 
move from one unit to another as the 
physician deems necessary. 
[For examplel, one 
urgical Pdtient ad- 
mitted to the self-service unit [at Manches- 
ter Memorial Hospital. Conn.1 had his diag- 
nostic studies performed there, moved to the 
.,pecial care unit the night before surgerv 
.md received hi., preoperative preparation. 
went to surgery. recovery room. back to the 
'>pecial care unit for a few days. then down 
(Q the mtermediate care unit. . . back to the 
..elf-service unit once again before he went 
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home. As another m'>lance. a pdtient with 
diabetic coma was cared for in the special 
care unit and. as the diabetes and intercur- 
rent complications were corrected. moved 
through the various phases of care to the 
self-service unit. where he completed his 
hospital stay ... These two brief examples 
point out the potentialities and flexibility of 
progressive patient care which answer the 
patient's needs.... 
Most patients will accept new ideas if 
they are adequately explained by their per- 
sonal physicians. Patients say they feel pro- 
moted as they moved from the special care 
unit to the intermediate care unit to the 

elf-service unit and home. The physical 
progress becomes a symbol of their medical 
progress in overcoming disease. One can see 
that a patient normally faces a series of 
psychological adjustments during hospital- 
ization. As a "sick" man, he resigns his own 
will and allows others to make decisions for 
him. Later. he gradually sloughs off this 
dependency state. becomes convalescent, and 
finally resumes the responsibility of his own 
care. The physical movement of the patient 


from nursmg unn to nursing umt withm 
progressive patient care acts as a stimulus to 
these psychological adiustments. It symbol- 
izes to all concerned - doctor, nurse, fam- 
ily, and patient - that the patient's status 
is now changed and it is easier for him to 
overcome his former dependency and take 
the next step forward. 
From the nurse's standpoint. progressive 
patient care allows her to work in the area 
for which she is best qualified. The nurse 
who enjoys the challenge of the life-and- 
death tension of the special care unit may 
welcome such an assignment. The nurse 
who enjoys teaching and talking with people 
might be happy on the self-service unit. The 
nurse who loves to mother and care for the 
long-term patient finds her niche in the 
continuation care unit. while the interme- 
diate care unit offers a variety of care for 
the nurse who likes change.. The nurses 
have been more content with the knowl- 
edge that their individual abilities are being 
utilized. - Lockward, J. L.. Gidding, L 
and Thoms. E. Progressive Patient Care. 
l.A.M.A. 172: 132-37. 
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Federal-Provincial Conference on 
Mental Retardation 
This four-day Conference, conven- 
ed by the Minister of National Health 
& Welfare in Ottawa in October. 
brought together approximately 150 
delegates with special interests and re- 
sponsibilities in retardation, and in- 
cluded CNA's president, Mrs. A. Iso- 
bel MacLeod, who presented a state- 
ment from the Canadian Nurses' As- 
sociation setting forth some observa- 
tions and suggestions. The statement 
follows at the end of this report. 
Through panel and group sessions. 
obstetricians, pediatricians, psychia- 
trists, psychologists, social workers. 
nurses, research workers, educators. 
mental health workers, vocational guid- 
ance representatives, rehabilitation ex- 
perts and members of government de- 
partments discussed the educational. 
health, welfare and vocational aspects 
of retardation and endeavored to cla- 
rify the roles and responsibilities of 
the various agencies and workers in 
this challenging field. 
Dr. R. O. Jones, professor of psy- 
chiatry at Dalhousie University, in his 
summation of the conference, stated 
that a multidisciplinary approach is 
needed to meet the large and complex 
problem of mental retardation. He 
broke his summation down under four 
headings - Prevention; Detection, As- 
sessment and Counseling; Care; Im- 
plementation, Coordination and Inte- 
gration of Services - and drew these 
conclusions: 
) There is a need for better education 
in the undergraduate courses. in post- 
graduate courses and in in-service edu- 
cation programs to ensure doctors and 
nurses are in a position to play their 
proper role in detection and treatment 
of the mentally retarded 
2. Some of the knowledge already gained 
demands change in social attitudes. 
such as attitudes regarding family plan- 
ning and marriage laws. 
There is a great need to coordinate 
facilities to serve the mentally retard- 
ed and also for good facilitie, for the 
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mentally retarded in their own com- 
munities. 
4 Home care is preferable to Institution- 
al care. Institutional care should be 
used only when necessary and for a 
short time. Institutions should be com- 
munity-based and community-linked. 
5. There is a need for a spectrum of ser- 
vices for the retarded over their whole 
life span. such a sheltered workshops. 
leisure activities. etc. 
6. The emotional factors in the parents 
and in professional people need to be 
recognized and dealt with to avoid re- 
Jection and allow the full intellectual 
development of the retarded. 
7 There is a need to stimulate recruit- 
ment of well-qualified people to work 
with the mentally retarded. 
8. There is a need to do away with inter- 
professional rivalry and to work to!e- 
ther. 


Statement on Mental Retardation 
This brief statement, submitted by 
the Canadian Nurses' Association for 
the Federal-Provincial Conference on 
Mental Retardation, sets forth some 
observations and suggestions which, 
it is hoped, might be useful to the 
general purpose of the Conference 
Introduction 
The Canadian Nurses' Association. 
with a membership of over 77,000 re- 
gistered nurses, is a federation of the 
ten provincial nurses' associations and 
has as its primary purpose the im- 
provement of nursing practice in ac- 
cordance with the health needs of the 
nation. The promotion of maximum 
health is the basis of the profession's 
concept of nursing care. 
The Association believes that the 
promotion of maximum health can 
best be achieved as a cooperative ven- 
ture through coordinated planning with 
other health groups and community 
services. Thus, there is a need for 
the nurse to be consistenth active in 
planning with other groups for the 
best care of all individuals. including 
those \\-ho are mentallv retarded 


The sIgnificance of the nurses' con- 
tribution to the health field is recog- 
nized by the World Health Organiza- 
tion in this statement: "In many coun- 
tries where medicine is highly develop- 
ed and nursing is not, the health statu' 
of the people does not reflect the ad- 
vanced stage of medicine." 


Observations 
Over the years nurses have been 
involved with the care of the mentalh 
retar<kd both in the hospital and iñ 
the community. These nurses recog- 
nize the need for coordinating their 
program between hospital and com- 
munity through a comprehensive re 
ferral system. 


(a) Role of the Public Health Nurse 
Since a large proportion of the mentalh 
retarded remain in the community. the pub 
lic health nurse can play - and ha
 
played - a significant part in planning with 
families and others for the welfare of the 
mentally retarded. She has long recognized 
these children in her caseload. and has a
. 
sisted them and their families in making the 
necessary adjustments to home care. Hel 
work has become more effective as varied 
services in the community have become 
available and as alternatives to institution- 
alization continue to improve she can. with 
other community personnel. plan for com- 
prehensive services which will permit the 
retarded 10 live more productively within 
the communit\. 


(b) Role of the Huspital Nurse 
About a decade or more ago. the can 
given by the nurse for the mentallv re 
tarded was limited to providing service, 
for the patient in the ward area. Witt 
increasing awarenes, of and concern fOI 
the mentally retarded and with the advance' 
in health sciences and the changes in instl 
tutiona:! care. the hospital nurse is providec 
with new opportunities for giving improveu 
patient care and is hecoming a participant In 
the health team which plans for the p. 
tient's total care. In some institutional set 
tings she function, as a coordinator 01 

ervlces for children in ward unit
 '\t all 
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time
 she serves as a friend and counsellor 
of the patient. With members of the health 
leam she works with and plan' for the 
[ehabilitation of the patient. 


(c) Role in Rl'searc" 
'\s various research projects are develop- 
ed in mental and general hospitals and in 
public health agencies. the nurse with the 
necessary preparation will make a ,ignificant 
contribution. 


.\ugge.\liol/ 
Although nurses have participated 
in the care of the mentally retarded. 
there is a need for all nurses to have 
bettcr preparation in this area of health 
care. It is suggested that the concepts 
related to mental retardation be inte- 
grated into the nurses' basic curricu- 
lum. There is also a need for some 
nurses to have specialized post-basic 
preparation in this area. so that they 
may give the necessary nursing lead- 
cr<;hip in this field. 


çummary 
Nurses in the public health field 
and in general and mental hospitals 
arc playing an important role in the 
care of the mentally retarded. The pub- 
lic health nurse plays an essential role 
in case finding, referral and follow-up. 
She acts as friend and counsellor to 
the mentallv retarded and their fam- 
ilies. The ñurse recognizes that the 
care of the mentally retarded is a 
cooperative venture, and works with 
other groups to achieve the most ef- 
fective plan for this care. Nurses in 
institutions have developed nursing 
care programs for the mentally re- 
tarded, and have cooperated with other 
disciplines in rehabilitation programs. 
It is vital that all nurses have bet- 
ter preparation in this field so that 
they may make a greater contribution. 
CANADIAN NURSES' ASSOCIATION 


Canadian Nurses Attend Conference 
Eleven Canadian nurses were among 
325 delegatcs who attended a cardiac 
nursing conference in Portland, Ore- 
gon in November. The three-day meet- 
ing, sponsored by the American Nur- 
,es' Association and the American 
Heart Association. was focused on new 
techniques in nursing care of cardiac 
patients. 
Among the roster of speakers were: 
Dr. Frederick P. Haugen. professor and 
head of the Division of Anesthesiology 
at the University of Oregon Medical 
C;;chool; Miss Dorothy Cahill, auxilia- 
ry personnel supervisor, University of 
Oregon Medical School Hospital; Dr. 
Herbert J. Semler, cardiologist and di- 
rector of the Cardiac Telemetry Sta- 
tion <It St. Vincent Hospital, Portland: 
Miss Joanna DeMeyer, assistant pro- 
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TIME OUT 
Canadian nurses attending the clinical conference on "Nursing Care of the 
Cardiac Patient" held at Portland, Ore., Nov. 11 -13 take a break between 
clinical sessions to pose for the photographer. 
L to R .veated are: PHILLIS R. CALVERT. Victoria. R.C.; ALICE J. BAUMGART. 
Vancouver, B. c.; MRS. SHEILA MACPHAIL. Victoria, B.C.; SHEILA HUNTER, 
Calagry, Alberta. 
L to R standing are: MRS. VALl:RIA NICHOl SON, Calgary, Alberta; MONA 
FARMER, Vicwria. B.C.; GERTRUDE F. SHAW, Calgary, Alberta; SISTER MARY 
SCHAUM. Vancouver, B.C.; SISTER MARGARET MARY. Ga.çpé Quebec; SISTER 
ANN ElIZABETH. Vancouver, B.C.; GLENORA ERB. Val/couver, B.C. 
The national conference was sponsored by the American Nurses' AssociatÙm 
and the American Heart Association. 


fessor of nursing at the l'nivcrsity of 
Oregon School of Nursing: Dr. George 
E. Wakerlin. medical director of the 
American Heart Association: Mrs. 
Harriet Coston Moidel, associate pro- 
fessor of nursing at the University of 
California at Los Angeles. and Mrs. 
Judith G. Whitaker, executive director 
of the American Nurses' Association. 


Cannot Indulge in Smugness 
Organized nursing must come to 
grips with a number of critical prob- 
lems if the profession is to maintain 
its place in the provision of health care 
for the people of Canada. delegates to 
the recent Conference of Directors of 
Schools of Nursing were told by the 
Canadian Nurses' Association executive 
director. 
"Among the problems facing nurses, 
the largest group in the field of health 
care. are the supply of nurses. recruit- 
ment organization. nursing education 
and nursing research." said Dr. Helen 
Mussallem. "The profession must cea- 
selessly press for higher standards for 
nurses and for better education and 
welfare services for them."' 
The report of the Royal Commission 
on Health Services may have over- 
whelmed many persons and caused 
them to conclude there is not much 


that can be done. Dr. Mussallem said, 
but there is much that each one can 
do. 
Let us not perpetuate our indecisions of 
the past. We cannot indulge in the luxury 
of doing nothing any more. It is just as pre- 
sumptuous to think that you can do nothing 
as to think you can do everything. We may 
never indulge in smugness which assumes 
that everything possible has been attained. 
We are committed to search for better ways 
of performing our tasks. 
Dr. Mussallem told the delegates no 
government or national association 
would move the profession toward 
health goals without the action of key 
personnel in nursing. 
Invitation to Switzerland 
The Swiss Association of Graduate 
Nurses has invited members of the Ca- 
nadian Nurses' Association to visit 
Switzerland in connection with their 
participation in the ICN Congress in 
Frankfurt next June. 
Miss Erika Eichenberger. General 
Secretary, advises that study programs 
will be arranged in the fields of visi- 
tor's interests and recommends visits 
to the headquarters in Geneva of the 
International Committee of the Red 
Cross, the League of Red Cross Socie- 
ties and the World Health Organiza- 
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tion. June 28th to 30th ha\e been re- 
"erved for these visits. Interested nur- 
,es should advise the Swiss Association 
of Graduate Nurses. Choisystrasse I. 
Berne, not later than March 31. 1965. 
gi\-ing the foJlowing information: 
Name and home address 
Fields of interest 
Language understood and spoken 
Exact dates of duty programs in Swit- 
zerland (no visits can be arranged on 
Saturdays or Sundays) 
'\ddress in Switzerland 


RNAO Appoints Program Director 
The president of the Registered Nur- 
ses' Association of Ontario has an- 
nounced the appointment of Lloyd B. 
Sharpe, Toronto. as the Association's 
Employment Relations director. 
Born in Calgary, Mr. Sharpe re- 
ceived his Bachelor of Science degree 
from the University of Manitoba. He 
also attended Queen's University stu- 
dying labor law and Bethel University 
where he studied human dynamics. 
For a number of vears he was with Im- 
perial Oil Limited. When he left there 
in 1955 he was head of Imperial's la- 
bor relations and research division. 
An interim committee on collective 
bargaining has also been appointed by 
the RNAO's Board of Directors. The 
-\ssociation's 12 districts, representing 
every part of the province, were asked 
to submit names of members who 
would be willing to serve on this com- 
mittee. 
The Association. as authorized by its 
1964 annual meeting, is actively work- 
ing on its plans for colJective bargain- 
ing. (Burlington Gazette. 
ovember 
19. 1964). 
Nursing Students Need More Freedom 
Nursing students should be allowed 
more freedom if student shortages are 
to be overcome, an Ontario Department 
of Labor official has suggested. 
Nursing must offer programs which 
permit freedom to students similar to 
that of university undergraduates. said 
Ethel McLellan, director of the Wo- 
men's Bureau of the Labor Depart- 
ment. She was speaking at a five-day 
conference of directors of Ontario nur- 
sing schools. 
A second method of encouraging 
greater numbers of women to enter the 
nursing field is to develop a program 
for older applicants. she said. (Ottawa 
Journal. November 16. 1964). 
'Scattergun' Training of Nurses Hit 
The training of nurses too often 
tends toward scattergun teaching of 
skills without organized progress to a 
present goal. an American educationist 
has suggested. 
Dr. \1argaret Lindsey. professor of 
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education at Columbia University Tea- 
chers College in New York City. said 
training programs for nurses should be 
built around a central theme that in- 
volves "a total concept of nursing." 
Speaking to a conference of direc- 
tors of Ontario nursing schools about 
the content of training programs, Dr. 
Lindsey said there should be a clear 
conception of the ultimate goal of 
training. The nursing profession's at- 
tempt to define what skills a nurse re- 
quires "up to this date have been done 
very inadequately." she said. 
Dr. Lindsey called for research that 
will produce tested information on 
"exactly what the behavior of the nurse 
must be to accomplish the goals the 
nurse is trying to achieve." (Kitchener- 
Waterloo Record, November 13. 1964). 
Publications Received in CNA Library 
\10st of the material listed below is 
available on loan from the CNA Libra- 
rv. Requests should be addressed to: 
The Librarian 
Canadian Nurses' '\ssociation 
74 Stanley Avenue 
Ottawa 2, Canada 
Applications for loans should give 
the month in which the publication 
was listed in The Canadian Nurse. 
I. American Nurses' Association. 
fanu- 
al for an economic security program. 
Rev. 1963. New York. 1963. 85 I. 
, American Nurses' Association. Using 
and improving the keys to knowledge. 
;..Iew York. 1964. 20 p. 

 American Nurses' Association. Work 
conference on the implementation of 
recommendations of the sub-commit- 
tee on the preparation of educational 
standards. New York. 1964. 84 p. 
4. American Nurses' Association. Pre- 
paring an economic brief for public 
health nurses. New York. 1959. 12 I. 
e; Association of Registered Nurses of 
Quebec. Reports presented during 44th 
annual meeting. 
fontreal. 1964. 25 p. 
6 Canada. Bureau of Statistics. Census of 
Canada. 1961. Ottawa. Queen's Printer. 
1963-64. 3 v. 
(a) v.1 population 
(b) v. 3 labor face 
(c) v.7 general review 
Canada. Bureau of Statistics. Hospital 
statistics 1963. Ottawa. Queen's Printer. 
1964. 21 p. (D.B.S. 83-217). 
W Canada. Bureau of Statistics. Revie\\ 
of employment and payrolls. 1963. Ot- 
tawa. Queen's Printer. 1964 72 p 
(D.B.S. 72-202). 
9 Canada. Bureau of StatistIcs. Survey of 
adult education 1961-62. Ottawa. 
Queen's Printer. 1964. 5s p. (D.BS 
81-207). 
10 Canada. Dept. of Lahour. Labour or- 
!!anization in Canada. 1963. Ottawa. 
Queen's Printer. 1964 100 p 


Canada. Dept. of ,Vatiunal Health and 
Welfare. The Canada pension plan. 
Ottawa, Queen's Printer. 1964. II p 
!:!. Canada. Dept. of Public Printing and 
5tationery. Organization of the Go- 
vernment of Canada. Rev. ed. 1963. 
Ottawa. Queen's Printer. 1964. 416 p. 
l"t Canada. External Aid Office. Admi- 
nistrative guide. Commonwealth scho- 
larship and fellowship plan. Ottawa. 
Queen's Printer, 1964. 28 p. 
14. Canadian Association for Adult Fdu- 
cation. Joint Planning CommisSIOn. 
\Jeeting 10 April, 1964. Toronto, Pro- 
ceedings. 16 I. 
I s. Canadian Library Association. General 
inter-library loan code 1952. Rev. 1956. 
Ottawa, 1964. 13 p. (Its occasional pa- 
per no. 43). 
16 Canadian Tuberculosis Association. 
"Iurses study report by Floris E. King. 
Ottawa, 1964. 16 I. 
17 Canadian Welfare Council. Computers 
and public welfare administration. Ot- 
tawa, 1964. 8 p. (Canadian Public Wel- 
fare Supp.). 
I
. Health Information Foundation. An in- 
ventory of social and economic re- 
,earch in health. 13th ed. Chicago, 
1964. 94 p. 
19 Kruger, Dalliel H. The economic se- 
curity program; an approach to im- 
proving economic and professional sta- 
tus of professional nurses. Lansing. 
\Jich., School of Labor and Industrial 
Relations, College of Social Science. 
\lichigan State University. 1963. 13 I. 

(I. McCreary, John. Education of health 
personnel, Toronto. Can_ J. Puhlic 
Health. 55: 424-434. Nov. 1964. Re- 
print. 
21 MacKinnon. Frank. The politic, of 
education, a study of the political dd- 
ministration of the public schools. To- 
ronto. Univ. of Toronto Press. 1960. 
187 p. 
22. Matheney, Ruth V. et al. Fundamentals 
of patient-centered nursing. Saint 
Louis. Mo. Mosby, 1964. 345 p. 
:!
. National League for Nursing. Bacca- 
laureate and higher degree programs in 
nursing education. New York. 1959-63. 
I v. (Collection of documents issued 
by NLN). 

4. National League for Nursing. College 
controlled programs in nurse education 
leading to an Associate degree. New 
York, 1958-63. 1 v. (Collection of do- 
cuments issued by NLN). 
25. II/ational League for Nursing. Educa- 
tional programs in nursing leading to a 
diploma. New York. 1957-63. I v. 
(Collection of documents issued by 
NLN). 

6. National League for Nursl1lg. Expand- 
mg horizons of patient care: NLN 
,potlights the way. New York. 1964. 
18 p. 
,- National League for 'l/ursing. Guide 
for the development of libraries in 
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schools of nursing. 2nd ed. New York, 
1964. 19 I. 
28. National League for Nursing. Health 
issues of the day; report of symposia 
of the National League for Nursing 
1963 convention. New York, 1963. 55 
p. 
29. National League for Nursing. The li- 
brary - a force for better nursing care. 
Papers presented at the program meet- 
ing of the Inter-agency Council on Li- 
brary Tools for Nursing of the 1963 
convention of the National League for 
Nursing. New York, 1964. 34 I. 
30. National League for Nursing. Roles 
and relationships in nursing education. 
New York, 1959. 142 p. 
31. National League for Nursing. Schools 
of professional nursing, 1964. New 
York, 1964. 39 p. 
32. National League for Nursing. Dept. 01 
Baccalaureate and Higher Degree Pro- 
grams. Some statistics on nursing edu- 
cation, 1962. New York, 1963.9 I. 
B. National League for Nursing. Dept. of 
Diploma and Associate Degree Pro- 
grams. Guiding principles for the es- 
tablishment of co-operative relation- 
ships between hospital schools of nur- 
sing and colleges and universities. New 
York, 1962. 3 I. 
34. National League for Nursing. Dept. 01 
Diploma and Associate Degree Pro- 
grams. A new look at the why and 
how of clinical laboratory experience. 
New York, 1964. 23 p. 
35. National League for Nursing. Dept. of 


Genevieve H. Johnson '26, University 
of Nebraska, Lincoln, Neb. who had 
worked in Alberta for many years. 
Isobel (Angus) Abercrombie '51, Rhonda 
(Stentiford) Leonard '15, Vancouver Gen- 
eral Hospital, B.C. 
Pierrette (Lee) Bergeron '59, Hôpital 
Notre-Dame, Montreal. 
Mary Ogilvie Berry '28, Queen Eliz- 
abeth Hospital, Montreal. 
Thamer M. Brose '43, Pembroke General 
Hospital, Onto 
Russel Earl Dagenais '54, St. Elizabeth 
Hospital, Humboldt, Sask. 
Mary Dinning '23, Strathroy General 
Hospital, Onto 
Aida Bell (Holiday) Fitzsimmons '37, 
Stratford General Hospital, Onto 
Dorothy (Wade) Fraser '23, Royal Vic- 
toria Hospital, Montreal. 
Margaret Fraser '19, Royal Alexandra 
Hospital, Edmonton, Alta. 
Beulah (Andrews) Gorham '13, Iris 
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Hospital Nursing. Self-evaluation guide 
for nursing service personnel programs. 
New York, 1957. 27 I. 
36. National League for Nursing. Dept. of 
Hospital Nursing. Self-evaluation gui- 
de for nursing service: preparation of 
the budget. New York, 1957. 8 I. 
37. National League for Nursing. Dept. 01 
Public Health Nursing. How to organi- 
ze and extend community nursing ser- 
vice for the care of the sick at home. 
New York, 1962. 96 p. 
38. National League for Nursing. Dept. 01 
Public Health Nursing. Proceedings of 
a conference on role definition in ad- 
ministration of a combination public 
health nursing service. New York, 
1963. 47 p. 
39. National League for Nursing. Dept. 01 
Public Health Nursing. Guide on per- 
sonnel policies for employers of public 
health nurses. New York, 1957. 72 p. 
40. National League for Nursing. Dept. of 
Public Health Nursing. Statistical re- 
porting in public health nursing. New 
York, 1962. 42 p. 
41. National League for Nursing. Mental 
Health and psychiatric Nursing Advi- 
sory Service. Education and supervision 
in mental health and psychiatric nur- 
sing. New York, 1963. 
42. National League for Nursing. Research 
and Studies Service. A method for ra- 
ting the proficiency of the hospital ge- 
neral staff nurse; a manual of direc- 
tions. New York, 1964. 28 p. 
43. National League lor Nursing. Research 


ðn dlømc;/tiam 


Cecilia (Pike) Wells '32, St. Joseph's Hos- 
pital, Victoria, B.C. 
Elizabeth Hannant '04, Annie Maud 
Ste:ling '05, Toronto General Hospital, 
Onto 
Joyce Harasem '65 (student), Eleanor 
Ruth (Lomas) Reid '54, University of Al- 
berta Hospital, Edmonton. 
Velma Viola (Stinson) Harrison '35, 
Chatham Public General Hospital, Onto 
Marjorie Alberta (Burtch) Johnson '37, 
Edmonton General Hospital, Alta. 
Geraldine (Crackel) Lunney '32, Vic- 
toria General Hospital, Winnipeg, Man. 
Isobel Craigie (Nicolson) McQueen '29, 
Victoria Memorial Hospital, North Bay, 
Onto 
Kathleen Mary (Doupe) Mutch '32, Mc- 
Kellar General Hospital, Fort William, 
Onto 
Caroline V. Navid '43. St. Boniface Gen- 
eral Hospital, Man. 
Christina Parker '17. Lillian Hester 


and Studle
 Service. State approved 
schools of professional nursing. 1963. 
New York. 1963. 88 p. 
44. National League for Nursing. Special 
Committee on Practical Nursing. State- 
ments regarding practical nursing and 
practical nursing education. New York. 
1962. 18 p. 
45. National Research Council of Canada. 
General instructions, university SUppOrl 
program. Grants In aid of research. 
scholarships. fellowships. Ottawa. 1961. 
28 p. 
46. Nalional Research COl/ncil of Canada. 
Students registered In the graduate 
schools of Canadian universities 1963- 
64. Ottawa, 1963. 4 v. 
47. Onlario, Hospital Services Commission. 
Report 1963 and statistical supple- 
ment. Toronto, Queen's Printer. 1964. 
48. PresIon, Ruth A. el al. Patient care 
classification as a basis for estimating 
graded inpatient hospital facilities. New 
York, J. Citron. Disease, 17: 761-762 
1964. Reprint. 
49. Ritchie, Ronald S. A philosophy of ma- 
nagement. Ottawa, Canadian Welfare 
Council, 1964. 6 p. (Canadian Public 
Welfare, supp. no. 2). 
50. Simon, Beatrice V. Library SUPPOrl of 
medical education and research in Ca- 
nada. Ottawa, Association of Canadian 
Medical ColIeges, 1964. 132 p. 
51. U. S. Dc:pt. of Health. Education and 
Wellare. National Library of Medicine 
classification schedule. Washingtor, 
Govt. Print. Off.. 1964. 286 p. 


(Lawrence) Reykdal '27. Winnipeg Gen- 
eral Hospital, Man. 
Eleanor Jane (Edwards) Paulson '49 
Belleville General Hospital, Onto 
Mary Maude (MacNish) Taylor '18. 
Brockville General Hospital, Ont. 
Silla Marguerite Carr-Harris, R.R.C.. 
died in December, 1964 in hospital in 
Montreal. She was 85. Born in Ottawa. 
she received her nursing education at 
Presbyterian General Hospital, New York 
Following graduation, she worked at Dr. 
Grenfell's Labrador Mission and was 
among the group to greet Commander 
Robert Perry following the discovery of 
the North Pole in 1909. Miss Carr-Harris 
served overseas in World War I and was 
decorated for her heroism in evacuating 
wounded from a military hospital during 
a bombing raid. She later worked as a 
public health nurse for the Ontario Dept. 
of Health in the far north. Following her 
retirement she lived in Montreal. 
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A 
CHALLENGING 
FUTURE 
AWAITS 
yOU... 


TH NURSING IN 
 
E CANADIA 
MEDICAL S E N FORCES 
RVICE 


/, 
. 


Send for this informative booklet, which outlines the nursing and 
career opportunities in the Canadian Forces Medical Service, Visit, 
write or call your nearest Canadian Armed Forces Recruiting Centre 
or write to: THE SURGEON GENERAL, DEPARTMENT OF NATIONAL 
DEFENCE, OTTAWA, ONTARIO. 
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A New Industry lor Canada 


ETHICON SUTURES LTD. 
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. N I producing quality sutures for th! hospital-sUJgital team 
. Equipped with Canada.s first C I merciøt Cobak to -sterilizmg ,UQit 


(Photogr8Dn o. Admln.Slrellon Building) 


-Trade M.r'll; Fleg d 


ETHIC ON 


Ethicon Sutures Ltd., 


Peterborough, Ontaroo 
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FLEET ENEMA 
single d
-;e 
disposable unit 
Just one second of prep time needed . . . with the 
modern FLEET ENEMA! Once the full-length pro- 
tective cover has been removed and the prelubricated 
2-inch rectal tube has been inserted, simple manual 
pressure does the rest. And after the enema- 
no scrubbing, no sterilization, no setting up for 
re-use. The complete FLEET ENEMA unit is 
simply discarded! 
why more and more hospitals are using the 
FLEn ENEMA 
An efficient, economically-priced, safe enema 
requiring far less time than outmoded procedures, 
FLEET ENEMA also avoids the ordeal of injecting 
large quantities of fluid into the bowel. 
Left colon catharsis can be achieved in two to five 
minutes without causing pain or spasm, 1 while afford- 
ing the same cleansing efficacy as the usual enema of 
one or two pints. Reverse flow and leakage are pre- 
vented and a comfortable flow rate assured by the 
construction of the anatomically correct plastic tube. 


.-.. 


Each Single-Dose Disposable Unit contains, in each J 00 cc.' 
Sodium acid phosphate USP. . . . . . . . . . . . . . 16 G. 
Sodium phosphate USP. . . .. _..... ..... 6 G. 
Plastic "squeeze-bottles" of 4 Vz fluid ounces, with prelubrl- 
cated tip. 
I. Marks, M.M.: Am. J. Digest. Dls. 11:219, 1951 


CftaJdeð 8.
JtOMt&Co. 


MONTREAL 


CANADA 
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HOW DAVIS & GECK 
SUTURE PRODUCTS 
CAN HELP RAISE THE 
EFfiCIENCY OF THE 
NURSING TEAM 


Fast, convenient dispensing. All Davis & Geck sutures and suture-needle combinations are 
supplied ready for immediate use, individually packaged in dry, presterilized plastic envelopes- 
transparent and double-labelled for easy identification of contents. 
Maximum ease of handling. Surgeons appreciate Davis & Geck sutures for their excellent hand- 
ling and performance characteristics, assured by meticulous care in processing during every 
phase of manufacture. You will find thatthe nursing team can function more efficiently with suture 
materials from the broad line of Davis & Geck suture products. 
SP Service Program. This Davis & Geck service completely eliminates the time, expense and 
potential hazards involved in cold resterilization of unused suture packages. Davis & Geck assumes 
all responsibility for repackaging and resterilizing left-over suture packages... saving many nurse- 
days each month and providing significant new savings in operating room management. 


DAVIS & GECK / C YANAMID OF CANA DA LIMITED 
PRODUCTS DEPARTMENT C:::::--c .. A IV AM. n - 
 Montreal, Quebec 



'Registered Trademark 



PHARMACEUTICALS & OTHER PRODUCTS 


AMPLIFY 
(RABIN-WINTERS) 
Indications A dietary salt-substitute for use in sodium restricted 
diets. 
Description A pleasant tasting seasoning containing herbs, spices, 
potassium monoglutamate, glutamic acid, potassium chloride. Whereas 
many salt substitutes are bitter tasting, Amplify gives a zestful and 
appetizing flavor. 
Uses - For sodium restricted diets. Use as seasoning before, during 
or after cooking. 


CADOl CHEWABLE CAPSULES 
(AYERST, McKENNA & HARRISON) 
Indications - A vitamin supplement for the diet of children and 
adults; to prevent and treat rickets. 
Description - Each red gelatin capsule contains 5000 I.U. of vitamin 
A, 400 I.U. of vitamin D and 75 mg. of vitamin C in a cherry-flavored 
base. 
Dosoge - One capsule daily. Both capsule and contents are flavored, 
and may be chewed or swallowed whole. 


ACTIVATED CARBON MASK 
(BUSSE) 


Description - A new disposable hospital mask mode of layers of 
wet strength cellulose with an inner core of activited carbon. Activated 
carbon is highly effective in bacterial filtration and also helps control 
toxic odors, absorb irritating vapors and purify air. 
A form-fitting nOse bridge adjusts the mask to facial contours and 
helps prevent fogging of glosses. Masks are available with string ties 
or elastic ear loops. 
Further information available from Busse Hospital Disposables, Inc., 
Great Neck, N.Y. 11021. 


DEPROl 
(HORNER) 


Indicotions - For relief of anxiety and mild to moderate depression, 
without insomnia or anorexia; reduces excessive emotional responses to 
disturbing stimuli. 
Description - A pink, scored tablet containing benactyzine I mg. 
and meprobamate, 400 mg. Side effects such as dry mouth and drow- 
siness ore relatively rare and usually controlled by reducing dosage. 
Dosoge - 1 tab. q.i.d. 
Coution - Doily dose of meprobamate above 2400 mg. is not 
recommended. High dosage and prolonged use may couse dependence. 
Do not use in presence of glaucoma. 


DISPOSABLE ENEMA UNIT 
(BARD) 


Description - A safe, efficient, and complete (except for water) 
single-use unit for enema administration. Unit contains a 2000 cc. 
plastic bag with handle grip and 5 foot integral enema tube and 
clomp; plastic lined underpod; sterile castile soap; sterile lubricating 
jelly; all enclosed in a clear, easily-opened plastic bog. 


"PENBRITIN" 500 CAPSULES 
(AYERST, McKENNA & HARRISON) 


Indicotions - For treatment of kidney and urinary tract infections 
and some G.1. infections. Penbritin gives high urine concentrations and 
is effective against strains of E. coli, Strep. fecalis, P. mirabilis, and 
P. vulgaris. Also produces high concentrations in bile and is effective 
against salmonella, shigella, and other "food poisoning" bacteria. 
Description - Block and red capsules containing 500 mg. ampicillin. 
Dosoge - Kidney and urinary tract infections: 1 cop. q. 8 h.; G. I. 
infections: I to 2 cops. q. 8 h. 
Controindicotions - Allergy to penicillin, and in infections caused 
by penicillin-resistant stophylococci. 


SAlAZOPYRIN 
(ELLIOTT-MARION) 


Indicotions - For treatment of ulcerative colitis, and for colitis other 
than that caused by putrefactive bacteria or amebae. 
Description - Each tablet contains 0.5 Gm. of salicylazosulpha- 
pyridine. Salazopyrin is on acid azo-compound of sulphapyridine and 
salicylic acid. Clinical studies show remission or considerable improve- 
ment in 70-80% of cases treated. 
Dosoge - Two tablets qA-6 h. Severe cases: up to 16-!8 tabs. per 
24 hr. period. Children over 7 years: 1-2 tabs. q.6-8 h.; children 5-7 yrs.: 
!/2-! tab. q.6-8 h. In case of nausea, dosage is reduced or treatment 
stopped for 2 days. Maintenance dosage: 3 tabs. per day. Recommended 
course of treatment: two weeks followed by one week's rest. 
Caution - Precautions and supervision as for any sulphonamide. 


.
 


.::- 


.:\ 


, 



' 
I: 


., 


" 
,- 


" 


I 


r. 
} 


j. 


...... 


POLECAT BED SCREEN 
(BREWSTER CORP.) 


Description - An entirely new version of the moveable bedside 
screen with a spring-loaded pole which will fit between the floor and 
any ceiling up to I I feet. When the six foot curtain rod is raised it 
automatically locks rigidly into horizontal position. Pressing a trigger 
allows it to return to vertical for storage. 
Once adjusted to the ceiling height in a given hospital, the screen 
may be sprung in and out of place anywhere. It weights only 6 Ibs., 
tokes practically no bedside floor spoce, and will not tip over. Curtain 
available in regular or flame-proof white cloth, 6 feet wide and 5 feet 
high. 
Brewster Corp., Old lyme, Conn. will supply further information. 
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NURSES 


NUR
E... 


WHO HAVE DECIDED 
TO COME TO 
GREAT BRITAIN 


Trained nurseS who wish to gain post-graduate experience will 
find opportunity of furthering their career at the 


St. Helier 
Group of Hospitals 


What can 

. 
J I take for 
heartburn 
or acid 
\ indigestion? 


The ansv.er- TU
1S! These mild. minty 
tablets are so practical to recommend 
because they're fast acting, long lasting 
and safe - made of (he finest anldcid 
ingredients. They're economical too- 
only a few cents buys enough for several 
doses. And they leave no aflertaste- 
no "ater or gldss needed. 


Situated within easy reach of London and south coast. Experience 
available in the following Departments: General Medicine, General 
Surgery, Operating Room, Accident Unit, Psychiatry, Maternity, 
Thoracic, Ear Nose and Throat, Paediatrics, Gariatrics, Orthopae- 
dics, Ophthalmic. 
Salary: E618 _ E713 less E206 if resident. Starting point depends 
on previous experience. Residential accommodation is available if 
desired; uniform provided; 5 weeks annual leave. Applications 
stating training, experience and specialties in which interested 
and names of two referees to: 


Deputy Group Secretory, St. Helier Group 
Monogement Committee, St. Helie. Hospital. 
Corsholton, Surrey, Englond. 


Psychiatric Nursing: The Nurse-Patient 
Relationship is available to interested 
health groups. This 34-minute, black and 
white sound film was produced by the 
ANA-NLN Film Service and the Medical 
Film Center, Smith, Kline and French 
Laboratories. 
It portrays a nurse working in a large 
mental hospital. While illustrating many 
facets of her work. it was prepared to show 
aspects of the nurse-patient relationship as 
the core of nursing practice. 
Students on all levels, as well as gradua- 
te nurses working in the psychiatric setting. 
will benefit from a review of the film; it 
is also suitable for other professional and 
lay groups. 
An Instructor's Guide, prepared by Hil- 
degard Peplau and Laetitia Roe is available 
to assist in the presentation of the film. 
The film is available from Smith. Kline 
and French Laboratories, 300 Laurentian 
Blvd., Montreal 9. 


* 


* 


* 


Initial Care of Burns. a 29-minute, color 
and sound film released in 1963. is an 
excellent audio-visual aid for nurses. The 
film received a medical education award 
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FILMS 


in 1962. It depicts five typical 2nd or 
3rd degree burns and follows the care of 
the patient from his admission until he is 
ready for skin graft. It illustrates and eva- 
luates both the closed and exposure me- 
thods as means of local care. 
The film is recommended for all levels 
of nurses and for showing to interested 
health profession groups. It is available 
from the Surgical Film Library, Cyanamid 
of Canada Limited. 5550 Royalmount Ave., 
Town of Mount Royal, Quebec. 
* * * 


Stereotatic Procedures for Parkinsoll's 
Disease, a 25-minute, color, sound film. 
was made in Canada under the direction 
of Dr. Claude Bertrand. This excellent 
film was one of five chosen to represent 
Canadian medical education aids at a con- 
ference in Italy. The film illustrates new 
techniques in brain surgery and the me- 
thods for exactly locating the area requir- 
ing electro or knife therapy. Although high- 
ly technical, the film is recommended for 
operating room nurses, for nurses especial- 
ly interested in neurosurgery, and as an 
extra film in schools of nursing where it 
can be used to illustrate very new ope rat- 


ing methods being used in brain surgery. 
The film is available with either English 
or French soundtrack, from Cyanamid of 
Canada Ltd., 5550 Royalmount Ave., Mount 
Royal. Quebec. 


* 


* 


* 


Essentials of the Neurological Examina- 
tioll shows the performance of a thorough 
examination as carried out in a doctor's 
office or at the patient's bedside. The pre- 
liminary history, the purpose and order of 
the examination are discussed. The tests 
for cerebral function; cranial nerves; cere- 
bellar functions, the motor system; the sen- 
sory system; and deep and superficial re- 
flexes are describes step-by-step. A diagra- 
matic representation of the underlying ana- 
tomy accompanies the examination. The 
testing of an actual patient is shown. 
An excellent booklet is available for use 
with the film. 
This 50-minute. sound, color film is suit- 
able for graduate groups, and although rat- 
her long, it is recommended as an aid in 
teaching neurology to student nurses. 
The film is available from Smith, Kline 
and French. 300 Laurentian Boulevard. 
Montreal 9, Que. 
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DIABETIC 


Canada ranks sixth in mortality from 
diabetes, according to Metropolitan Life 
Insurance Company statisticians. The age- 
adjusted death rate from diabetes was 10.8 
per 100,000 of population in ]958-60. This 
compared with 15.5 in Ceylon and 14.0 
in Belgium. The United States ranked third. 
Israel and Japan had the lowest rate: 3.7 
per 100.000. Rates are adjusted to allow 
for differences between countries with res- 
pect to the age distribution of their po- 
pulations. 
In ] 5 of the 17 countries the death rate 
from diabetes IS higher for females than 


STATISTICS 


for males at all ages combined. The greatest 
excess occurs in the Netherlands. where 
the rate for females is almost twice that 
for males. In England and Wales the ratio 
of the death rates is nearly 1 1 12 to I, and 
in the United States and Canada it is 11/4 
to I. 
The disease is somewhat more prevalent 
in urban than in rural areas, although the 
difference is not as great as it was in earlier 
studies. Variations according to social class 
and occupation also appear to be levelling 
off and becoming less meaningful. 
-Metropolitan Life Insurance Company 


Bema- 
Comblst 


^ 


AMf 


.. 


SPACE SAVER 


This bottle contains 400 labora- 
tory tests. It gives you 48,000 
possible answers in 100 cc. of 
space. HEMA-COMBISTIX* is 
a dip-and-read test for urinary 
blood, protein, glucose, and pH. 
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Letters to the Editor are welcome Onl\' 
SIGNED lelten lI"i// he considered 101' 
publication. Name lI"i// he withheld from 
Ihe published letter at the writer's request. 


Dear Editor: 
Having been away from hospital nursing 
for several years. I find it interesting and 
helpful to discuss new nursing procedures 
with some of my hospital-employed col- 
leagues. 
I recently learned that the use of linseed 
poultices to relieve postoperative abdomi- 
nal distention has fallen into disuse. Appa- 
rently this procedure is no longer taught in 
many schools of nursing since it is seldom 
ordered by the attending physician. In it
 
place. neostigmine is administered intra- 
muscularly to stimulate peristalsis and to 
help the patient expel flatus. 
I have cared for patients whose doctors 
ordered this drug and for others whose doc- 
tors ordered the poultice. Those in the latter 
group received much more relief. This i
 
one instance where a nursing procedure, al- 
though time-consuming. is more effective 
than the administration of a drug. 
When a nurse knows that a certain pro- 
cedure offers comfort and physiological re- 
lief she should relay this information to 
the physician who, in this modern era of 
"wonder drugs", has probably never heard 
about it. I am certain that patients having 
abdominal surgery will be appreciative. 
T. N., R.N.. Quebec 


Open letter from a Night Nurse 
Night shift is a glorious challenge. It i
 
a great honor to be entrusted with the well- 
being of your fellowman. 
A good night nurse not only does the 
expected patient care (keeping an eye on 
irrational patients, checking an unstable 
blood pressure or temperature. watching an 
I.Y.), but also does the little extras. Espe- 
cially at night. when sleeplessness. and les- 
ser aches and pains are bothersome; when 
home and personal problems come to the 
foreground of the mind, there is ample 
opportunity to give of yourself and your 
time to make the night bearable and les
 
long. Unspoken fears might be a little 
eased by a talk. a cup of tea or a glass 
of milk. a joke. or a pat on the back. 
Whatever you do, it is important to do 
it as well as you know how - writing 
clearly and neatly, spelling well. dating the 
chart (not upside down or crooked). making 
out the necessary requisitions. answering 
signal lights promptly, keeping the office 
tidy, putting things away cle.!n - and 
especially charting immediately. All these 
little things help your work to go smoothly 
and give you the inner satisfaction that 
comes from doing your best. 
Another important factor is vaur at- 
titude toward your auxiliary staff. The night 
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nurse should give her aide a complete re- 
port on the patients. This way she will 
know what to expect, and can be of more 
help. Never give orders. but rather ask! 
Orders create a feeling of ill will, and des- 
troy the feeling of teamwork. 
A night float often drops by, asking... 
"Hello, need any help?" There are always 
things to do; the attitude of the true "hel- 
per" is more apparent. She takes a flash- 
light amI makes a quick round - without 
being asked to do so - and reports un- 
usual findings, tells who is awake and 
why, gives a pan or a drink where needed. 
She is there to help with the turning of 
very sick patients, and notes condition, co- 
lor, skin. and so on. A really interested 
nurse will ask about the patient before she 
starts. She also helps with that everlasting 
problem - intakes and outputs. 
The night supervisor is the key member 
of the team and is there to discuss any 
problems if you are in doubt as to what 
to do. 
lt is said that one pound of learning 
requires ten pounds of common sense. 
Even though you do the right thing, do you 
do it the right way? A patient should be 
turned q. 3 h.; you turn her at midnight 
and she is awake at 2. Common sense 
should tell you to turn her again. If her 
injection for pain is due at 4, will you let 
her sleep until she wakes up and then give 
the injection? 
Visualize the well-being of the patients 
over 24 hours. and not only on your 8-hour 
shift. Just think how pleased you are to 
have something done for you by the pre- 
vious shift. We are all working together for 
one purpose - to help the patient. 
The night shift is a lonely but also a 
most gratifying shift. 
Mrs. Gehrer. R.N.. permanent I ]-7 night 
nurse. 


Dear Editor: 
I must tell you that I have enjoyed the 
article on nursing in the December Journal 
more than any that have appeared before. 
They were to the point, logical. and dealt 
with facts. No wishy-washy generalities 
about the changing role of nursing in a 
changing society. 
However. 1 do take exception to one sta- 
tement in Rae Chittick's article "What 
Have you to Declare". She says: "We are 
only human and we expect to be paid for 
our abilities." I agree - naturally we are 
human. We are proud to be human. And 
most certainly do we expect to be paid 
for our ahilities. But are we? Adequately? 
Right there creeps into the otherwise won- 
derful and brilliantly written article a note 
of apology for our shortcomings, as if 
we were apologizing for the fact that we 
just aren't big enough to work as nurses 
out of sheer love for our fellow men alone. 
Every nurse has to have a great deal 
of dedication and love for her fellow men 
anyway, even with much higher wages than 
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we are nOW getting, to remain a nurse, even 
after she marries and does not "have to 
work". There are so many unpleasant du- 
ties, so many soul-shattering experiences, so 
many frustrations, so many personal con- 
flicts that a person has to be strongly 
motivated to remain in nursing for life. 
As long as a semi-skilled worker gets 
the same amount of money that a Regist- 
ered Nurse makes - or more - just be- 
cause he belongs to a strong union and 
everybody is afraid of a strike. as long 
will our hospitals be understaffed and our 
nurses overworked - resulting in less-than- 
perfect patient care. 
Mrs. Maria-E. Meuller, R.N., Sask. 


BAD TElEPHONE MANNERS 
Careless handling of doctors' appoint- 
ments by office nurses can stir up legal 
trouble as well as ill feeling, warns Provi- 
dence attorney, William A. Regan. 
He tells of a New York radiologist who 
examined a woman at a city out-patient 
clinic. Later, the woman feared she had 
cancer and called the doctor's private office 
for a Wednesday afternoon appointment. 
His nurse told her the doctor didn't see 
patients at that time and hung up. 
Rebuffed, the woman neglected her con- 
dition and eventually required surgery. She 
sued the radiologist for abandonment. 
- The Homer Newsletter 
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Registrants at conference 
Association of Non-Profit 
Hospitals for the Aging of 
of Quebec. 


held by the 
Homes and 
the PrO\'Ù1Ce 


If enthusiasm is contagious and helps to motivate others - 
and we are convinced it is, and does. after attending this con- 
ference - the Association of Non-Profit Homes and Hospitals for 
the Aging of the Province of Quebec will meet its objective: to 
foster the welfare of aged people living in such facilities. 
Believing that a need existed in the province for adequate 
gerialric long-term care facilities. a small group of administrators 
of homes for the aged founded the Association three years ago. 
It now has a membership of 18 homes and hospitals containing 
over 2,000 beds. Members meet regularly to share ideas and 10 
discuss ways and means of improving standards. The Association 
welcomes government standards that have been set up to ensure 
adequate care for older persons living in such homes or hospitals; 
tut its members believe that they can assist the government in 
the development of these standards. 
The Association's first conference. held January 28. 1965. at 
the new Maimonides Hospital and Home for the Aged in Mont- 
real, concentrated on long-term care facilities for the aged. Dr. W. 
J. Klinck. Lennoxville. Quebec, was Conference Chairman. 
The first speaker, Dr. Raymond Hebert. Medical Adviser. 
Montreal Department of Social Welfare, stated that few efforts 
are made in our 
ociety to allow the elderly person to remain 
in his own home. "Many persons could be cared for in their 
h.:Jmes if special geriatric clinics were provided by general hospi- 
tals and if home care programs - that would include medical, 
nursing. social and homemaker services - were provided." Ac- 
cording to Dr. Hebert. the cost of such service
 would he less 
than that of our present system of institutional care. Persons who 
required more extensive care, or for some reason could not remain 
in their homes. would then be transferred to a well-equipped hos- 
pital or nursing home. 
Considerable audience participation followed Dr. Hebert's dis- 
cussion. One question concerned the basic criteria necessary for 
a home which cared for the elderly sick. He replied: 
I. A good physical plan is essential. e.g., the building 
should be protected against fire hazards. 
2. The medical set-up should permit the in
titution 
to cope with any emergency. Registered nurses should 
be in attendance day and night. 
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Dr. Hebert pointed out that in some nursing homes. nurses were 
only available eight out of 24 hours. 
According to Dr. Hebert, any aged person who requires 
COllstant medical attention should be covered financially by 
Quebec Hospital Insurance; if he needs only a place to live, he 
should come under the au
pices of the city's Department of 
\Velfare. At present, the decision of whether an aged person 
should be financially covered by hospital insurance or by the 
department of welfare is determined by the ill tensity of care 
he requires - a very difficult. if not impossible. factor to assess. 
Following lunch, a tour of the ultra-modem Maimonides Hos- 
p;tal and Home was conducted by members of the Women's 
Auxiliary. Mr. Louis Novick, executive director of the Hospital 
and president of the Association, explained the many activities 
and projects carried on by the persons who lived there. His phil- 
osophy - and that of the staff - is that patients should have 
an opportunity to participate in the running of their hospital. The 
patients at Maimonides have an active "patiew: council" - com- 
plete with elected executive - who meet regularly with the staff. 
Various problems and suggestions are discussed and, frequently, 
acted upon. Individual attention is given to each patient to en- 
courage him to contribute - and develop, if he has regressed - 
to his highest potential. 
Dr. J. Ronald Bayne, Head of the Geriatric Service at the 
Department of Veterans' Affairs, Montreal emphasized that treat- 
ment for the aged must be 
'iRorolls, enthllsiastic and complete. 
The staff and the patient should work together since the out- 
come of any treatment depends on the patient's understanding 
and acceptance of it. The old concept that the "indigent" patient 
should be grateful for all services rendered, still exists in the 
minds of some personnel. This attitude mllst change. 
Dr. Bayne pointed out that the elderly person should be re- 
sponsible for himself, as far as possible. "If treated like a child, 
he will become childish, and let others 'do' for him. We act as 
we are expected to act - and the patient is no exception to this." 
In response to the question: Is it a good idea to place the sick 
individual with the well, Dr. Bayne replied: "It is not wise to mix 
the severely handicapped with well persons. This is done in some 
hospitals in the U.S.A., where they have a "buddy system," with 
a well person responsible, in part, for a handicapped person. The 
main drawback is that it utilizes abilities which could be used 
by the well man to develop himself." 
Mr. Novick expressed a truism when he stated that even though 
an individual may have a short time to live, he can always con- 
tribute to society - after all, we all have a short time to live! 
Age is relative: a person 40 years of age appears old to the 17- 
year-old and 80 appears old to the 40-year-old. 
The resolutions arising from this one-day conference were: 


1. That coordinated home care programs be set up in the 
Province of Quebec to keep people out of hospital and in their 
homes. 
2. That geriatric clinics of a high calibre be established to 
treat the elderly sick as outpatients. 
3. That adequate housing programs be e
tablished throughout 
the province for the aged who do not require medical attention. 
4. That medical care required for aged persons be provided by 
the provincial Department of Health. 
5. That adequate financial support be provided by the govern- 
ment to ensure complete nursing, rehabilitation, etc. programs to 
meet the needs of geriatric patients. 
6. That further efforts be taken to interest and train staff for 
all categories of geriatric care. 
7. That steps be taken to institute and improve the care of 
the aged presently living in institutions in the Province of Que- 
bec. 
The members of this Association accomplished a great deal in 
one day. It was refre
hing to attend a conference where the focus 
was, at all times, on the patient - and the improvement of his 
care. 
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Rehabilitation, A Manual for the Care of 
the Disabled and Elderly by G. G. Hirsch- 
berg, M.D., EA.C.P.. Leon Lewis, M.D., 
F.A.C.P., and Dorothy Thomas, R.N., 
B.S. 377 pages. J. B. Lippincott Com- 
pany, 4865 Western Ave., Montreal 6, 
P.Q., 1964. 
Reviewed by Miss M. E. Smith, Con- 
sultant in Rehabilitation, Victorian Or- 
der of Nurses, Vancouver, B.C. 
This is a most comprehensive book on 
rehabilitation and would be a valuable ad- 
dition to any nursmg library. The authors 
set out to present a common knowledge of 
management of disabling conditions to unify 
the approach of the many disciplines in- 
volved, which thus far have tended to be 
fragmented with loss of continuity of care. 
Necessarily. in this approach there is sim- 
plification. Physiotherapy is not well inter- 
preted as there is no outline or apprecia- 
tion of the benefits of these techniques in 
the conditions covered; this also is true 
of the omission of physical and psycholo- 
gical strengths gained from therapeutic 
occupation. rhese omi
sions are. however. 
offset by showing that much rehabilitation 
can be accomplished with simple techniques 
when there is a real appreciation of the 
aims. 
The first part is an introduction to ensure 
understanding of the goals of rehabilitation. 
causes of disability (which includes thought- 
less nursing care), and necessary environ- 
ment for activation which is not necessarily 
elaborate. The authors emphasize that 
nursing homes should add inexpensive 
measures to their programs to add life 
and to decrease care for their patients. This 
section also goes into some detail on nu- 
trition and elimination. plus the handling 
of obesity. Psycho-social factors are dis- 
cussed briefly. Canadian readers should 
realize that various Acts and aids w
h 
which anyone helping the disabled needs 
to be familiar exist in this country. This 
book outlines the applicable social wel- 
fare measures in the United States. 
The second section concerning self-care, 
gives useful advice. More specific detail 
can be found under each conditions later 
in the book. It would have been helpful 
to have references listed for activities of 
daily living at the end of this chapter. 
Some pointers are given for helping pa- 
tients with communication difficulties, but 
this section is not as detailed as one would 
like. 
The third part varies in the amount of 
detail given in the rehabilitation of specific 
disabilities. Material on the simple hemi- 
plegic, paraplegic. self-care for quadri- 
plegic, is good; the authors go into great 
detail for patients needing respiratory 
mechanical aids. presumably because there 
is little literature on this subject. A bowel 


and bladder training program is included. 
The general outline for rheumatoid and 
osteo-arthritis care is not detailed enough. 
0ne of the most helpful measures for 
these people is muscle tensing wIthout joint 
movement, and this is not mentioned. The 
chapter on hip fracture is useful; a section 
on proper bandaging of lower limb stump 
would have been valuable, rather than so 
much detail about the pylon which takes 
time and skill to fashion correctly. There 
is not enough detail concerning the physio- 
therapy of respiratory ailments even though 
simple but proper breathing techniques, 
drainage positions and vibrations can help 
the patient with bronchiectasis and emphy- 
sema to a much more comfortable life. This 
book would also be more valuable if it 
included a possible daily schedule for 
the nursing home care of chronically ill. 
rather than just suggesting stimulation and 
activation. 
Other books and pamphlets exist that 
give more detail on specific disabilities but 
these are, by and large, written for their 
own professional groups. This should be a 
handy reference manual for nurses in- 
terested in caring for disabled persons. 


No Language But a Cry by Bert Kruger 
Smith. 170 pages. Boston, Beacon Press, 
1964. 
Reviewed by Dr. S. R. Laycock, formerlv 
Dean of Education, University of Sas- 
katchewan. 
This book was written by a mental health 
specialist of the Hogg Foundation for 
Mental Health (University of Texas) and 
carries a foreword by Dr. Robert H. Felix, 
Director, National Institute of Mental 
Health, Bethesda. Maryland. It is a warm, 
sympathetic account of the characteristics 
and problems of seriously emotionally dis- 
turhed children together with a description 
of the types of facilities needed for their 
treatment and education. Visits to three out- 
standing treatment centres are described - 
The League School. Brooklyn, The Sonia 
Shankman Orthogenic School. Chicago. and 
The Hawthorne Centre. Northville, Michi- 
gan. The findl ch;;pter makes specific 
recommendations as to what can be done. 
This book is of value to practising nurses. 
especially public health nurses, who deal 
regularly with various types of emotionally 
disturbed children. While it deals with the 
situation in the United States. there is abun- 
dant evidence that there is a serious lack 
of facilities for emotionally disturbed chi 1- 
dme in Canada. Many of these youngsters 
aer wrongly diagnosed as mentally retard- 
ed, deaf. or delinquent. 
This book can be read with profit by 
laymen - particularly by community lead- 
ers in health education and welfare. 
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Nursing: Its History. Trends. Philosophy, 
Ethics and Ethos by Thelma Pelley. R.N., 
B.A., B.Sc.N. 238 pages. A. W. B. Saun- 
ders publication. available in Canada 
from McAinsh of Toronto and Vancou- 
ver. 1964. 
Reviewed by Sister Mary FeUdtas, R.N., 
M.Sc., Director, School of Nursillg, St. 
Mary's Hospital, Molllreal. 
The author states that this book was 
written "as an attempt to interpret some of 
the interrelated historical facts in a per- 
spective that may help explain nursing as 
it is today. and to help to create an aware- 
ness that not only are we a part of all that 
has been. but we are also a part of history 
in the making, and the makers of history." 
She specifies that no attempt has been made 
to present a detailed history of all, nor 
even the most important events which have 
occurred in the history of nursing. The idea 
of presenting historical values was conceived 
when first year students showed great en- 
thusiasm, yet senior students protested the 
further study of history and trends in 
nursing. She further states: "There is a 
philosophical concept which affirms that 
an awareness of a need constitutes an im- 
plicit moral obligation to do something to 
meet that need . . . this explains in part 
the raison d'être for the writing of this 
book." 

fost of the 18 chapters are introduced 
with inspiring quotations that tempt one 
into further reading. The first eight chap- 
ters deal with various eras of history of 
nursing. and interpretation of certain details 
of these eras. There is some chronological 
order. but considerable "back-tracking" im- 
pairs logical sequence of thought. Frequent- 
ly. conclusions are drawn which lead one 
to question their accuracy or validity. e.g., 
"Unfortunately the purity and simplicity 
of early Christian concepts and practices 
were marred by the influences of prevailing 
pagan beliefs and practices. such as the 
cult of virginity and a belief in the virtue 
attained by the practice of ascetism." Few 
students of history or philosophy would 
concede that the examples cited were 
"prevailing pagall beliefs and practices." 
Chapters 9 to 18 deal more specifically 
with nursing of today and tomorrow. There 
are some thought-provoking and challeng- 
ing statements. if one can sift them out 
of the lengthy and involved sentence struc- 
ture. Much excellent material is found in 
the discussions of professionalism. econo- 
mic welfare. legal responsibility and nursing 
leadership. This reviewer was a little puz- 
zled at the description of affiliations and 
especially the reason given for "planned 
affiliation experiences." The confusion ex- 
tends to a common one existing today: is 
the student nurse a learner or a practi- 
tioner? The terminology "affiliation ser- 
vice" used in the text adds to this per- 
plexity. The useful chapter on spiritual 
care of the patient is marred by the defini- 
tion of health in the first paragraph where 
"emotional" is used as a synonym for 
"spiritual." 
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Appendix I contains an excellent summa- 
ry of "Milestones in the History of Or- 
ganized Nursing in Canada," providing a 
concise and up-to-date reference of the 
development and progress of the nursing 
associations of this country. Appendix H. 
"Something to Think About and Something 
to Do" is precisely this. and could be used 
for various types of assignments. Appendix 
III gives 18 brief "Biographical Sketches of 
Representative Leaders and Makers of 
Nursing History." A few Canadians are 
here included. 
No doubt the class presentation of this 
material was inspiring, and it probably 
served the author in her efforts to "re-clothe 
the dry bones of historical fact" for her 
students. However. one would question the 
value of seemingly random gleanings of 
"history" with which the first eight chapters 
are filled. especially when such material is 
found with greater precision, sequence and 
accuracy in other readily available books. 
The author states she has not always se- 
lected the most significant incidents. On 
what basis then. was the choice made? 
The title and five sub-titles are too all- 
embracing and. therefore, might be some- 
what misleading to the prospective reader. 
Portions of this little volume will be useful 
as reference. It is not always possible to 
agree with the author's interpretation of 
factors and eventS. but per!mps some of 
its value lies in this very disagreement. It 
should send students and teachers to more 
complete sources of history and philosophy 
to search out the rationale of occurrences 
that influence change in nursing. 


Nursing Research, a Survey and Assessment 
by Leo W. Simmons, Ph.D. and Virginia 
Henderson. R.N.. M.A. 461 pages. 
Appleton-Century-Crofts. A Division of 
Meredith Publishing Company, 34 West 
33rd St.. New York 1. N.Y. 1964. 
Reviewed by Mr. Albert Wedgery, 
Assistallt Director, College of Nurses of 
Olltario,Torollto. 
When two people who can write take up 
a subject which they know and in which 
they obviously share a deep interest and 
respect. the result cannot help but be worth 
reading. In this case. to our pleasure and 
relief. we find that the writers have suc- 
ceeded in making a still somewhat intimi- 
dating topic to most nurses both palatable 
and rewarding. Of course. the authors' 
qualifications to undertake the task are 
impeccable. Both have earned well-deserved 
reputations in their respective bailliwicks: 
Dr. Simmons in the field of education, Miss 
Henderson in the world of nursing. Their 
collaboration. combining scholarship with 
literary grace. should help to convince any 
skeptical members of the profession thai 
putting research to work for nursing is the 
way out of many of the dilemmas facing 
us today. 
Though we live in a world that is at 
times oppressively scientific, due largely 
to the widespread use of research as a 
means of solving man's problems, relatively 
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few nurses. despite their ability to apply 
new knowledge to the health field, are 
research-minded. Yet nursing today is a 
potential laboratory for the study of con- 
tinual changes that bring confusion and 
frustration with respect to the nurse's own 
responsabilities within the widening circle 
of special services to the patient. "This 
situation," comments Miss Henderson, "has 
evoked a growing concern for independent 
research by nurses themselves on problems 
related to their traditional and developing 
roles on the health team." Thus, we can 
appreciate at once the necessity for estab- 
lishing or refining a research technique 
that will be suited to the study of the 
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occupation of nursing. 
This recent publication, presenting new 
material reliably grafted onto what was 
known previously, is a comprehensive guide 
to nursing studies in the United States and 
underlines those areas where fresh or ad- 
ditional research is indicated. The review 
and assessment of such concerns as occupa- 
tional orientation, career dynamics. and 
nursing care, suggest a variety of projects 
urgently awaiting the attention of nurses 
skilled in research methodology. Reports 
of studies, doctoral dissertations, masters' 
theses, and contemporary research projects 
show the extent to which the changing face 
of nursing service will continue to provide 
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HOLLISTER, MARY 
#23/7 Dr. Bowman 
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the reading is easy 
with a 


LINE-a-VISION 


sign by Hollister 


Designed to direct patient care reminders to eye level, the 
Line-O- Vision Sign is easy to see, whether it's placed high on a 
wall or door, or low on a bed. Signs are available with any number 
of slots, from one to five. One of these holds the patient's name, 
and the others are used for Reminder Cards which concern the 
patient's care. Each slot has a clear covering to protect its card 
from dust, damage or tampering. More than 120 printed Reminder 
Card titles, in a variety of bright colors, cover most patient care 
situations. This sturdy sign is made of a tough synthetic that will 
never chip, crack or discolor. In attractive beige, the Line-O-Vision 
Sign is a handsome addition to any patient care facility. 
Write for II copy of 'he new full-color Line-O-Vision informllllon "". 
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an increasing impetus for scientific analy- 
sis. That nurses must recognize also the 
need of research in instituting further 
changes to keep pace with new knowledge 
and practices in the health field is a major 
premise of the book. 
It is safe to assume that research will 
be used more and more to alter present pat- 
terns of nursing and contribute to its 
stabilization. More nurses must learn how 
to go to the source for facts in order to 
make nursing more satisfying to the prac- 
titioner and more beneficial to the patient. 
"With the development of research skills 
among clinical nurses, and with their ac- 
ceptance of responsability for research.'. 
asserts Dr. Simmons. "the volume and qual- 
ity of agency
ponsored, patient-centred re- 
search will almost certainly outweigh most 
other types." When that day arrives. it 
will be a sign of true professional maturity. 
One can only hope, however. that such 
research in nursing will not. under the 
cold eye of scientific scrutiny. overwhelm 
its subjects and alienate its victims. 
The individual nurse interested in re- 
search as a possible field of activity can 
learn a great deal from a careful study 
of this volume. As for the general nursing 
community, apt to shy away from such an 
esoteric domain. they will be depriving 
themselves of an easy introduction to the 
subject and its possibilities for profes- 
sional improvement if they fail to read it. 


Fundamentals of Nursing, Ed. 3 by Elinor 
V. Fuerst, R.N., M.A. and LuVerne 
Wolff, R.N.. M.A. 661 pages. J. B. Lippin- 
cott Co., Montreal. 1964. 
Reviewed by Miss M. Forrester, Nursing 
Arts Instructor, St. Mary's Hospital 
School of Nursing, Montreal, Que. 
This text. a familiar one in nursing 
circles. deals with the application of 
principles drawn from the sciences and the 
humanities in the basic nursing care of the 
patient. 
The current edition, as in the previous 
one, begins with a consideration of nursing. 
the nurse. the patient and the health agency 
before introducing concepts and principles 
underlying all nursing practice Attention 
is given to specific aspects of care. such as 
the bed bath and oxygen therapy. which 
are discussed in terms of principles and 
related actions for the purpose of indicating 
the "why's" behind the "how's." 
The book has undergone some reorganiz- 
ation. addition, subtraction and develop- 
ment. For example. the psychological. socio- 
logical and spiritual needs of patients have 
been emphasized by being presented in a 
unit titled "Developing a Therapeutic 
Relationship with Patients." and the new 
ventrogluteal site intramuscular injection is 
described and illustrated. 
The updating of this text ensures that 
it will continue to be used either as a 
prime source or as an additional source of 
learning of fundamental nursing care for 
both teachers and students. 
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Bedside Nursing Techniques in Medicine and 
Surgery by Audrey Latshaw Sutton, R.N. 
374 pages. A W.B. Saunders Publication 
available in Canada through McAinsh & 
Co., Ltd. of Toronto and Vancouver. 
1964. 
Reviewed by Miss M. Crawford, Dir- 
ector of Clinical Education, School of 
Nursing, University of Saskatchewan. 
Saskatoon. 
This book is dedicated to "the nurse 
whose career is interrupted by those some- 
times joyful and sometimes distressing 
events which accompany being a wife and 
mother." It will be verv useful to nurses 
in this group who are returning to a 
nursing careers, but it will also be very 
helpful to those who may be changing from 
one field of clinical specialization to 
another. It is designed "to serve as a hand- 
book of practical information for the bed- 
side nurse:' In contrast to many books 
published. particularly those dealing with 
nursing procedures. this one is intended 
for the graduate nurse rather than for the 
beginning student. It is particularly helpful 
to have sllch a reference available as it 
becomes more and more difficult to keep 
up with new equipment and new treatments 
as nurses work in more highly specialized 
units. One excellent feature of the book 
is the abundance of illustrations (mostly 
drawings) which are in very close proximity 
to the text describing them. The drawings 
are clear and well-labelled but are nol 
cluttered by extraneous detail. 


ALUMNAE MEMBERS 
AND GRADUATES 
SCHOOL FOR 
GRADUATE NURSES 
McGill UNIVERSITY 


"The History of the School" is 
ready for publication! 


We need the addresses of all 
the Alumnae members and all 
graduates in order to send you 
order forms. We trust that every 
member and graduate will res- 
pond by ordering at least one 
copy so that we can finance the 
publ ication 


Please send address 


c/o 
SCHOOL FOR GRADUA IE NURSES, 
3506 University Street, 
Montreal, P .Q. 
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Part I deals with general nursing tech- 
niques. ThIS will be very helpful to the 
nurse who is returning to nursing practice 
after a period of retirement or of doing 
some other type of work. 
Part II deals with special nursing tech- 
niques. This part is divided into chapters 
relating to the various systems of the bodv. 
Each chapter has five major heading
: 
Diagnostic Procedures; Therapeutic and 
Rehabilitative Procedures; Diets to Review; 
Medications to Review and Bibliography. 
Any nurse interested in giving better nursing 
care will find much to help her in these 
chapters. Nurses who are doing clinical 
teaching to students would be well advised 
to look into these chapters as a handy 
reference in the preparatIon of lectures 
and demonstrations. 
This publication adds another dimension 
to the type of book available on the sub- 
ject of bedside nursing techniques. It is 
hoped that the publishers will make every 
efforts to keep the book up-to-date by fre- 
quent revisions or by publishing supplements 
at intervals. The first edition has been 
well-produced. The paper is of good quality 
and the print is set up in the easy-to-read 
form of two columns to a page. The size 
has been kept down so that it is easy to 
handle and carry around. These features as 
well as the quality of the content should 
make it popular in nurses' libraries. 


Up and þ:round. U.S. Department of Health. 
EducatIon and Welfare. Washington. 
D.C., Feb. 1964. 
This small booklet clearly outlines a 
program in the rehabilitation of the patient 
following a cerebrovascular accident. It 
teaches a patient with one-sided hemiplegia 
how to perform his daily activities indepen- 
dently. Clear diagrams and a step-by-step 
text help the reader to clearly understand 
each part of the planned program. 
This booklet will be of value to all 
members of the health team, and an ex- 
cellent tool for those working in rehabi- 
litative or convalescent units. It is also 
recommended for the family of a patient 
with a stroke. 


Creamalin 


ANTACID / TABLETS 
LIQUID 


ECONOMICAL. DEPENDABLE 
ALUMINUM MAGNESIUM HYDROXIDE GEL 
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AURORA OMTAI.O 
full Information available on reQLlest. 


FOR PATIENT PROTECTION 



 


POSEY "V" RESTRAINT 



 good ell-purpose restraint '0 prevent 
pctl-:nts from fell ing or getting out of bed. 
Particularly good for use on females as It 
does. not irritate busts. Available in Small. 
Me
lum and Lorge sizes. Posey UV" R. 
Itralftt Cat. No.. V-9SB. Price 56.90. (Extro 
heavy construction, w/riveted join.s and 
key-lock buckles) Cat. No VK.9SB 51920 
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POSEY TIDY GOWN 


A long-sleeved gown made of heavy can- 
Ion f.lannel. Loops at the ends of the sleeve. 
per!'"I' att.aehment to side rail of the bed 
spflng. This prevents patient from scratching 
or removing diaper. catheter, etc., yet allow
 
cO":lforr and freedom of movemen'. During 
eating. sleeves may be rolled up '0 allow 
for .use fo hands. A sling attached to front 
sect. Ion . of garment may be used to support 
patient s arms when they are folded acroll 
.he front. with straps attached '0 loops in 
eoch sleeve to prevent use of arms. Gown is 
of s
ort-Iength. wais. design for use on in- 
con'lnen' patient.. Available In closed or 
open-back 
del.. Small. medium. la,ge 0' 
extra-large SIZØI. 
Posey Tidy Gown. Co, No P.7S5. S 19 SO 


SEND YOUR ORDER TODAY 


And Write for Fr.. Illustrated Posey Co'0109 


J. 1. POSEY COMPANY 


39 S SANTA ANITA AVE., Dept CNJ. 
PASADENA. CALIFORNIA 
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DATES TO REMEMBER 


Ontorio Hospitol, London 
There will be a reunion of all graduates 
in the summer of 1965. Anyone knowing 
the addresses of former members. or any- 
one wishmg to attend please get in touch 
with: 
:\Irs. Lois Scott. Reg. N. 
H}de Park Side road 
London. Onto 


Douphin Generol Hospitol 
Nurses' Reunion 
June 23-24. 1965 


For further information, contact: 


I\Irs. B. E. Haywood. (Convenor) 
258 Ethelbert St. 
Sudbury, Ontario. 


NATIONAL HEALTH WEEK STARTS MARCH 14 
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begins with 
weight watching' 
Weight control and general well.being 
depend on avoiding extra calories. 
Using Sucaryl means you can keep 
an attractive silhouette, maintain your 
ideal weight-yet go right on enjoying 
fully sweetened, natural-tasting foods 
and beverages. 


Sucaryl Sweetens 
Without Calories' 


Sucaryl contams no calories at all. 
Whether you are just watchmg your 
weight, or are on a prescribed low- 
sugar diet, you can use Sucaryl in 
tablet, liquid or granulated form in 
cooking, freezing or canning, as well 
as in coffee and tea. It is not affected 
by heat or cold, has no bitter taste or 
after-taste. 


look for Sucaryl at your 
drug store-and ask 
for your free copy of 
the 32-page colour 
booklet, "Calorie- 
Saving Recipes with 
Sucary''', 


Sueary}. 


Non-caloric Sweetener 


-Trade Mar. ReGla'erect 
eJ 


ABBOTT lABORATORIES liMITED 


Hallf.. . Montreal. Toronto. Winnipeg. Vancou....r 


ðn {/llømtJ/liam 


Isabel Elizabeth (Angus) Abercrombie 
'51. Vancouver General Hospital, B.C. 
Esther Arletta (Greig) Ashley '35, St. 
Joseph's Hospital, Toronto, Ont. 
Marjorie Buckley '25, The Moncton 
Hospital, N.B. 
Agnes Lucy Mae Crandell '34, Ontario 
Hospital, Hamilton, Ont. 
Jennie (Cougle) Dickson '15, Victoria 
Public Hospital, Fredericton, N.B. 
Eleanor (Blaker) Dunning '37, Oshawa 
General Hospital, Ont. 
Mary Geraldine F'uelling '48, Effie M. 
(Bennett) Kennedy '34, St. Joseph's Hos- 
pital, London. Ont. 
Margaret E. (Berst) Hall '31, Woodstock 
General Hospital, Onto 
Muriel C. Harman '20, Margaret A. 
(Henderson) Savery '26, Royal Jubilee 
Hospital, Victoria, B.C. 
Ida Mabel (Jacobs) Jacobs '09, Marjorie 
Bell Reyner '19, Montreal General Hos- 
pital, Que. 
Edna Winnifred (Leonard) Jardine '27, 
Medicine Hat Municipal Hospital, Alta. 
Flora B. MacLean '15, City Hospital, 
Saskatoon, Sask. 
Reverend Sister Frances Sanford '23, 
Hôtel Dieu Hospital, Chatham, N.B. 
Pierrette (Laberge) Tisseur, Hôpital 
St-Joseph de Lachine. Qué. 


TEGlEG FOR APARTMENT USE 


A new word. "tegleg." is being used to 
identify a new light-weight artificial leg. 
The word was coined from the initials of 
the Toronto East General Hospital where 
the leg was developed in a joint project 
with the University of Toronto. So far. 
the leg is experimental. It is made in 
workshops at The Wellesley Hospital, To- 
ronto, and has been fitted to four elderly 
patients at the East General. 
The tegleg has many advantages. espe- 
cially for older people: Light weight _ 
only five and a half pounds, compared 
with up to 15 pounds for a standard artifi- 
cial leg induding fittings; inexpensive _ 
a cost of about $60, compared to $400 or 
$500 for models commonly used; fittings 
require only a couple of days instead of 
three to four weeks, the usual waiting 
period for other types. 
Tegleg is of most use indoors because a 
light leg might be blown by the wind out- 
doors and the wearer would have trouble 
keeping his balance. However, it should 
be most advantageous to elderly people 
who spend more time indoors than out- 
doors and who have trouble wearing a 
heavy leg. 
Once the leg has been thoroughly proved 
in clinical tests its design will be made 
available to manufacturers. 
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Menley mzd who? 


.1Jenley and James. YOlt kHow-they're a 
diuision C?f Smith Klille & French. 


OIz-l\Jellley alld James; the Olles 11'110 make 
CONTAC-c7 


That's right. Remember 11011' it cleared ltp 
my last cold? 


Did YOll kHOW there are CONTAC* mztiseptic 
throat lozenges alld nasal spray 11011' as well? 


Yes, 1'I'e heard they're as xood as the 
capsltles, too. 


YOll meau YOll hauen't tried them yet? 


.Reg. Can. T. M. Off. 
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Help Prevent 
"LIGHTS DUTIl 
RESTLESSNESS 


-- 


with medicated 
derrnassage * 


skin refreshant and body rub 


On every ward, when you turn out the lights, some one wakes up . . . and wakefulness thrives 
on minor irritations. Skin discomfort, particularly, can disturb your patients during the night- 
time hours. But as nurses in thousands of hospitals know, a body rub with Dermassage may 
add that one welcome touch of relaxation which tips the balance in favor of rest and sleep. 
Dermassage comforts, cools and soothes tender, sheet-burned skin. It relieves dryness, cracking 
and itching and helps prevent painful bed sores. 
You will like Dermassage for other reasons, too. A body rub with it saves your time and energy. 
Massage is gentle, smooth and fast. You needn't follow-up with talcum and there is no greasiness 
to clean away. It won't stain or soil linens or bed-clothes. You can easily make friends with 
Dermassage - send for a sample! 


"SEE IF YOUR HANDS DON'T TELL YOU THE DIFFERENCE" 


Now distributed in Canada bv LAKESIDE LABORATORIES (CANADA) LTD. 


"trademark 


1875 Leslie Street, Don Mills, Ontario 
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ONLY STERILON'S 6 NEW CATH.TRAYS 
OFFER THE WIDE CHOICE YOU NEED TO BEST FILL YOUR 
PARTICULAR REQUIREMENTS FOR PREP AND PROCEDURE 


ALL ARE STERILE . READY TO USE . DISPOSABLE 


Sterilon Cath -Trays with Plastic Catheter 
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No. 801 Cath -Tray Includes: 
. 16 Fr. Plastic Robinson Catheter 
. 1500 cc Spillproof collection bag with 
clamp and catheter adapter 
. 3 oz. specimen container and label 
. Sterile overwrap to provide sterile field 
. Waterproof paper tray - 900 cc capacity 
. Disposable ambidextrous Tru-Touch
' 
plastic gloves 
. Waterproof underpad 
· Fenestrated drape 
. Benzalkonium Chloride (1 :750) 30 cc's 
. Five rayon balls in plastic cup 
· Bursak lubricant 
No. 802 Cath-Tray - Same as 801 but with 
18 French Robinson Catheter 
No. 800 Cath-Tray - Same as 801 but with. 
out catheter 


Sterilon 
Cath -Trays 
with 
Self-Inflatable 
Balloon 
Catheter 


... 


e;..-'- 


Trays contain all components of No. 801 
shown above except Robinson Catheter, col. 
lection bag and specimen container are reo 
placed by Sterilon's Self-Inflating Balloon 
Catheter (Camel Cath™) which carries its own 
water supply. 


(Camel Cath™) 


No. 901 . Tray with 18 Fr. - 5 cc Catheter 
No. 902. Tray with 16 Fr. - 5 cc Catheter 
No. 900 . Tray without Catheter 
(No. 900 Tray may also be used as a urethral 
catheterization tray with a specimen con. 
tainer or collection bag from hospital stock.) 


Sterilon's exclusive sealed res- 
 
ervoir guarantees correct reten- 
tion balloon shape and capacity, 
absolutely no reservoir seepage! 


Ift.m. Becton. Dickinson & Co. 




 


OF CANAOA L TO. . 1700 LEWIS ROAO . NIAOARA FALLS. ONT. 
STERILON CORPORATION STERILON LABORATORIES 
Buffalo. New York Fayette. Alabama 
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In the Cnnd Old Day..; 


that i
 unpopular. dnd therefore. i
 being 
wasted. 
She may save unnesces
ary expense on 
the wards by turning off lights in corridors 
and empty rooms. And the number of ti- 
mes a tap is left running when it could 
be shut off by a little extra twist is cer- 
tainly surprising. Until a nurse has seen 
these things for herself she can scarcely 
credit the wastage. 


The Canadian Nurse 
'Vl-\RCH. 1925 


Brandon General Hospital ha
 in
tituted 
a "Scout Nurse:. The aim of this nurse is 
to eliminate waste - the unnecessary 
burning of lights. running of taps. careless 
use of cleansing material. food allowed to 
deteriorate. and the thoughtless and impro- 
per use and care of linen. 
She inspects the nurses' dining room 
each morning. and frequently after meals 
to discover if there is any particular food 


* 


* 


* 


In a survey of school children in Winni- 
peg, many instances of enlargement of the 
thyroid gland were found. Six per cent of 
those examined had moderate enlargement 
and 36 per cent slight enlargement - a 
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DOUCHE 
POWDER 


answer feminine hygiene problems 


. safely 
. effectively 
. discreetly 


Soothes, deodorizes, removes vaginal dis- 
charge in leukorrhea, trichomoniasis and 
other forms of vaginitis. Mucosolvent action 
of the fruit ferment "Caroid" assures rapid, 
effective action. Easy to use-pleasantly fra- 
grant. Recommend with confidence for 
routine feminine hygiene. 
Contains the ferment-cleanser Caroid 
(brand of Papain) with Boric Acid, Sodium 
Borate (dried), Zinc-Phenol sulfonate 
(dried), plus excipients, antiseptic deo- 
dorant and soothing oils with a pleasant 
fragrance. 
CAROFEM Powder available in box of 12 
individual douche packets or 8 oz. contai!1er. 
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total of 43 per cent 
howmg 
ome enlar- 
gement. 
New evidence enhances the belief that the 
chief cause of such enlargement is iodine 
starvation. The iodine content in water sup- 
plies and food varies greatly in different 
districts. In some parts of British Colum- 
bia. for instances. the local deficiency in 
iodine is so marked that domestic animals. 
unless fed a certain amount of this food 
element. cannot produce healthy offspring, 
nor indeed, offspring that will survive. 
In the Winnipeg survey, as in others. 
enlargement was more common at the older 
ages and more in girls than in boys. It 
was not found to be definitely linked with 
any other abnormal condition. except to 
some extent with mental deficiency. - 
From a report by Dr. D. Stewart. Ninette 
Sanatorium. Ninette, Man. 
[Iodized salt was first introduced about 
1925; Canadian legislation requiring all 
table salt to be iodized passed on May 7. 
1949. - Ed.]. 


. 


* 


* 


By 15 years of age 75% or more of all 
children have had a primary tuberculosis 
infection. It is well to remember that signs 
in children are much less apparent. The 
earliest and most common symptom is 
fatigue. Following this listlessness there is 
usually anorexia and failure to gain weight 
or weight loss. 
Control of a tuberculous infection at an 
early stage in the child is so vital that it is 
advisable to institute treatment even when 
in doubt - because at this stage the prog- 
nosis is good. Delay permits the lesion to 
develop into the parenchymatous type of 
lesion in which the prognosis is anything 
hut favorable. - Excerpts from "Early 
Tuberculosis in Children" by W. J. Dobbie. 
physician-in-chief, Toronto Free Hospital. 
Weston, Onto 
19 JO death rate: 130 per 100,000 popula- 
tion 
1923 death rate: 65 per 100.00 popula- 
lion 
[1963 death rate: 4.0 per 100.000 pop- 
ulation - Ed ] 
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Easter Seals Help Crippled Children 
Camping activities present some 
pecial 
problems in the care of crippled children 
The flag-raising. the wiener roast. the joy 
of the first fish biting are theirs with the 
help of your Faster Se,I1 contribution. 
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-one of many taken-far-granted exclusives 
on PLEXITRON sets 


IN GIVING PARENTERAL FLUID'S, you can be confident that your FlO-TROl clamp settings 
will be maintained. The wheel of the clamp can be rolled on the tubing from wide-open 
to shut-off position. . . yet it will remain precisely fixed on the tubing at any desired 
point in between. And the FlO-TROl clamp permits you to stop, change bottles, and 
start administration again... without disturbing the original setting or flow rate. We 
hope you continue to take it for granted! 


Manufacturing Ethical Pharmaceuticals In Canada Since 1938 


BAXTER LABORATORIES OF CANADA LTD. AlliSTON, ONTARIO 
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Provide your students with the insight and dedication modern nursing demands 
with the aid of the completely redesigned and reorganized new edition of 
the most popular textbook available for courses in "Professional Adjustments" 
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Steppingstones 1\\ 
to professional nursing \I \, 
Text and Workbook for Student Nurses 


. 
I 
, \ 
, -j 


New 4th Edition! 
Morison 


T 


I 


How can a textbook which is already the most popular and 
widely adopted text in its subject area be improved? Examine 
a copy of the new 4th edition of this outstanding text-work- 
book and see for yourself how this can be done. You will 
find this new edition has been updated extensively to keep 
pace with rapid professional advances and current thinking 
in the field. The physical format has been changed completely 
to make it more readable and appealing. The content has 
been revised to better assist the student in acquiring a more 
solid foundation for the profession she is about to enter. And 
suggestions of instructors who have used this text in their 
classrooms have been incorporated throughout this new 
4th edition. 


the student may securely keep the worksheets for future 
reference. 
This new 4th edition includes these important features: 
o three new chapters on history of nursing; 0 new discus- 
sions of communications, leadership and challenges to be 
met; 0 descriptions of social influences upon nursing; 0 dis- 
cussions of the nurse's legal responsibilities; 0 discussions of 
the importance of appreciating the worthwhile things and of 
using leisure time to develop well-rounded professional rela- 
tionships; 0 aids to strengthen the nurse's ability to give spir- 
itual and emotional support to the patient; 0 discussions of 
the need for flexibility and adjustments and of some possible 
future adjustments. 


Combines the best features of a text and a workbook Features a complete change in format 
This new 4th edition can provide your students with both a Notice the dynamic change in the physical appearance of 
text and a workbook in one comprehensive volume. Based this edition. Now a hard-bound volume with a full-color 
on the premise that "nothing is more important than the pa- cover, this new edition's more than 450 pages are printed in 
tient", it provides the student with a wealth of basic informa- two colors for increased readability. For the first time in a 
tion, always with emphasis on her responsibilities as she text of this type, a 32-page section of 64 full-color illustra- 
learns the art of nursing. This text-workbook effectively and tions relates specifically to portions of the text and greatly 
maturely stresses the "why" and the "how" of the adjust- aids student understanding. In addition, more than 70 other 
ments a student must make while becoming a professional illustrations add to this edition's value by being strategically 
nurse. The workbook portion includes 64 two-color perfor- placed where they will enhance comprehension of the dis- 
ated and punched worksheets bound into the back of the cussions and stimulate student thought. All charts and tables 
book. On the inside back cover is a triangular pocket where have been brought completely up to date. 
By LUELLA J. MORISON, R.N., M.A., Nurse Specialist, Ohio Department of 
Health, Columbus, Ohio. Publication date: Febuary, 1965. 4th edition, 464 pages, 
8
" x 101!í", with 74 photographs and line drawings and 64 illustrations in full 
color. Price, $7.25. 
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To save you time 
. . 
In answering 
questions about menstruation 


When girls bring their questions to you, you 
may not always have as much time as you'd like 
to spend talking with them. As a timesaver for 
you, we have prepared a 24-page booklet called 
"Accent on You" which answers many of the 
questions young girls ask-or would like to ask 
-about menstruation. All these questions have 
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actually been asked of Tampax educational con- 
sultants, and they reflect the lack of information 
and genuine concern young girls have about 
menstruation. 
Also available for your instructional use is a 
set of the classic anatomical charts in color by 
R. L. Dickinson, M.D. illustrating the female repro- 
ductive system. These are laminated in plastic for 
permanence; suitable for grease-pencil use and 
erasure. A second booklet, "It's Time You Knew," 


tells, in terms the more mature girl understands, 
why menstruation is part of a woman's life. 
We will be happy to provide you with a free set 
of the anatomical charts and samples of the book- 
lets for your evaluation. You may then order as 
many free booklets as you need. Return the cou- 
pon on this page for your requirements. 
Tampax vaginal tampons themselves solve 
many of the problems a young girl experiences 
during menstruation. Tampax is so comfortable to 
wear that she will be unaware of its presence once 
it is properly in place. She'll feel cool, clean and 
fresh all during the menstrual period, too, be- 
cause Tampax, placed internally, allows no odor 
to form and it is hygienic. A young girl will also 
appreciate the freedom that comes from wearing 
Tampax. Sitting, walking-all activities are made 
as comfortable during menstruation as at any 
other time of the month. 
Tampax is available in Super, Regular, and 
Junior absorbencies. Explicit directions for inser- 
tion are enclosed in each package. 


TAM PAX 
Internal sanitary protection for better menstrual hygiene 
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Permanence 


o 


Are there reasons to doubt the continuation in the present or the survival in the 
future of what appears to have been for more than two thousand years an 
undeniable ideal? 


Is there or is there not a problem 
of humanism? If humanism was first 
defined by the Greeks. it has neverthe- 
less been resubmitted to varying defini- 
tions during the ensuing centuries. This 
is natural since history is not a per- 
petual re-beginning. Time proceeds in 
one direction and no two eras can 
ever be identical. A human ideal 
thcrefore. while it retains its essen- 
tial structure and its basic skeleton 
intact. would require subtle revisions 
in each successive historical context. 
These revisions are particularly im- 
portant as truth often lies in slight 
shades of meaning. Periodically, there- 
fore. the problem of redefining hu- 
mani!o.m arises. 
At the present time the words 
"humanism" and "humanities" are 
used much less than they were even a 
few years ago. On the other hand. the 
expression "human sciences" is crop- 
ping up everywhere. Human science is 
made up of disciplines pertaining to 
hiology. psychology and sociology; 
man is the common objective of these 
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studies. Is it possible that this scien- 
tific study of man will turn out to be 
the contemporary fonn of humanism? 
Everyone has some concept of the 
humanist ideal. but it is usual]y ex- 
tremely vague. It is not easy to define 
or to delineate this concept - it is 
vaguely synonymous with the idea of 
culture. The essential feature of cul- 
tl!re. lacking a proper definition. is 
gIven as: 
a refinement. within the individual. of the 
mind and the heart through which those 
persons capable of so doing accept and 
appreciate the totality of intellectual and 
moral values which constitute the highest 
achievent of the human adventure. In the 
community, it is an atmosphere which 
permeates its surroundings and which even 
the least enlightened layman is forced to 
take in. 
The extent of this cultural or hu- 
manist idea] is impressive. To know 
and to comprehend sufficiently the 
great exploits of human knowledge 
and generosity so we may admire them 
all is indeed a fonnidable program. 
More so. because this heritage in- 
creases and becomes wealthier from 
generation to generation. following the 
upward trend of evolution. 
In the Hellenic world. it was 
relativelv casv to know all that was 


to be known at that time. This is 
proven by the omniscience often ac- 
companying the great wisdom of cer- 
tain scholars of antiquity. From the 
Renaissance onward, however, om- 
niscience became an ideal beyond the 
reach of man. Knowledge increased at 
such a rate that mastery of it became 
impossible during the lifetime of any 
one individual. The equation between 
culture and universal knowledge was 
therefore destroyed. It was temporarily 
replaced by a concept of humanist 
culture in which the latter was reduced 
to a thorough knowledge of the ]it- 
erature and the arts from antiquitv to 
modem times. This concept still exists. 
floating about like a fog. in some 
Arts and Letters faculties. A last trace 
of it is still to be found in universities 
that have faculties of Humanities. This 
fog is lifting by degree before the 
illuminating triumphs of the contem- 
porary positive sciences. Science. art 
and literature. and an individual con- 
cept of man are the necessary compo- 
nents of humanity today. 
l
 "IIRST. it is no longer possible to 
be a cultured person or a humanist 
without knowing something of scien- 
tific deve]{)pments. besides heing ac- 
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quainted with the evolution of arts 
and literature. Scientific developments 
and their technical application cons- 
titute unquestionable human achieve- 
ments. But what must be known about 
them in order to be a cultured person, 
to be of our time? To absorb more 
than a fraction of what is published 
in scientific books and journals is im- 
po
sible. Moreover, these publications 
are usually specific in scope since the 
authors are often specialists and there- 
fore may be also more or less limited 
in their intellectual outlook. 
Thus. the nourishment offered to 

atisfy our cultural appetite is pre- 

ented as a mass of fragmentary in- 
formation on all manner of subjects. 
Even the popular treatises are often 
a mere accumulation of various ele- 
mentary "exposés." isolated from a 
va!\t background without a connecting 
link of any kind - in particular. those 
magazines made up of a mixture of 
disjointed articles about anything and 
everything and often about nothing, 
written by entirely unknown authors. 
This is not to condemn the populariz- 
ation of scientific knowledge, which is 
an excellent thing in itself as it helps 
to spread knowledge. However, we 
should be wary of the easy, super- 
ficial pulps flooding the publication 
market for the infonnation provided 
is often mio;taken for authentic basic 
education. This is the danger point. 
Basic education is altogether dif- 
ferent from the acquisition of infonna- 
tion. Education can be compared to 
good digestion, an assimilation provid- 
ing the body with the elements from 
which the organism will build its vital, 
personal and unique substance. It is 
essentially a well-balanced process, 
characterized by bonds which connect 
the various elements one to another: 
science, philosophy, religion, esthetics, 
and so on. At its very core is a per- 
sonal synthesis, an orderly and re- 
warding synthesis. Conversely, plain 
un integrated infonnation is mere 
chaos. an accumulation of in
lIectual 
bric-a-brac
 it is made up of splinters 
of superficial concepts, completely un- 
digestible. 



 I "'" 
- HE scientific ingredients of culture 
(in the sense of natural sciences) have 
been mentioned. A similar situation 
exists in the artistic and literary field 
- the second cultural panel. Formerly, 
the Mediterranean and Western Euro- 
pean masterpieces have constituted the 
",hole of our esthetic heritage. Europ.: 
emigrated. taking with it its artists and 
its writers, who planted their roots in 
distant lands. Now. in unknown and 
far-away continents. we have encoun- 
tered ancient civilizations. living or 
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dead, which are obviously interesting 
in themselves. Rapid transportation 
has pennitted even the earth's remotest 
comers to be explored from a cultural 
point of view. In our day and age, it is 
unthinkable that an introduction to 
general culture should ignore the exis- 
tence of the temples of Asia, the 
philosophy of the Upanishads, the 
customs of the Incas, the statues of 
Easter Island, the majesty of the Bali 
dancers, the music of the Balubas of 
the Congo, and other artistic ex- 
periences. There sometimes appears to 
be a certain amount of snobbishness 
involved in a puerile enthusiasm for 
certain civilizations which are limited 
in their scope and duration. People 
claim to understand the language of 
the tom-toms but listen to Beethoven 
with disdain
 appear to value the 
basket-weaving of the Orinoco Indians 
more highly than the marbles of 
Michelangelo. Be that as it may, in 
esthetics, as in the sciences, horizons 
have broadened and cultural know- 
ledge has been greatly extended. This 
knowledge, too, may be pre!>ented to 
us in a chaotic fashion - a compila- 
tion of isolated facts rather than a 
body of cultural knowledge of educa- 
tional value. 
It was inevitable that such a re- 
warding and enriching evolution should 
bring about a heavier scholastic cur- 
riculum. Since the last war, it was 
necessary to integrate into the curri- 
culum subject matter that had pre- 
viously been ignored altogether or that 
had barely been touched upon. Even 
before the background data could be 
synthesized, a reasonable number of 
hours allotted, it was in the course 
outline! A glance at any university 
syllabus demonstrates the legitimate 
desire to offer as complete a nursing 
program as possible. Indeed, a well- 
balanced program seems to offer sub- 
ject matter that is practical and im- 
mediately applicable and also subject 
matter that would appear to have no 
practical purpose. Although not a 
"pay-load." this latter may well be the 
most valuable part of the course (the 
eternal conflict of Martha and Mary). 
When we complete our fonnal edu- 
cation, and as we close our last note- 
book. we are not ending the study of 
the world around us, nor our humanist 
training. On the contrary. we are 
making a new beginning. Faced with 
the incredible richness of human ac- 
complishments of all kinds and with 
the difficulties in discerning and 
classifying human values. it is 
impor- 
tant to pursue learning relentlessly so 
that appreciation may continue un- 
abated. Our verv existence is a 
continuous progress in personal cul- 
ture. 


We will encounter the practical con- 
flict mentioned earlier - the antithesis 
that exists between basic education and 
mere information. There is no easy 
solution of the problem. What to read. 
what to listen to and what to reject 
amid this avalanche of infomlation 
transmitted by radio, television, books, 
newspapers and magazines depends. 
but only partially, on personal prefe- 
rences. Two sound words of advice 
follow. 
To acquire a basic education rather 
than to accumulate mere information, 
we should seek. in the various fields. 
those publications that present a syn- 
thesis of knowledge. They may not be 
numerous but they exist and they are 
usually written by the best minds of 
our time (for example, the writings of 
Erwin Schrödinger in physics. of Ju- 
lian Huxley in biology, of René Huy- 
ghe in art criticism, as well as some 
good biographies). 
Interest in current matters that have 
not yet shown any indications of per- 
manency (the latest literary fad. the 
latest word in painting and sculpture. 
the latest philosophical or anti-philo- 
sophical mouthings or even the bizarre 
Beatlemania) need not be ignored. 
However, we must acquire the habit of 
basing judgment and taste on broad 
and firnl studies; then it is easier to 
place all the little non senses where 
they really belong in the cultural pan- 
orama. These eruptions of exacerbated 
peculiarities are not lacking in signi- 
ficance, but usually represent little 
more than measles accompanied by the 
itch. 
Synthetic works are hard to find. 
They attract little attention because 
they are not widely advertised. 
Yet, the more people become in- 
terested in them, the mOre will 
publishers place them on the market 
since the wise buyer has a favorable 
effect on production. 
The second word of advice concerns 
mental discipline. Be wary of super- 
ficiality engendered by haste. Most 
people read a great deal and read 
rapidly. During a single week, they 
may attend three or four plays, or 
concerts or exhibitions but. because of 
lack of time, they do not reflect on 
what was seen or read; they have no 
time to ruminate what was swallowed 
whole. Our ancestors had time to med- 
itate while they traveled in a stage- 
coach; in the jet age. the faculty for 
meditation. with its attendant rewards. 
has largely disappeared. This faculty 
returns at times when one is in the 
far north or in the tropics and a hreak- 
down of a car or plane forces the 
traveler to remain for three davs in 
the jungle or on the tundra. And yet. 
meditation appears to be the .çine qua 
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1/on of all personal synthesis and 
therefore of all authentic culture. In 
our feverish world the benefits of 
meditation become more and more 
difficult to acquire. We have become 
mass-minded. according to the philo- 
<;opher Ortega; we are persons from 
whom society has withdrawn solitude 
to such an extent that we can no 
longer bear it. Too few of us wish to 
withdraw within ourselves to examine 
in depth. to integrate and to balance 
the elements of our inner life. and 
still fewer of us could if we would. 
Shortly, in order to find solitude and 
meditation. it will be necessary to do 
one of two things: enter a monastery 
(of Trappists, preferably), or take off 
in a space capsule (without a radio). 
( Þ l"L Y two of the panels of the tryp- 
tic which humanism or culture com- 
prises - that is. scientific knowledge 
and esthetic enjoyment - have been 
observed. The third panel is a thou- 
...and times more important. An ade- 
quate description of it would require 
too much space and thus only one 
or two of its principal traits are out- 
lined here. This third aspect of hu- 
manism concerns the conception of 
man's place in the cosmos. It is preci- 
<;ely one of the characteristics of a 
cultured individual that he has a per- 
...onal opinion on this subject while 
others are satisfied with the smug 
complacency of their newspaper. or 
with living vicariously the lives of their 
neighbors. Reflection on this matter 
may be naturally subdivided into two 
parts: individual destiny, and one's 
relationship with other individuals. 
Both of these are intimately related. 
All the philosophies and the sciences 
of man can provide food for thought 
on this matter. 
In reality. in individual destiny. on- 
Iv two attitudes confront one another. 
two humanisms which are irreconcil- 
able. The first examines biological 
man. In this perspective. stress is 
placed. first and foremost, on the zoo- 
logical continuity of the human species 
- a scientific fact that it would be as 
foolish as it would be dangerous to 
attempt to deny. However. accepting 
this awareness as a starting point. 
most of the minds of our time. even 
the most brilliant. have come to the 
conclusion that the activities of the 
mind and moral attitudes can be re- 
duced to manifestations of unadul- 
terated. vital energy based on the 
needs of a biological balance which 
evolution appears to automate more 
and more as time goes on. It would 
indeed be naïve to
 bclieve that this 
is not the outlook. conscious or un- 
conscious. of the majority of our con- 
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temporaries. Take a good look around 
you and you will see to what extent 
most people automatically reduce 
psychic activities to biologic a] activi- 
ties, success in life to a strictly pro- 
fessional efficiency and welfare, hap- 
piness to the harmony of cerebra] and 
sentient functions and suffering to be 
no longer only an ordeal but a dis- 
grace. Even among the active advo- 
cates of education for the masses, this 
mentality predominates among the 
intellectuals. Thus, the dream of our 
society becomes a way of life which 
approximates Aldous Huxley's Brave 
New World, a dream that is less 
whimsical than it appears on the sur- 
face and that can. in part. become 
reality. 
This idea] is only a devaluated hu- 
manism because it has forgotten to 
take into account man's power of 
thought. This power of cogitation, 
however. can be anesthetized, if not 
killed outright. and this is being done 
to a great degree in our western world. 
The metaphysical problem is simply 
eliminated among a very large num- 
ber of persons. particularly in the af- 
fluent societies. Thus, whole commu- 
nities have been able to accept, with- 
out turning a hair, such monstrous 
measures as euthanasia or genocide. 
It is, therefore, absolutely imperative 
that we set up against this attitude 
another type of humanism; to see to 
it that the metabiologica] concern re- 
garding the whole man should not be 
destroyed; and to maintain the trans- 
cendency of the mind above the mere 
boundaries of comfort. The problem 
of the destiny of man is not solved by 
social security nor by the economic 
world balance under an international 
banner. 
The second reflection on the place 
occupied by man in the universe must 
lead to a definite yet varied concept 
of hannonious human relationships. 
This is more an art than a science. 
During the past few years, the ideal 
suggested in this field appears to have 
been a bland philanthropy sometimes 
tinged with missionary zeal; a parody 
of charity aiming to make others bio- 
logically happy in order that life with 
everyone will be made easy. This at- 
titude is basically a mere calculated 
egoism. Once again. a genuine interest 
in the real destiny of the community 
is not involved. This interest is. none- 
theless. the very axis of an authentic 
humanism. Its absence is particularly 
unacceptable among men who are 
otherwise cultured. A personal culture 
that is nothing but an egotistical dilet- 
tantism is also unacceptable. Real cul- 
ture implies dynamics and a wish to 
communicate at the highest level. 
Nothing is more odious. because noth- 


ing is more responsible and at the 
same time less dependable, than a man 
who is outstanding in his knowledge 
or his art who is unable to appreciate 
the value of the persons around him; 
who is unable to respect others and 
their individual liberty; who refuses to 
transmit to others the abundance of 
his knowledge and his talent. 
Fonnerly, the art of living with 
others and for the greatest good of all 
was only learned at the price of ex- 
perience. The only scholastic part of 
this apprenticeship consisted in the 
reading of epics, biographies and dry 
texts on general morality, that it is 
difficult to relate to the conditions 
which obtain in the present day and 
age. Today, as our curricula indicate, 
human relationships are studied speci- 
fically: psychology, psychiatry, socio- 
logy, labor and family legislation. etc. 
These constitute fields of research and 
subject matter for academic courses. 
Their data are gradually integrated 
into the framework of contemporary 
humanism, which progresses at the 
same rhythm. benefitting from an in- 
tegration which is scientific in the 
widest meaning of the word. But here 
again. more than elsewhere. informa- 
tion does not constitute basic educa- 
tion. What is missing is the testing 
through experience. Whatever may be 
our professional future. this test always 
is at hand. 


o L'R conclusion is. as in every 
period of history. there exists a 
nowadays a problem of humanism. 
If humanism is to be pennanent. 
even today. wisdom must have the 
last word. Wisdom erroneously brings 
to mind a head of white hair 
and senile maunderings; wisdom be- 
longs to every age. particularly 
Christian wisdom. which culminates 
in charity - and charity belongs first 
of all to youth since it implies gene- 
rosity. Real humanist wisdom is not 
acquired through successful examina- 
tions. Of course. it requires more and 
more knowledge but it also requires 
the precise and sincere adjustment of 
action to this knowledge and a more 
than Socratic ideal. This ideal goes be- 
yond plain intellectualism and the sim- 
ple accumulation of smatterings of no- 
tions; it requires a personal integra- 
tion. a synthesis within the mind - 
and the mind is something quite dif- 
ferent from mere intelIigence. 
This integration is an 
 ideal worthy 
of a lifetime of pursuit. Just as Her- 
riot said that culture is what is left 
after everything has been forgot- 
ten. so would I say in conclusion: We 
will forget much. but may this ideal. 
at least. remain with us. 
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Epilepsy 


Today 


Epilepsy, or recurring seizures, af- 
flicts one out of every 200 persons 
on this continent and is thus one of 
the common ailments that brings pa- 
tients to physicians. It is often a par- 
ticularly distressing condition because 
the great majority of patients with 
epilepsy are otherwise completely nor- 
mal and potentially productive mem- 
bers of society except for the tiny 
fraction of the week, month. or year 
occupied by the attack itself. Thus 
a two-or three-minute day-time attack 
occurring once or twice a month often 
constitutes a severe handicap to an 
individual in holding a job or leading 
a normal life in the community. 
Epilepsy, like headache, is a symp- 
tom rather than a true disease, and 
is a symptom that is usually due to 
something wrong in the brain. Like 
headache, epilepsy sometimes indicates 
the presence of a serious lesion of 
the brain. such as a tumor or vascular 
malformation. that requires treatment 
for its own sake. More often, however, 
like headache. the epilepsy is due to 
"ome lesion. such as an area of scar- 
ring or atrophy. which requires no 
specific treatment. or is due to some 
lesion we are as yet unable to detect. 
In the latter instance. we classify the 
epilepsy as idiopathic. cryptogenic or 
primary. When the causative brain 
lesion can be demonstrated, the epi- 
lepsy is classified as symptomatic or 
secondary. The attacks are often focal, 
showing evidence of starting in a res- 
tricted region of the brain. 
Once pL roper investigation has shown 
that the epilepsy is not due to a 
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An introduction to the articles concerning epilepsy 


senous brain lesion which requITes 
specific and definitive treatment itself, 
it is then necessary to treat the symp- 
tom. the epilepsy or seizures just as 
headaches often must be treated symp- 
tomatically with analgesics, etc., be- 
cause the underlying cause is un- 
known. cannot be treated, or requires 
no specific treatment. 
Although epilepsy has been a prom- 
inent ailment of mankind since the 
beginning of recorded history, modern 
study of the condition began barely 
100 years ago. The first truly effective 
treatment only recently passed its 50th 
birthday, and it is barely 30 years 
since the electroencephalogram began 
making its important contributions to 
our understanding of seizure mecha- 
nisms and varieties of epilepsy. The 
basic physico-chemical abnormalities in 
the brain that are actually responsible 
for the seizures are still unknown. but 
will certainly yield to the rapidly ad- 
vancing knowledge in the fields of 
neurophysiology and neurochemistry 
before many more decades have pass- 
ed. 
Although we lack the basic know- 
ledge to produce a definitive agent 
for controlling epilepsy. on an empir- 
ical basis a large number of anticon- 
vulsant drugs have been developed and 
investigated since the introduction of 
Oilantin (diphenylhydantoin) in 1937 
rekindled the chemist's interest in this 
field. As Dr. Preston Robb points out 
in his discussion of "Epilepsy and its 
Medical Treatment." 20 of these drugs 
have earned places in the physician's 
present armamentarium of anticonvul- 
sant medications. With a thorough and 
systematic trial of various combina- 
tions of these drugs. between a third 
and a half of all epileptic patients can 
he kept essentially sei7ure-free. An- 


other fourth or third will show fairly 
satisfactory seizure control. 
A certain percentage of patients 
whose seizures cannot be adequately 
controlled with anticonvulsant medica- 
tions and whose seizures are focal in 
nature can be helped by surgical 
therapy. a field pioneered by Dr. 
Wilder Penfield, the founder and first 
director of the Montreal Neurological 
Institute. and a field of continued and 
expanding interest of the present Ins- 
titute staff. This aspect is discussed by 
Dr. Charles Branch in the second 
paper of this series. "Surgical Treat- 
ment of Epilepsy." 
The nursing staff of the Institute. 
under Miss Eileen Flanagan. nursing 
supervisor until 1960, and her associ- 
ate and successor. Miss Bertha Came- 
ron. have likewise had a special in- 
terest in the many problems of the 
epileptic patient and have developed 
nursing techniques de"igned to provide 
maximum safety and comfort for the 
patient undergoing a complete study 
of his epileptic problem and facing the 
special problems incident to surgical 
therapy when this is indicated. Miss 
Robertson and Miss Murray describe 
these in the report "Nursing an 
Adolescent with Seizures." which is 
built around a boy with a difficult 
sei7ure problem being operated upon 
for a second time in an effort to 
relieve his focal temporal lobe seizures. 
Public understanding of the epileptic 
has improved considerably during the 
past 20-30 years hut still lags far 
behind the medical advances. The 
principal problem., of the epileptic in 
relation to hi.. familv and the commu- 
nity are discussed 'by Miss Cynthia 
Griffin. director of Social Service. in 
the final paper of this series. "Social 
Factor in Epilepsy:' 
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Epileps
7 and Its 

Iedical Treatment 


Most patients with epilepsy can be treated successfully. 


Epilepsy has been defined as a 
group of conditions characterized by 
recurring convulsions. From the time 
that records have been made on the 
illnesses of man. epilepsy has formed 
a prominent part. The early history 
of "The Falling Sid.ness," as recorded 
by Temkin I. Lennox
 and others. is an 
interesting story; but it has contributed 
little to an understanding of the true 
nature of the disorder. The theories of 
its origin were a mixture of magic and 
religious fantasy and. according to 
Thomas Willis. in 1684. the early 
approaches to treatment frequently did 
more harm than good. 
In the Hippocratic collection of 
medical papers", writtcn about 400 
B.C.. a physician hinted at the truth 
when he wrote of epilepsy: "Its origin 
is hereditary like that of other dis- 
cases." He recognized that the seat of 
the trouble was in the brain and ex- 
pressed the opinion that the precip- 
itating factors of the attack were cold. 
sun. and winds which changed the 
consistency of the brain. He considered 
these cosmic phenomena divine; thus. 
since they influenced all diseases. all 
diseases were divine. At the same time, 
they were human because of their phy- 
siological substratum. Epilepsy. thcre- 
fore. should not be treated by magic. 
he suggested. but rather by diet and 
drugs. 
The first ray of hope for the 
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patient came in 1857 when Sir Charles 
Locock reported the successful use of 
bromides in the treatment of hystero- 
epilepsy. It was not until 1912, when 
Alfred Hauptmann
 published "Die 
Behandlung bei Epilepsie mit Lu- 
minal," that seizures were first treated 
with any degree of success and safety. 
In 1937. Merritt and Putnam
' discov- 
ered diphenylhydantoin while testing 
the ability of drugs to prevent elec- 
trically induced convulsions in cats. 
The drug was found to be effective 
without serious side effects. The fol- 
lowing year, these investigators re- 
ported its successful use in humans. 
Phenobarbital and diphenylhydan- 
toin continue to be the core of treat- 
ment for most patients having epilepsy 
although many other drugs have been 
developed. some of which are remark- 
ably effective. Outstanding among these 
are trimethadione. used in the treat- 
ment of petit mal. and primidone and 
Mesantoin. used in the more general- 
ized convulsive disordcrs. 
 
Although the convulsive seizure 
represent
 the popular conception of 
epilepsy, it is only a part of the 
problem. The epilepsies compose a 
group of disorders in which the com- 
mon factor is paroxysmal. excessive. 
neuronal dischargc within the brain. It 
is accompanied by a sudden disturh- 
ance of function of the hody or mind. 
The disturbance. whether it i., loss of 
consciousness. disturbance of the mind. 
excess or loss of muscle tone or move- 
ment. disorders of sensation or special 
senses or disturbances of the automatic 
functions of the body. is subservient 
to the part of the brain involved. 


Many different types of seizures 
occur. As yet. no classification has 
been universally accepted. The attack 
may be a tonic-clonic type of seizure 
with loss of consciousness and a post- 
ictal confusion state much like that 
described by St. Mark. This is gener- 
ally referred to as a grand mal auae/... 
On the other hand, the attack may be 
a transitory pause. "absence:' or loss 
of consciousness. lasting only a few 
seconds. This is called a petit mal 
seizure. The attack may originate in 
anyone part of the brain. and begin 
with a motor or sensory aura. It may 
manifest itself with automatisms. delu- 
sions. or halIueinations. There is a 
different type of attack for every region 
of the brain involved. I n addition to 
the actual seizure itself, certain behavi- 
oral disorders associated with epilepsy 
are frequently more disabling than the 
attad.s themselves. 
A careful history and p
)sical 
examination constitute a most Impor- 
tant aspect in diagnosis and e..alua- 
tion of epilepsy. Modern techniques 
of x-ray and electroencephalography. 
biochemistry and psychology have done 
much to elucidate our understanding 
of these conditions. 
 
The causes of epilepsy are multiple. 
The seizure itself is a symptom of an 
undcrlying disorder of the brain ",hich 
may be structural. chemical. physiolog- 
ical or a combination of all three. 
The ba.,ic physico-chemical phenomena 
that takcs place ma) be common to 
all seizures. but the cause varies from 
patient to patient. It is preferahle to 
refer to them as "the epilepsies." A 
.,trong family history may indicate that 
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it is trul) a genetic disorder. There 
may be a history of a difficult birth, 
postnatal head trauma, a nutritional or 
toxic disorder. tumor etc. Frequently, 
one has to consider the possibility of 
many causes that 100\-er the threshold 
and induce seizures. 
The most direct approach one can 
make toward the successful treatment 
of the epilepsies. is to determine and 
treat. when possible, the primary, 
underlying cause of the attack. The 
second approach is to control or pre- 
\ ent the symptomatic seizures by the 
u!.e of anticonvulsants and other drug
 
and, occasionally. by surgery. The 
third major aspect is to understand 
the total problem of the patient as a 
person, his emotional life, and his 
relationship to his environment. 
Seizures are, in a sense, a physiolog- 
ical disturbance. They can be elicited 
in the normal brain by chemical or 
electrical stimulation. As a rule, the 
threshold for seizures is lower in ab- 
nurmal brain tissue, and attacks are 
more readily produced by chemical or 
electrical stimulation. In the normal 
brain. a certain stability exists between 
the proce
ses of excitation and inhibi- 
tion. \\'hen a seizure occurs. it is 
generall) considered that the balance 
i!. lost in favor of excitation. Current 
investigation suggests that convulsive 
activity is not an enhancement of the 
normal excitation of neurons, but a 
partial or complete block of normal 
inhibition. A biological abnormality 
of some neurons is thought to underlie 
the initiation of a gradually increasing 
depolarization in their dendritic fields. 
so that minimal stimuli may initiate 
a seizure discharge. In any case, 
therapy is directed at increasing the 
stability of the neuronal tissue. A 
seizure originating in an area of 
abnormal cerebral tissue may remain 
localized or it may spread to involve 
normal brain cells. If the spreading 
electrical activity is sufficiently ex- 
tensive. the whole brain and spinal 
cord become involved and a tonic- 
clonic seizure ensues. 
Factors such as blood sugar level. 
blood ga
 concentration. body fluid. 
plasma. pH. body temperature. endo- 
crine disturbances. nutritional deficien- 
cies. specific metabolic disorders. etc.. 
are known to influence the develop- 
ment and spread of a seizure. 
Other factor!. such as hyperventila- 
tion, flickering lights. sudden noises. 
pain. and even emotional disturbances 
may precipitate an attack. When 
planning treatment. these factors and 
indeed. the whole patient and his 
environment are considered. 


ANTICONVULSANT TREATMENT 
The ideal anticonvulsant drug 
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hould be capable of preventing an 
epileptic discharge. regardless of its 
pathological or neurochemical back- 
ground. The drug should develop the 
stability of cerebral tissue to with- 
stand the normal provoking factors 
and be effective in all locations in the 
nervous system. It should be non- 
sedative, well tolerated, and devoid 
of untoward effects on vital organs 
and functions. When taken orally, its 
effect should be of long duration to 
maintain a fairly stable level in the 
body. [t is no secret that such a 
compound does not exist; thus, the 
search for new compounds must con- 
tinue. 
The anticonvubant compounds are 
the backbone of treatment of the 
epilepsies, and of the prevention of 
convulsions. The decision of when to 
start a patient on medication is an 
individual one. It will depend on the 
circumstance and the results of the 
investigation. A child who has had 
one seizure associated with a febrile 
illness and who has a normal electro- 
encephalogram. may be obsen'ed in- 
stead of being given immediate medi- 
cation. On the other hand, if there is 
a positive family history or some 
po
itive signs of post-ictal paralysis. 
drug therapy should be started. In an 
older person. a single seizure may 
herald a tumor. Complete investiga- 
tion is indicated. and prophylactic 
anticonvulsants are a wise precaution. 
Although 15 to 20 anticonvulsants 
have proven useful. the majority of 
patients are treated with some combin- 
ation of phenobarbital. diphenylhydan- 
toin. primidone. and trimethadione. 
Probably 75-80 per cent of patients 
are well controlled with these drugs 
alone. 
Treatment is generally started with 
one drug with the dosage slowly 
increased until the seizures are con- 
trolled or toxic symptoms develop. If 
the patient is admitted in status 
epilepticus or has had a prolonged 
seizure, he is given large doses of 
intramuscular phenobarbital immedi- 
ately. Oral phenobarbital and diphe- 
nylhydantoin are substituted as soon 
as possible. As the seizures come under 
control. the phenobarbital can be 
reduced. In such a case. the physician 
is likely to continue both drugs and 
regulate them slowly. Most patient
 
require a combination of drugs. 
The time the drugs are taken is 
abo important. It is easier and more 
convenient to take them at meal times 
and at bedtime. Ordering medication 
at odd hours is inadvisable since it 
is too easy for the patient to forget 
to tak.e them. It is probable that drugs 
\\ hich are absorbed and excreted slow- 
ly and which do not show a great 


fluctuation in blood level could be 
given twice a day; however, the general 
tendency is to order them with meals. 
and to add a drug with a greater 
sedative effect. such as phenobarbital. 
at bedtime. 
Unless there is a toxic or allergic 
reaction to a drug. it should not be 
discarded until proven to be of no 
benefit in maximal tolerable doses. The 
tendency to switch from one drug to 
another, before the first one has been 
tested adequately, should be a\'oided. 
The importance of taking medica- 
tion regularly and the dangers of 
precipitating continuous seizures by 
sudden withdrawal should be stressed 
to the patient or his parents. 
The decision of when to stop 
medication is a difficult one. As a 
general rule, medication should be 
continued for one to three years after 
the last seizure. Older patients who 
have one or two seizures after stop- 
ping medication following a long 
seizure-free period should probably 
continue medication indefinitel... In 
the case of younger children who are 
tak.ing a toxic drug. especially tho
e 
with petit mal. the physician may wish 
to try discontinuing medication even 
before a seizure-free year has passed. 
The length of time the child had the 
attacks and the EEG influence the 
decision. In patients approaching pu- 
berty, it is better to continue medica- 
tion until this period is completed. 
The possibility of the development 
of blood dyscrasia. hepatitis or ne- 
phrosis should be considered in 
patients receiving trimethadione. para- 
methadione. Mesantoin. Phenurone. 
and ethosuximide. To detect and pre- 
vent serious suppression of hemopoie- 
sis. white blood counts should be 
made before starting treatment and 
again every two weèks until mainte- 
nance dosage is established. Such 
counts should be repeated monthly for 
one year. and every three months for 
the balance of treatment. If neutrophils 
drop to between 2500 and 1600 per 
cu. mm.. counts should be made everY 
two weeks. Medication should b
 
stopped if the count goes below 1600. 
Some of the most commonly lIsed 
anticonvulsants are: 
methsuximide (Celontin) 
methamphetamine hydrochloride 
(Desoxyn) 
dextro amphetamine (Dexedrine) 
acetazolamide (Diamox) 
diphenylhydantoin rDilanlin) 
amino-glutethimide (Elipten) 
metharbital IGemonilJ 
chlordiazepoxide ILibriuml 
mephobarbital 1!\1ebaralJ 
meprobdmate (Fquanill 
.l-melhvl-5-5-ethyl-phen} I hvdantoin 
(Me
.tnloin) 
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phensuximide (Milontin) 
primidone {MysolineJ 
paramethadione (Paradione) 
paraldehyde 
ethyl-phenyl-barbituric acid 
(phenobarbital) 
ethotoin (Peganone) 
phenacemide (Phenurone) 
trimethadione (Tridione) 
ethosuximide (Zarontin) 
Many other drugs have been dis- 
covered and tested clinically, but for 
reasons of their sedative effects, toxi- 
city, or their poor abilities to control 
seizures. their use has been discontin- 
ued. Some reached the stage of being 
assigned names: others were merely 
given numbers. 


TOXIC EFFECTS OF ANTICONVUlSANTS 
The acute psychosis and severe, 
repulsive pustules seen on the skin 
of patients taking prolonged overdos- 
age of bromides made the advent of 
phenobarbital a welcome event. How- 
ever. many physicians today still 
resort to bromides when an other 
measures fail. Phenobarbital has prov- 
en an excellent anticonvulsant, and 
is still the most useful and safest 
known. Many patients prefer not to 
take it during the day because of its 
sedative effect; parents welcome a 
change from phenobarbital since it 
tend
 to produce hyperactivity and 
behavior disorders in children. Over- 
dosage will cause ataxia. but this is 
easily remedied by adjusting the dose. 
There is considerable danger of pre- 
cipitating status epilepticus by sudden 

tthdrawal of phenobarbital in a pa- 
tIent who has been receiving it for a 

ong time. If the drug is to be stopped. 
If should be done slowlv. Severe and 
fatal exfoliative dermatitis has been 
reported. but this is unusual consider- 
ing the tons of phenobarbital con- 
.,umed annually. The most common 
cause of death from phenobarbital is 
a suicidal overdose. The most serious 
toxic effect from the newer anticon- 
vulsants is 
uppression of hone marrow 
activity. 
Other undesirable. but not fatal. side 
effects have been reported with diph- 
enylhydantoin and methyl-ethyl-phenyl- 
hydantoin (Mesantoin). These include 
hypertrophy of the gums. hirsutism. 
I
mphadenopathy simulating Hodgkin's 
disease. and a syndrome simulating 
lymphosarcoma. Toxic effects on the 
kidney by anticonvulsants. particularly 
trimethadione and paramethadione. 
have been reported. 
Other undesirable side effects of an- 
ticomulsants may he: diuiness. photo- 
phobia. drowsiness. and rashes which 
occur usually with the initiation of 
treatment. Often. thev can be con- 
trolled by starting with small doses 
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and gradually increasing until a ther- 
apeutic level is reached. 
Variable reports have been made on 
the value of such drugs as reserpine, 
the phenothiazines (chlorpromazine, 
promazine, prochlorperazine, perphen- 
azine, mepazine) and other ataractic 
drugs in epilepsy. Some authors report 
increased incidence and others a de- 
creased incidence of seizures. It is the 
general experience that they are not 
very effective as anticonvulsants, but 
in some instances are useful to control 
associated behavior disorders. G 
Adrenocorticotropic h 0 r m 0 n e s 
(ACTH) and cortisone have proven 
to be useful in the treatment of myo- 
clonic seizures of infancy and occa- 
sionally in "absence" attacks. The 
effectiveness seems to be related to 
the age of the child. the degree of 
maturation of the brain, and the type 
of seizure. Children in the younger age 
group, regardless of the pathology - 
phenylketonuria. inclusion body ence- 
phalitis or cause unknown - have 
responded to such treatment and 
seizures have been controlled. All 
authors emphasize that this type of 
treatment does not have any effect 
on the mental retardation associated 
with these disorders. 
In the Hippocratic collection of 
medical writings, it is suggested that 
epilepsy be treated, not by magic but 
by diet and drugs. From that time 
until the present, diet has played a 
role in the treatment of epilepsy, even 
though. for the most part. there was 
little rationale. Bccause of the noted 
effect of fasting on epilepsy. Wilder,' 
in 1921. suggested that ketone bodies. 
produced during starvation. might be 
anticonvulsant; he then proceeded to 
develop a diet which would produce 
ketosis. Since then. others have used 
this ketogenic diet in certain types of 
epilepsy and reported considerable 
success. Dietary treatment must be 
reserved for patients who do not res- 
pond to regular drug therapy since the 
difficulty in preparing the diet. the 
cost, and the natural dislike for the 
diet on the part of the patient. make 
it extremely difficult to carry through 
with any degree of succe"
. 


SURGICAL TREATMENT 
John Hughling
 Jackson's concept 
that epileptic attacks originate in 
nerve cclls of the brain. and that the 
pattern of the seizure depends on the 
anatomic location of these cells. led 
Sir Victor Horsley. on May 25. 1886. 
to operate on a )oung Scot. The pa- 
tient was 22 vears old and. since the 
agc of 15. had been having focal 
seizures resulting from a compound 
fracture of the .,kull when he was 
sC\en. The scar was removed. the 


\\ound healed, and the seizures ceased. 
Other operations followed. In mod- 
ern medicine, the surgical treatment of 
epilepsy has helped many hundreds 
of patients whose seizures had not 
responded to medication. The histori- 
cal development of this form of therapy 
is completely covered by Penfield and 
Jaspers in their classical volume 
Epilepsy and the Functional Anatomy 
of the Human Brain. Indeed, no one 
has done more than these two col- 
leagues to develop the surgical treat- 
ment of epilepsy to the fine point it is 
at today. Penfield's object was to 
eliminate the seizures, but he took 
advantage of the opportunity to study 
the human brain. 
It is recognized that some patients 
with epilepsy do not respond to medi- 
cation. If, after adequate trials on 
medication and careful diagnostic 
evaluation, the patient meets the 
necessary criteria. then surgical ex- 
ploration should be offered to him. 
The amount of the brain to be removed 
depends on the degree of abnormality. 
as evaluated preoperatively, and the 
findings by electrocorticography on 
exposure of the cortex. The removal 
may be small and localized; it may be 
a whole lobe or. in exceptional cir- 
cumstances, a whole hemisphere. Not 
every patient who fails to respond to 
medical therapy is a candidate for 
surgery; indeed. relatively few are. 
In conclusion, it should be em- 
phasized that most patients with 
epilepsy can be successfully treated. 
In each case. we do not rest until a 
complete investigation has been carried 
out. and the most modern forms of 
therapy have been made available. 
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S\.lrgical 


Treatn
pnt of Epileps
l 


Two-thirds of patients who have been operated on for non-neoplastic epilepsy are 
rendered seizure-free or have a marked reduction III seizure tendency. 


The neurosurgeon's interest in epi- 
lepsy is aroused by the opportunity 
afforded for study of the human brain. 
the technical challenge of finding and 
eradicating an offending lesion and 
most important of all. the humanitar- 
ian goal of trying to give new life to 
victims of this distressing illness. 
Victor Horsley in England. Otto Foers- 
ter in Gennany and other pioneers 
neurosurgeons perfonned operations on 
epileptic patients; however. it was Dr. 
Wilder Penfield who developed the 
techniques necessary to make surgery 
a truly useful addition to the physic- 
ian's armamentarium in the treatment 
of epileptic patients. 1 Surgery is re- 
stricted to those patients who have 
focal. as opposed to non-focal or 
generalized epilepsy, and is an excel- 
lent example of the team-effort ap- 
proach to the solution of a challenging 
medical problem. 
Patients are considered candidates 
for surgery only if they meet the 
following criteria: 
I. Have focal cerebral seizures, that is 
the seizure discharge always begins in the 
same restricted area of the cortex of the 
brain; 
2. the involved area of cerebral cortex 
can be removed without producing paralysis 
or other serious neurological disability; 
3. their seizures have not been satisfac- 
torily controlled by an adequate trial of 
anti-epileptic drugs; 
4. they are properly motivated. 
To detennine whether or not a 
patienfs epilepsy is focal in nature, 
it is necessary to proceed. step by 
step. through an exhaustive work-up 
that begins with a careful history of 
the patient's illness from birth to the 
pre...ent time. A search for clues to 
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pathology. such as birth injury, anoxia, 
encephalitis. meningitis. head injury, 
vascular disease or neoplasm. must be 
made and the seizure pattern, begin- 
ning with any initial aura or warning, 
must be carefully documented. Other 
causes for episodic unconsciousness, 
such as diabetes mellitus, heart dis- 
ease. vascular instability and islet cell 
tumors of the pancreas. must be ex- 
eluded by general medical examina- 
tion and ap?ropriate special investi- 
gation. After a thorough neurological 
examination, the patient is placed 
under the constant observation of 
nurses and house doctors who are 
specially trained to observe and record 
the pattern of attacks which may occur 
in the hospital. so that they may be 
compared with descriptions of attaek- 
patterns obtained from family members 
and the patient. Detailed knowledge 
of the patient's attack-pattern or 
patterns provides important clues as to 
the regions of the brain involved in 
his seizure process. 2 
The special examinations most help- 
ful in locating regions of cerebral 
damage and the site of origin of 
cerebral seizures. are: 
1. visual field charting: 
2. sl-ull x-ray; 
3. pneumoencephalogram: 
4. cerebral angiography in selected cases: 
5. mutiple electroencephalograms. when 
patient is off medication. if possible: 
6. psychological study; 
7. lateralization of cerebral dominance 
for speech by intracarotid sodium amy tal 
when this lateralization is in question. as 
in left-handed or ambidextrous patients.:! 
If this study demonstrates a focal 
seizure process in a portion of the 
brain which can be removed with im- 
punity, surgery can be considered. 4 .;; 
Patients are not usually admitted 
to hospital for the above study unless 
their referring physician feels that they 
have not been adequately controlled 


by medication. The definition of ade- 
quate control is not the same for all 
patients, and must be carefully re- 
viewed by the neurologist and neuro- 
surgeon before a recommendation for 
surgical intervention is made. Thus. 
frequent minor seizures may not be a 
handicap to a retarded child living 
undcr sheltered conditions, whereas an 
occasional seizure may be devastating 
to a family bread-winner if each 
seizure results in the loss of employ- 
ment. If the patient. the family, and 
the physician agree that an adequate 
trial of medical management has 
achieved less than satisfactory con- 
trol of the seizures for this particular 
patient. surgical intervention can be 
recommended. 
During the study of such a patient. 
the surgeon has the opportunity to 
evaluate the patient's motivation. He 
must be certain it is the patient who 
wants relief and not the family or 
some other person. such as school 
teacher. fiancée or family physician. 
Most patients are well-motivated and 
will cooperate in the various phases 
of the study and therapy; however, if 
they are not. it is best to postpone 
surgery until they are. 


Technique 
To make the most accurate excision 
of epileptic brain tissue with maximum 
safety, the operation is performed 
under local anesthesia (Figure I). This 
prevents distortion of the brain waves 
by anesthetic drugs and provides 
opportunity for accurate brain mapping 
by electrical stimulation (Figure 2). 
Thus a removal of epileptic cortex can 
be carried up to. but not into. vital 
areas such as those which subsene 
speech. vision or locomotion. n 
Once the initial removal has been 
completed. a:1other electrical record- 
ing frrm the brain surface i
 carried 
('ut. This checks on the completeness 
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fig. I. Patient under local anesthesia undergoing surgical cortical excISIon for focal epileps). (From Penfield. W. and Jasper. H. 
Epilepsv alld the fUllctiollal alia tom v of the humall braill. Boston. & Co.. 1954). fig. 2. EEG recording from surface of the brain. 
Letters indicate areas of maximum epileptic activity. 


of the removal of the epileptogenic 
cortex, and sometimes indicates further 
removaI to provide the best possibility 
of stopping the patient's attacks. A 
post-excision corticogram free of epi- 
leptogenic activity is an encouraging 
sign; however. it is not a guarantee 
of a successful operation.' When the 
surgeon is satisfied that the removal 
has been completed. the patient is 
allowed to sleep during the closure. 
Corticosteroid therapy during the 
first ten postoperative days has les- 
sened the effects of cerebral edema 
and made the postoperative course 
uneventful in most cases." The patient 
usually takes nourishment during the 
first postoperative day. gets out of 
bed on the third or fourth day and 
begins the postoperative EEG. x-ray 
and psychological testing at the end 
of the second postoperative week. 
Near the end of the third postoper- 
ative week. the patient is discharged 
home to the care of the referring 
physician. with a recommendation to 
allow two months for recovery before 
undertaking heavy physical or mental 
activity, and to avoid excessive fa- 
tigue. aIcohol and emotional distress. 
All patients are placed on a regimen 
of anticonvulsant drugs in moderate 
dosage. and advised to take this 
medication regularly for at least one 
year. If. at the end of this first post- 
operative year. they have had no 
attacks and if a follow-up EEG is 
free of epileptogenic activity. the 
family physician will begin gradual 
withdrawal of the medication. 


Resulh 
The surgical treatment of epilepsy 
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was first begun in Montreal by Dr. 
Penfield in 1928. and has continued 
at an increasing rate at the MontreaI 
Neurological Institute until the present 
time. An attempt is made to maintain 
accurate follow-up infonnation on all 
of these patients so that the results 
can be reviewed from time to time. 9 
For this type of surgery to be success- 
ful. it must be carried out in a centre 
where a team of experts is available 
to work together on these problems 
and where special equipment. such as 
that necessary for electrocorticograms 
(surface EEG during surgery) and 
depth recording from the brain. is 
available. 
In general. this work has been very 
rewarding to both patient and surgeon. 
When one considers that man} of 
these patients have had recurring 
seizures for many years in spite of 
expert medical care. any sizeable 
reduction in their seizure tendency is 
greatly appreciated. For this reason. 
patients and their families may report 
a higher success-rate than is justified 
by a more scientific assessment. 
About one-third of the patients who 
have been operated on for non-neo- 
plastic epileptic lesions have been 
rendered seizure-free; another third 
have had a marked but not quite com- 
plete reduction in seizure-tendency. 
Thus. there has been a satisfactory 
result in two-thirds of the cases. In 
the remaining third. the aetual reduc- 
tion in number of attacks does not 
justify a rating of worthwhile result 
from the scientific standpoint: how- 
ever. in many of these cases the patient 
and family report gratifying improve- 
ment following operation. Tables I. 2 


and 3 summarize die findings in the 
most recent surveys of postoperative 
results, in cases operated upon at the 
MontreaI Neurological Institute. 6. 10 
11 


These results compare favorably 
with other reported results from cen- 
tres where a team effort. similar to 
that described above, is employed. 12 . 13 


Complic.ations 
Serious complications following sur- 
gical excision of non-neoplastic epilep- 
tic lesions are rare. There has been a 
mortality rate of about one per cent 
in the total series of 1600 patients. 
with. however. no deaths in over 600 
patients operated upon in the last 10 
years. Serious postoperative neurolo- 
gical disability. such as hemiparesis or 
aphasia. has occurred in one to two 
per cent of patients. but has aIso been 
much less frequent in the past 10 
years. 


Cue History 
R. D.. aged 12. was first seen at the 
M.N.L in 1958 for evaluation of his seizure 
problem. He was the second child in a 
family with no history of epilepsy. Delivery 
was at home. without difficulty in spite 
of a birth weight of 9 lb. Development 
and schooling had been normal. He had a 
mild head injury without skull fracture or 
loss of consciousness at age 5 years. but no 
other serious illness. 
His seizures began at the age of 7 and 
had gradually increased in frequency from 
3 per year to 3-5 or more per month. in 
spite of a varielY of anticonvulsant medica- 
tion that included Dilanlin. Milontin and 
Paradione. Neurological examination in 
1958 was normal and the EEG revealed an 
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TABLE 1 
TEMPORAL LOBE EPILEPSY 
Results of Surgical Therapy 
1928 - 60 
Results No. of patients 
No attacks since discharge from hospital 106 (27%) 
Early attacks then seizure free ......................... 61 (16%) 
Marked reduction in seizure-tendency................ 99 (25%) 
Unsatisfactory results .____...................................... 123 (32%) 
Total patient followed-up, 1-25 years ................. 389 
(Total series of 413 patients reduced by 7 postoperative deaths 
and 17 with inadequate follow-up data.) 


TABLE 2 
FRONTAL LOBE EPILEPSY 
Results of Surgical Therapy 
1929 - 60 


Results No. of 
No attacks since discharge from hospital 27 
Early attacks then seizure free ....... 28 
Marked reduction in seizure-tendency 53 
Unsatisfactory results .............__............. 60 
Total patients followed-up, 1-31 years ......... 168 
(Total series of 183 patients reduced by 3 postoperative 
and 12 with inadequate follovr-up data.) 


TABLE 3 
EPILEPSY FORM DESTRUCTIVE BRAIN LESIONS 
Results of Surgical Therapy 
1930 - 60 


patients 
(16%) 
(17%) 
(30% ) 
(36%) 


deaths 


Results No. of 
No attacks since discharge from hospital .. 31 
Early attacks then seizure free ................. 8 
Marked reduction in seizure-tendency 24 
Unsatisfactory results 22 
Total patients followed-up, 1-24 years 85 
(Total series of 88 patients reduced by 2 postoperative 
and I with inadequate follow-up data.) 


epileptogenic focus in the right temporal 
lobe. It was decided to give him a further 
trial of medication and he was sent home 
on a combination of Dilantin and pheno- 
barbital. 
The patient continued to have clusters 
of 2 to 5 attacks each month and was 
readmitted for further study on July 7, 
1960, at which time he was 14. Again, the 
general and neurological examinations were 
normal and it was noted that he was left- 
handed. His seizures began with an aura 
or warning of fear and a sensation of 
pressure in his chest. He then lost contact 
and was observed to have a blank stare with 
lip-smacking, swallowing, and automatic 
patting or searching movements of his right 
hand, accompanied by efforts to sit, stand. 
or walk about. These attacks usually lasted 
about a minute and were followed by a 
period of rest for 20 to 30 minutes. The 
family reported no post-ictal weakness or 
dysphasia; however, in hospital he had 
some difficulty naming objects after one of 
his habitual attacks. 
Skull x-rays and pneumoencephalogram 
revealed smallness of the right cerebral 
hemisphere dating from birth or early life, 
and visual-field examinations were within 
normal limits. EEG studies again demon- 
strated a right temporal epileptic focus, 
with a small amount of independent epilep- 
tic activity seen over the left temporal lobe 
area. Psychological studies showed that he 
was a bright boy with an I.Q. of 113, 
but with obvious impairment of perceptual 
skills and pictorial comprehension suggesting 
a lesion in the non-dominant temporal lobe. 
Since he was left-handed, it was not certain 
whether the right or the left cerebral 
hemisphere contained his speech mechan- 
isms; therefore, a bilateral intracarotid 
sodium amytal test was carried out to 
determine the lateralization of cerebral 
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speech dominance. Following the right-sided 
injection, he had a transient left hemiparesis 
without speech arrest or dysphasia. When 
the left carotid was injected, there was a 
transient right hemiparesis and a complete 
arrest of speech far 2 minutes, followed by 
obvious dysphasia for 6 minutes. Speech 
was thus clearly subserved by the left 
cerebral hemisphere. 
On July 21, 1960, a right temporal 
craniotomy was performed under local 
anesthesia, and electrical recordings carried 
out from the surface of the brain and from 
an electrode placed in the depth of the 
temporal lobe (Figure 3). Epileptic activity 
in the form of high-voltage spikes was 
recorded from the lateral surface of the 
anterior 5 cm. of the temporal lobe and 
from the depth electrode as well. 
During removal of the anterior 5.5 cm. 
of the temporal lobe, it was obvious that 
there was extensive scarring in the first 
temporal convolution and in the mesial 
portions of the temporal lobe (Figure 4). 


patients 
(36%) 
( 9%) 
(28% ) 
(26%) 


deaths 


This was felt to be a typical example of 
"incisural sclerosis" in which the portion 
of the brain near the incisura of the ten- 
torium was grossly scarred and epilepto- 
genic, probably due to an unrecognized 
birth injury.if 
Postoperatively, he received cortisone 
acetate for 10 days, for protection against 
cerebral edema, and the usual anticonvul- 
sant medical regime of Dilantin and pheno- 
barbital. No seizures were observed and 
his postoperative course was smooth and 
uneventful. Prior to discharge, an EEG 
revealed only very minimal traces of 
potentially epileptogenic activity. 
In the 4 1 /2 years since operation, he has 
had only one seizure which occurred during 
1961, at the end of a long, hot, bicycle 
ride after receiving news of the sudden 
death of a close friend. Since 1961 he has 
had no further attacks in spite of a gradual 
withdrawal of medication during the period 
from 1961 to 1963. The last EEG taken 
in 1963 revealed no epileptogenic activity. 
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Fig. 3. Operation photo of patient R.D. showing epileptogenic area of right temporal 
lobe to be excised outlined with white thread and bearing letters indicating areas of maxi-- 
mum epileptic activity recorded in tbe cortical EEG. Numbers above indicate normal motor 
and sensory responses to electrical stimulation. Fig. 4. Operation photo of patient R.D. 
showing excision of anterior 5.5 cm. of right temporal lobe. 
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FoIlow-up psychological tests on October 2, 
1961 demonstrated a remarkable improve- 
ment in performance, with a rise in I.Q. 
from the preoperative level of I I3 to 129. 
He has completed high school, is now 
successfuIly employed as a clerical worker, 
and participates in a variety of sports. 
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Nursing 
with 


an Adolescent 
Seizures 


A detailed description of the essential nursing care in the pre- 
and postoperative phases of surgery for epilepsy. 


CAROLINE ROBERTSON, R.N., B.N. and PATRICIA MURRAY, R.N., B.N. 


INTRODUCTION 
Epilepsy is the tendency to recur- 
ring epileptic seizures. 1 It is a symp- 
tom of disorder or disease in the brain, 
but it is not a disease in itself. Seizures 
may be caused by various brain 
lesions such as neoplasm, trauma and 
post-traumatic scarring, congenital ab- 
normalities, inflammation, circulatory 
disturbances, metabolic and degenera- 
tive processes. When the underlying 
cause cannot be eradicated, it becomes 
ne.cessary to treat the symptom. the 
seIzures. 
Just as diabetes can usually be con- 
trolled by insulin and diet, epileptic 
seizures can often be controlled by 
anticonvulsant drugs and regular living 
habits. That is, the cause is not elimin- 
ated but the symptom is controlled. It 
is estimated that 30 per cent of persons 
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with seizures can be freed of attacks 
indefinitely.2 With treatment, 80 per 
cent can be helped to lead normal lives 
if society will let them.* Yet the public 
continues to treat an epileptic person 
as socially undesirable. 
Seizures are disrupting and disturb- 
ing both to the person subject to them 
and to the on-looker. Knowledge and 
understanding of the disorder alleviate 
the fear and anxiety that are usually 
experienced. The nurse who has in- 
sight will be able to overcome her own 
panic so that she can aid the person 
involved. She will reassure others 
through her calm organized actions. 
This study is about Bill, a 16-year- 
old boy, who was treated both medical- 
ly and surgically for seizures caused 


· Modem Concepts of Epilepsy A 16- 
mm. sound film produced by Georgetown 
University School of Medicine. Washington, 
D.C. Available on loan from Ayerst, Mc- 
Kenna & Harrison Ltd.. 1025 Laurentian 
Blvd., St. Laurent, P.Q. 


by scar tissue in the brain as a result 
of trauma. His exampJe illustrates 
clearly the importance of understand- 
ing seizures in relation to the person 
who has them. Generally he received 
the same care that would be given 
to a more mature person or to a 
child. His specific needs, however. 
were those of an adolescent. 
Essentially, the objective of nursing 
care is to provide for the basic needs 
of the patient only when he cannot 
do so himself - i.e., when he is 
having a seizure - and to help him 
gain independence as quickly as pos- 
sible. 3 
Much of the nursing care was di- 
rected toward increasing Bi:J's under- 
standing and acceptance of his condi- 
tion. Understanding and acceptance 
does not come magically overnioht. 
Its nurturing begins at the mo
ent 
of contact with the first member of 
the hospital team - the doctor, in 
his office or at the clinic. 
Bill was first referred to a neuro- 
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loglst In 1954 when, at the age of six, 
he had his first seizure. He was hos- 
pitalized for a month for examinations 
that revealed atrophy of the left tem- 
poral parietal region of the brain, pro- 
bably the result of head injury sus- 
tained in a fall from a pony at the 
age of five and a half. In 1955, the 
anterior portion of his Jeft temporal 
lobe was excised in an effort to con- 
trol his seizures. The attacks continu- 
ed, however, despite the operation and 
the use of various anticonvulsant 
drugs. They increased in frequency so 
that in 1964 he was readmitted to the 
hospital for investigation as to the 
advisability of further surgical therapy. 
The realization that waiting causes 
anxiety and that anxiety can precipi- 
tate a seizure encourages the admit- 
ting secretaries in our hospital to ob- 
tain essential information from the 
patient quickly. The nursing staff teach 
the secretaries to know what to expect 
and what to do if a seizure should 
occur. Courtesy and friendliness are 
emphasized because first impressions 
are vital to rapport. 
Bill arrived on the ward protected 
on either side by his parents. Before 
his arrival on the unit, the admitting 
nurse had obtained pertinent informa- 
tion about him from the doctor's notes 
Bill's grin and "Remember me?" was 
a good beginning to their relationship. 


THE SEIZURE 


Precautions 
Bill's room overlooked the football 
stadium and, apart from its high-low 
bed and indented wall outlets for oxy- 
gen and suction, could have passed 
for a hotel room. The bed was posi- 
tioned so that the occupant's head 
could be seen from the glass-enclosed 
nursing station opposite. The nurse 
suggested that Bill get into bed. even 
though it was afternoon. He was not 
particularly happy about this. but he 
realized that it was necessary when he 
was "off medication." 
As she proceeded with the tasks of 
admission, the nurse impressed upon 
Bill and his parents the importance of 
taking the other "seizure precautions." 
Bill recited them jokingly, but mean- 
ingfully: 
I must use a small, firm pillow II do 
that at home, too): 
tay in bed with the 
bedsides up while off medication (although 
I can. if accompanied, go to the bath- 
room). I must drink through a pdper rather 
than a glass straw, and I must have my 
temperature taken rectally, rather than 
orally. Luckily, I don't smoke: if I did I'd 
have to have someone with me 
o that I 
wouldn't set the place. on fire if I dropped 
my cigarette. 
Knowing that much of his time 
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would be spent in bed, Bill brought 
a checker board, a book of pUZZles, 
and vanous sCience thrillers wIth hIm. 
Staying 10 bed as a seIzure precaution 
does not mean complete bed rest! 
The nurse attached two wooden 
spatulas padded by a few layers of 
adhesive to the head of Bill's bed. If 
he had a seizure, the padded end 
would be inserted between his molars 
to prevent him biting his tongue. A 
spatula wrapped in a fold of paper is 
also kept in each nurse's pocket ready 
for use. Bill was instructed to use the 
call bell if he felt that an attack was 
imminent. 
While the parents signed their son's 
admittance consent, the nurse com- 
pleted the hospital forms and checked 
Bill's vital signs (see chart page 000). 
She made note of his appearance and 
behavior. 


Bill's face is pale. There are small pus- 
tules and a sprinkling of reddened irrita- 
tion on his lower face and several large 
pustules on his neck and upper back. His 
gums are hypertrophied (from the con- 
tinuous use of Dilantin Sodium). He uses 
his left hand more than his right. He 
could not stand on one foot when he took 
off his shoe; he had to sit down. His speech 
is slow and the words are slurred. 


The nurse asked Bill and his parents 
several questions concerning his activi- 
ties. Direct questions about his high 
school record would have embarrassed 
him since he was achieving slowly but 
with determination. (Later, his father 
admitted that Bill was having difficul- 
ties with school work.) Active partici- 
pation in competitive sports did not 
interest him; he preferred to collect 
stamps and phonograph records. Spe- 
cific information concerning his sei- 
zures was obtained, so that the staff 
would know what to expect. Bill re- 
ported that he was having about one 
"blackout" per week. 
His need to be like others prevented 
him from calling his problem, "sei- 
zures:' Anyone can have a "blackout" 
but seizures are not "normal." If an 
adolescent deviates from the norm he 
is without one of his greatest sources 
of security. Realizing this adolescent 
need, the nurse gained her informa- 
tion without probing and was able to 
develop rapport with Bill and his 
parents. 


Nursing Care 
As well as listening to the family's 
description of Bill's seizures and read- 
ing his medical history, the nurse made 
her own assessment of his needs. Her 
basic knowledge of neuroanatomy and 
physiology increased her understand- 
mg. 
The position of the bed was impor- 


tanto Bill was in a single room, but 
the head of the bed could be seen 
easily by the nurse in the corridor or 
in the nurse's station. His door was 
left open unless someone was in the 
room with him. The staff and patients 
were told what to expect and were 
asked to call the nurse immediately if 
Bill had a seizure. Probably no one 
is ever totally prepared to witness a 
severe generalized seizure. Those who 
have observed many seizures still feel 
disturbed; but the nurse who has pre- 
pared herself and others will reduce 
the tension considerably. 
Finding out if the patient has an 
aura (a warning sensation) is impor- 
tant. As a child, Bill had experienced 
a "stomach ache" or a feeling of 
"deadness" in his right hand for a few 
seconds just before a seizure; as he 
grew up these epigastric and parasthe- 
tic auras disappeared. Persons having 
other types of seizures often report 
visual, olfactory, taste or auditory dis- 
turbances as warnings. If the patient 
is able to communicate in the aura 
stage, the nurse, thus alerted, by 
answering the call immediately, may 
be able to witness the attack from the 
beginning. It is the beginning of the 
attack that gives the most important 
information as to the part of the brain 
giving rise to the seizure. 
Since Bill now had no warning be- 
fore his attacks, the nurse looked in 
on him more frequently. When sum- 
moned to his bedside because of a sei- 
zure, she used the call-bell to notify 
another staff member to telephone the 
doctor, and to come to her assistance. 
She shut the door for privacy, checked 
to make certain that his airway was 
unobstructed, and inserted the spatula 
between the molars. (If the teeth are 
already clamped shut, forcing the jaw 
open to insert the spatula may damage 
them. By this time, the tongue will 
already have been bitten.) 
Behavior at the onset of the "ictus" 
or seizure may give important clues as 
to the location of the epileptogenic fo- 
cus in the brain. Pulling the bed 
clothes down to the foot of the bed. 
the nurse noted Bill's position and the 
first movement she saw; then she 
mentally recorded all his behavior in 
chronological order. A II behavior is 
significant. Every movement such as 
blinking the eyelids and swallowing 
may help to localize the focus. The 
progress of the seizure may be more 
easily observed if the face and body 
are mentally divided into four 
quadrants --left and right. upper and 
lower.-I 
The end of the seizure is also impor- 
tant since the last movements may also 
give evidence as to the brain regions 
involved in the seizure. After his sei- 
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zure, Bill had difficulty naming fami- 
liar objects. He would state what they 
were used for instead of the name. 
This nominal dysphasia showed that 
his speech area was involved in the 
seizure discharge. 
The length of the seizure was noted 
as well as the post-ictal effects. 
Pupillary size and reaction and other 
vital signs including motor ability 
were checked. If he had become 
drowsy after the hard labor of the 
seizure, he would have been roused 
to make certain he was alert and 
oriented to time, place and person 
before he was allowed "to sleep it off." 
The calm, accepting manner of the 
nurse and her example to others. help- 
ed to reassure him. 


Recording 
Each seizure is described in detail 
by the person who observed it. The 
observer describes in basic, simple, but 
descriptive terms, what has been seen. 
At no time does she offer her opinions, 
conclusions or interpretation of the 
events; nor does she include the opin- 
ions of others. A truthful, accurate, 
objective account of every happening. 
in chronological order, is needed. 
The account is written in the first 
person. Technical terms are avoided. 
For example. the nurse knows the dif- 
ference between tonic and clonic 
motion. but she describes these as 
stiffening or jerking movements instead 
of naming them; she differentiates bet- 
ween "gross jerking movements" and 
"tremors" when she describes move- 
ment; she notes the absence of some 
happenings, e.g.. when there is no ini- 
tial cry or incontinence. She knows 
what is significant, but does not allow 
this to cloud her objective account. 
Included in the recorded observa- 
tions are: the date and time of seiz- 
ure; whether or not the onset and the 
entire seizure were observed; the dura- 
tion from the known onset to the end; 
the nurse's si
nature; the name of the 
doctor and the time he was notified. 
The recorder should admit when she 
is uncertain about anv part of the 
event rather than to make statements 
that are auestionable. 
The following is the descriotion of 
the seizure recorded when Bill was 
"off medication": 


Oct. 6. 1964 Seizure: partly observed 
2: 15 p.m. Onset: not observed 
Duration: approximately 
eight minutes. 
, was in the nursing station when , 
heard a bedside rattling. I immediately 
went to Bill's room and found him lying on 
his right side. His eyes were open with the 
pupils turned up and to the right. His pu- 
pils were equally dilated. His mouth was 
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turned up and to the right and his lips 
were twitching. There was a moderate 
amount of frothy mucus about his mouth. 
He became slightly cyanosed so I suction- 
ed once and obtained a moderate amount 
of mucus. His legs and arms were stiff 
and his fists were clenched; both thumbs 
were held between his fingers. His whole 
body was jerking when I arrived and this 
lasted approximately four minutes. His 
right hand was the last to move when he 
unclenched it. 
He responded to painful stimuli in about 
six minutes. When , called to him a 
minute later, he opened his eyes and made 
swallowing movements. He moved his right 
hand better than his left. When asked to 
identify objects. he responded slowly; but 
he replied "quarter to nine," when asked 
to identify my watch. His hand grips were 
equal and strong in about eight minutes. 
At this time he could also name objects 
and was oriented to time, place, and 
person. When asked what had happened 
to him he replied: '" had another black- 
out." 


Jean Gray, R.N. 


DIAGNOSTIC PROCEDURE 
Many diagnostic procedures includ- 
ing skull x-rays and several special 
electroencephalograms were required 
to make the decision whether or not 
further operation in the left temporal 
region was advisable. The care BiI1 
received before, during and after these 
procedures built up a base of confi- 
dence so that he knew he would be 
supported through more difficult pro- 
cedures. One of these was the proce- 
dure of injecting Sodium Amy tal into 
the common carotid artery to deter- 
mine which cerebral hemisphere con- 
tained his speech mechanisms. Al- 
though right-handed people almost al- 
ways have their speech representation 
in the left cerebral hemisphere, in 
left handers it is sometimes in the 
left and sometimes in the right. Since 
Bill was left handed. preoperative 
determination of the lateralization of 
his cerebral speech representation was 
important in safeguarding his speech 
functions during the proposed reoper- 
ation in the left temporal region. 
Injection into the left carotid artery 
produced a temporarv right hemiplegia 
with inability to talk for 2 minutes 
and, as the hemiplegia disappeared 
during the next 3 minutes, his speech 
returned with dysphasic responses 
such as misnaming and perseveration 
(involuntary continued repetition of 
words). Speech was thus clearly rep- 
resented in the left side of the brain. 
This was verified the following day 
when a similar injection of amvtal into 
the right carotid arterv produced a 
temporary left hemiplegia without in- 
terfering with his ability to speak. 


PREOPERATIVE CARE 
Although Bill was apprehensive 
about the impending surgery he ex- 
pressed relief that "something more 
was being done" for his seizures. The 
doctor talked to him the evening be- 
fore, reminding him that he would 
be awake when the brain was exposed. 
so that he could be questioned during 
the electroencephalographic recording 
that is taken directly from the cortex. 
The anesthetist examined him to re- 
check his ability to withstand the long 
procedure and the anesthesia used at 
the opening and closing of surgery. 
The minister visited him the day prior 
to surgery and talked with his parents. 
He planned to come back to be with 
them during the long waiting period. 
Bill had conversed with another 
young patient who had given a blow- 
by-blow account of how he had come 
through his surgery; thus he was ex- 
pecting much the same treatment as 
his pal. "I suppose you'll wake me 
up every hour to take my vital signs!" 
The nuisance factor of this observation 
is outweighed by the unspoken plea 
"you'lI give me the Same attention as 
you did my friend, won't you?" 
The evening before operation. the 
resident cut Bill's hair with clippers 
and inspected the scalp for any abras- 
ion or pustule. Surgery is cancelled 
if there is any break in the skin. A 
disposable bed protector was used for 
this procedure instead of a towel since 
hair left on a towel is another possible 
source of infection. If the patient had 
been female. her hair would have been 
saved for cosmetic reasons. 
The patient's scalp waS shampooed 
and he was given a cotton cap t0 wear 
for warmth - and dignity. With the 
popularity of the Beatles, the voung 
male who loses his hair may be as 
upset as the female. Here. again. 
consent and cooperation are necessary 
before the procedure. 
Bill's problem of adolescent acne. 
probably ag.gravated by his Dilantin 
therapy, had been solved by pHisoHex 
baths. 
Another of Bill's basic needs - 
bowel elimination - had been checked 
daily. Pruneiuice taken daily at breal-.- 
fast was usually adequate for re
ularity. 
After his shampoo and pHisoHex 
bath. he was given a bedtime snack 
of toasted egg sandwich and milk. 
then his medication, phenobarbital 60 
mg. and Dilantin 100 mg. These were 
given for their sedative and anticonvul- 
sant effects. A "nothing by mouth" 
sign was placed on his bed and he was 
requested to refrain from eating and 
drinking. 
At six A.M. Bill was wakened from 
a sound sleep. To provide a hase re- 
cording for the anesthetist. he was 
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\\eighed and his vital signs were 
checked. A record of his premedication 
was sent to the operating room in ad- 
vance. The operating room attendant 
came to the unit and shaved the 
patient's entire scalp to avoid entrance 
of bacteria or hair at craniotomy. A 
clean cap was applied. 
The nurse in the unit collected 
the medications that would be needed 
during surgery: intravenous Dilantin 
250 me:.. sodium luminal 100 me:. and 
Solucortef 100 mg. 
 
After his parents had visited. Bill 
was taken to the anesthetic room 
where he was introduced to the staff 
by the nurse who had accompanied 
him. 


CARE IN THE OPERATING ROOM 
In some ways. seizure surgery dif- 
fers from general surgery and pose
 
certain unique problems for the sur- 
gical team. The operation is long. 
usually eight hours or more; thus care 
must be taken to ensure that the skin 
is well prepared and that drapes and 
instruments are well placed for com- 
fort and convenience. Since the in- 
fection hazard is great. because of the 
long exposure. techniques must be well 
thought out and rigidly observed. 
The patient is awake. or almost 
awake. for the greater part of the 
operation so that he can answer ques- 
tions and obey commands. We must 
try to keep him from suffering pain 
and from becoming too bored or rest- 
less; we must protect his body from 
pressure areas. or other injury. He 
may have a seizure during the opera- 
tion. so he has to be firmly fastened 
to the table. yet not conscious of too 
much restriction of his movements. He 
must not be able to harm himself 
during an attack. dislodge the drapes. 
or contaminate the instruments. 
During the operation. the surgeon 
is concerned with the patient's ability 
to respond. speak. move. and obey 
commands. He is also vitally interested 
in his responses to the electrical stim- 
ulation of the cortex. One member of 
the surgical team has to be able to 
see the patient's whole bod} clearly - 
face. hands. arms and legs - so that 
the various responses may be accu- 
ratelv reported and the progress of an 
attack noted. 
Much of the care given by the 
nursing staff in the operating room is 
indirect; in other words. our tasks are 
performed for the patient. but do not 
involve direct care. Most of this is 
given by the anesthetists and surgeons. 
As members of the surgical team. 
nurses are concerned with three as- 
pec
s of patient care: 
1. rea
surance and support: 
:!. safetv - from direct ph\sical iniun. 
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OPERATIVE SITES 
A. FRONTAL IDBE E. CENTRAL SULCUS I. BONE FLAP 
B. TOO'ORAL LOBE F. KJ'l'QR CORTEX J. AREA OF FIRST CORTICAL EXCISION 
C. PARIETAL IDBE G. SENSORY CORTEX K. AREA OF SECOND CORTICAL EXCISION 
D. OCCIPITAL LOBE H. FISSURE OF SYLVIUS 


from fire and explosion. and from infection: 
3. comfort. 
To assure patient safety and com- 
fort. we must have on hand instru- 
ments and equipment that are in good 
working condition and properly pre- 
pared or sterilized. We must have the 
right instrument at the right time. 
The patient's emotional state is very 
important since the doctors depend on 
his cooperation during certain stages 
of the operation. It is also important 
to the patient himself. since it will 
affect his postoperative course in 
hospital. 5 
When the patient is brought to our 
care. we let him know that we are in- 
terested in him. concerned about his 
fears and needs and that we are com- 
petent to care for him. To avoid 
alarming him unduly. we bring him 
to the operating room in his own bed. 
rather than on a stretcher. He is 
brought into the room only when the 
anesthetic teanl is ready. 
While Bill was being prepared. the 
<;taff made certain that their conversa- 
tion included him. or was confined to 
professional details of the work at 
hand. If he could not see. or did not 
understand what was happening. it was 
explained to him. Patients sometimes 
complain about a feeling of blood 
trickling down their forehead 
caused by a drop of local anesthetic 


escaping from the needle. This and 
other fears are anticipated and ex- 
plained so that the patient is not left 
to worry. He is at an times reminded 
of the fact that we are thinkine: of 
him. 
 
Bill was drowsy during his opera- 
tion, due to the administration of a 
neuroleptanalgesic drug that gave him 
relief from pain. and acted as a tran- 
quilizer. He could be roused easily to 
answer questions and obey commands. 
but for a large part of the operation 
he simpl} dozed. This type of drug 
depre<;ses the E.E.G. record. but does 
not obscure the epileptic pattern. 
As protection against physical in- 
jury. Bill was strapped to the table 
on an alternating air pressure mattress; 
he ""as then covered with a large frame 
which held the drapes away to allow 
the anesthetist a full view at all times. 
This frame. which also supported the 
nurse's instrument trays. was padded 
with pillows at the patient's back and 
front so that he could not hurt him- 
<;elf if he had had a seizure. He was 
given as much freedom to move as 
possible but was restrained to protect 
the incision area. and the intra\enous. 
One arm wa<; loosely tied so that he 
could not put his "hand up to the 
incision area. He could move his legs 
quite freely. 
 
A cautery pad was placed on a mus- 
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cular part of his leg; the wires and 
grounds to the cautery were carefull) 
checked to see that they were working. 
Conductive mattress. castors. flooring. 
60 per cent humidit) in the operatiri""'g 
room - all are measures taken to pre- 
vent explosion. The constant use of 
electrical cautery makes the use of 
explosive anesthetic gases hazardous. 
The danger of infection is great 
because of the long exposure ot the 
brain. Care must be exercised to keep 
the air as free as possible from pa- 
thogenic organisms. Glassed-in galleries 
allow the electroencephalographers, 
secretaries. pathologists, photographers 
and students to do their part of the 
team work without actually entering 
the room. Ultraviolet light is used in 
high concentrations at the beginning 
of the procedure when people are 
moving about a great deal, and while 
the drapes are being placed; as the 
more delicate tissues are exposed. this 
concentration is lessened. High humid- 
ity in the room helps to keep down 
dust; filtered air is delivered through 
the air-conditioning systems. 
 
The preparation of instruments and 
drapes is the scrub nurse's responsi- 
bility. She is required to make notes 
about each operation. and to write a 
full report if infection occurs. We 
believe that this report helps the 
staff recognize a situation that needs 
attention and take an interest in cor- 
recting it. 
To reduce the possibility of infec- 
tion, a second pHisoHex scrub of the 
patient's scalp is given in the anes- 
thetic room; in the theatre, alcohol, 
ether, and tincture of iodine. two and 
one-half per cent are applied slowly 
and carefully. The drapes are sutured 
close to the line of incision so that they 
will not be disturbed if he moves his 
head or has a seizure on the table. 
Bill's comfort was, in part. a re- 
s
lt o
 ?leasur.es taken to prevent phy- 
sical IIlJury. slllce pressure areas give 
pain and reduce comfort. He lay on 
his right 
ide with an intravenous in 
his right arm. His head was placed 
on a head rest in good alignment with 
his body (this is important to maintain 
a good airway, a good position for the 
surgeon, and comfort). He could move 
his head. from time to time, during the 
operation with the support of the sur- 
geon and the anesthetist. He had 
pillows at his back to keep his body 
from pressing against the hard metal 
of the over-table frame. He also had 
a pillow under his upper knees, and 
one in front of his body under his left 
arm. If he became thirsty, he could 
have ice chips to suck; and provision 
was made for him to void if necessary. 
He could see and speak to the anesthe- 
tist who sat near him during the 
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Illustrative chart 
howing changes in mental state (conscious level), pupils, blood pressure, 
pulse rate, respirdlion rate and temperalure before and after the onset of fatal increase of 
intracranial pressure (Wilder Penfield. Calladiall Army Malllwl of Military Neurosurgery. 
Ottawa. H. M. Printing Bureau, 1941. p. 61.) 


procedure and who constantly checked 
his vital sign<; and, during the removal 
of the diseased cortex, his arm and leg 
movements, and his ability to speak. 
 
The local anesthetic used on the 
scalp was injected slowly and carefully 
so that every nerve fibre in the vicinity 
of the incision or the drape sutures 
was anesthetized. A solution with a 
slow absorption rate and long lasting 
effect is needed. The drug of choice 
is nupercaine 1: 1500 with 1 cc. of 
adrenalin 1: 1 000 added. Sensitive areas 
of the dura are also injected with 
nupercaine. This local anesthetic, plus 
the neuroleptanalgesic drug, kept Bill 
from suffering too much discomfort 
or apprehension during the procedure. 


POSTOPERATIVE CARE 
After eight hours in surgery, Bill 
was returned. almost awake, to his 
room. At this point, he needed the 
attention of a nurse who knew him 
and could help him adjust to the 
postoperative discomfort and other 
temporary neurological problems. such 
as the temporary speech difficulty to 
be expected during the first post- 
operative week and the neighborhood 
seizures that often occur during this 
same period. 
Equipment placed in the room be- 
fore his return was designed to main- 
tain an adequate airway, to observe 
for rising intracranial pressure and 
seizures; to prevent postoperative hem- 
orrhage and to avoid edema; to prevent 
invasion of bacteria; to provide skin 


care; and to maintain comfort. 
Although the patient was nearly 
awake, the nurse stayed with him 
during the first postoperative hour. His 
respirations were checked for rate and 
quality; his skin and nailbeds were 
noted to be pale, but not cyanotic; 
nasal oxygen was ready but not used. 
He was lying on his side, his head on 
a small pillow with his chin up to 
prevent any kink in his trachea. If he 
had much mucus, the nurse would 
have turned him semi-prone over a 
pillow to allow drainage. Suction was 
available to remove secretions. 
Trauma, even though it is incidcnt 
to surgery, causes ti
sue and blood 
vessel disturbance and resulting cere- 
bral edema. Because of the danger of 
rising intracranial pressure from this 
edema or postoperative hemorrhage. 
Bill's vital signs were checked and 
compared with
 the signs of early rising 
pressure on the "clinical correlates" 
chart. A change in his conscious level 
may be the easiest sign for the nurse to 
miss. On return to the ward he \\-as 
drowsy due to the anesthetic used in 
closing. After about an hour hc was 
more alert and oriented to time, place 
and person. He recognized his parents, 
and the nurse. knew he was back in 
his own room. and knew it was late 
cvemng 
If he had become drowsy again, the 
nurse would have roused and ques- 
tioned him to prevent his lapsing into 
an unresponsive state. The patient who 
becomes restless is also watched care- 
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fully. He is not restrained because 
straining can cause a rise in intra- 
cranial pressure. 
Intracranial pressure will also ele- 
vate the pulse pressure (difference be- 
tween the systolic and diastolic blood 
pressures) and slow the pulse and 
respirations. Although the pulse is 
slow, it is bounding and full. These 
signs are checked every 15 minutes 
for 0 n e hour; then, if there is 
no change, half-hourly and hourly. 
Changes are reported immediately so 
that the surgeon can evaluate their 
significance and carry out the necessary 
treatment promptly. 
The pupils of Bill's eyes were 
checked for size and reaction to light. 
If the left pupil had increased in size, 
in comparison to the right, and had 
become sluggish in reaction it would 
have indicated rising intracranial press- 
ure. When the uncus of the temporal 
lobe herniates through the incisura of 
the tentorium from pressure above. the 
oculomotor nerve is stretched. Con- 
striction of the pupil is not as possible 
and the pupil dilates on the same side 
as the pressure. 6 Bill's pupils re- 
mained equal and reacting. although 
his left eye was closed because of 
edema. 
The patient's motor ability was 
checked by handgrips and leg move- 
ments. With surgery perfonned on the 
left side of the brain. pressure might 
cause his right side to be weak. Several 
times the nurses reported a slight weak- 
ness of the handgrip on the right, as 
compared to the left. This quickly 
cleared up. 
Bill's ability to use language was 
a concern since the surgery had been 
in his dominant hemisphere. At first, 
his speech was hesitant and slurred 
when he was asked to name various 
objects; sometimes he repeated the 
same word in response to a different 
question. On the fifth day. both his 
mother and the nurses felt that his 
speech was the same as before the 
operation. 
Careful regulation of the fluid bal- 
ance is important in minimizing post- 
operative cerebral edema. The two 
pints of blood given in the operating 
room were used to replace blood loss. 
The intravenous and oral fluids were 
regulated so that only 1500 cc. were 
administrated in 24 hours. When Bi11 
was thirsty. ice chips were given; but 
even this amount of fluid had to be 
estimated and recorded. Excessive 
vomiting and elimination have to be 
considered and the intravenous ad- 
justed accordingly. Bill was given a 
Gravol suppository for nausea. He did 
not vomit and voided 400 cc.. four 
hours after his return from surgery. 
Cortisone was administered prior to, 
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dunng, and after surgery because its 
anti-edema effect has proven valuable 
in protecting against postoperative 
cerebral edema. 
Bill's left eyelid appeared puffy two 
hours after surgery. Using a piece of 
pliofilm to protect the area of the head 
dressing near the eye, the nurse folded 
a pliofilm bag around an ice cube and 
taped it over the vaseline-protected 
eyelid to reduce swelling. Nonnal sa- 
line was used to irrigate the eye. 
Sterile liquid paraffin drops were in- 
stilled to lubricate the eye and to 
prevent a corneal ulcer from fonning 
due to dryness and irritation. 
In one hour, Bill's systolic blood 
pressure had returned to its preop- 
erative level. The head of the bed was 
then elevated 15 degrees to prevent 
stasis of blood and to help avoid 
edema. When moving Bill's head, the 
nurses used the palms of their hands 
rather than their finger tips to avoid 
digging into the wound or pressing on 
the bone-flap. 
In spite of this care, Bill had a 
seizure on the third postoperative day. 
His right ann jerked when he was 
holding a cup. causing him to fling the 
cup away from him. Apparently, 
edema had caused sufficient irritation 
of the neurons in the vicinity of the 
removal thus acting like the fonner 
seizure focus. 
Bill became quite apprehensive after 
his seizure although he had been in- 
fonned of the possibility of having one 
during the period of edema. Realizing 
his feelings of insecurity and of fear. 
the nurses tried to anticipate his needs; 
slowly they encouraged him to be more 
active after the edema had subsided. 
When they had to leave him they told 
him when they would return. Almost 
as soon as he woke up he demanded 
his watch, and told the nurse if she 
was a minute late. The staff realized 
the importance of listening intently 
to Bill's slow hesitant speech. inter- 
preting his words and taking the time 
to understand him. The nurse whose 
motions were deliberate and who did 
not appear to be hurried gained most 
of his confidence. 
A subdural drain had been left in 
place at the time of surgery. The nurse 
checked the head dressing frequently 
for drainage of blood and cerebrospin- 
al fluid. The drain provides entryway 
for infection and the protein fluids 
are excellent media for the growth of 
bacteria. Therefore. as soon as drain- 
age appeared on the head dressing, it 
had to be reinforced. 
This was done four times during 
Bill's first postoperative night. Each 
time. one nurse cut off the old rein- 
forcement. while the other raised his 
head. Holding one hand at the bad. of 


his neck, for support, the second nurse 
eased his head in its original dressing 
down onto a sterile towel. Had the wet 
dressing been allowed to lie on the bed, 
bacteria from the bedclothes could 
easily have entered. Sterile absorbent 
was wrapped about the head, starting 
low at the nape of the neck. Usually 
two wide pieces will cover each side, 
but it is sometimes necessary to put 
an extra piece over the operative site. 
The absorbent is held in place with 
roller bandage and adhesive, applied 
in the same manner as for a head 
dressing. Later, when the dressing has 
been removed, vaseline is used to 
massage the incision and daily sham- 
poos are given. 
Since a second craniotomy carries 
more risk of infection than a first. 
Procaine Penicillin and Erythromycin 
were given prophylactically. The pre- 
vention of infection also involves 
frequent washing of the nurses' hands 
with pHisoHex and the good health of 
all staff. 
Bill's temperature curve was watch- 
ed, particularly in the first 48 hours 
after surgery. Since disturbance of the 
meninges causes irritation, an aseptic 
meningitis can arise. This may result 
in a rising fever and even a stiff neck. 
Cool sponges and rectal or oral aspirin 
can be used to treat this type of fever. 
Because of the length of Bill's 
operation, the care of 
his skin was 
important both pre- and postopera- 
tively to prevent pressure areas. Until 
he moved easily by himself, Bill was 
turned by the nurses hourly to increase 
circulation. 
Mouth and eye care were necessary 
because of a reduced fluid intake. 
Disturbance of the dura during 
surgery can cause headache from the 
pull on blood vessels even though 
there are no sensory pain endings in 
brain matter. The nurses were careful 
to avoid jarring the bed. Periods of 
rest were arranged although these had 
to be interrupted hourly for turnings 
and checking of vital signs. When Bill 
had a headache. he stroked his head 
dressing over the frontal or left tem- 
poral area; he became restless and 
moaned though he did not complain. 
Aspirin relieved the headache and was 
given every four hours as necessary. 
When he was nauseated. the aspirin 
was given rectally. It is important to 
remember that phenobarbital wi11 not 
have its sedative effect in the presence 
of pain. 
In the two weeks following surgery 
Bi11 met all the milestones easily. He 
was allowed up on the fourth day 
after "dangling" on the edge of the bed 
the previous day. He was soon allowed 
to walk in the corridor with the nurse 
or his parents. 
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Postoperative x-rays, an electroen- 
cephalogram and psychological testing 
were carried out prior to discharge. 
Seventeen days passed. Bill's dis- 
charge examinations demonstrated that 
his neurological status was essentially 
unchanged. The improvement in the 
EEG was encouraging as to the long 
range prognosis, but it is only after 
one to two years have elapsed that it 
can be estimated with accuracy to 
what extent the seizure tendency has 
been reduced to normal. About 40% 
of patients like Bill become seizure- 
free after operation and an additional 
35% show a marked but not quite 
complete reduction in seizure tenden- 
cy.7 Reports from all departments 
concerned with Bill's care were for- 
warded to his family doctor for his 
future management. 
The physician ordered sufficient 
medication to cover Bill's daily dosage 
until he reached home and could have 
his family doctor prescribe further. 
Bill understood he must continue his 
Dilantin and phenobarbital for at least 
a year. His family realized the impor- 
tance of keeping a supply of medica- 
tions on hand. 
General health measures are also 
necessary to control seizures. Rest and 
work periods that are interspersed with 
relaxation and avoidance of emotional 
upsets are desirable. 
Bill's hair was growing apace but 
was still short, so he wore a peaked 
cap when leaving hospital. The nurse 
can make suggestions for suitable head 
coverings. A turban with a few artifi- 
cial curls can be comfortable and chic 
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for a woman. Wigs are not usually 
necessary and may irritate the incision. 
Birrs parents worry about the 
future. They are especially concerned 
about his work and the possibility of 
marriage. The doctor discussed these 
problems with the family. 
Bill loves swimming. Together, the 
family have worked out a "buddy 
system" so that Bill will always be 
accompanied when swimming. He was 
eager to learn to drive his father's car 
but he had a realistic approach that he 
would regret injuring others. His aura 
is not dependable so he decided not 
to attempt to obtain a driver's license. 
Some planned study at home will 
have to take the place of finishing this 
year at school. He is fortunate that 
he will be able to work with his father 
who has a small furrier's business. He 
is interested in fur blocking and should 
do well at a supervised, routine job. 
His record and stamp collection 
have helped him in social contacts with 
his peers. These attachments may 
someday lead to marriage. He knows 
that his tendency to seizures will not 
be passed on to any children he might 
have since his condition was caused 
by trauma. If his seizures had an 
hereditary tendency there would be a 
1 :40 chance of his children having 
seizures; the probability would be 1:4 
if his wife had seizures as well. 8 
Prevalence of seizures among the gen- 
eral population is 1 :200. 
Bill's life will be affected by the 
prevailing community attitudes. Nurses 
are in a strategic position in hospitals, 
in public health agencies. in industry 
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and in the community to improve the 
public concept of this disorder. 
Over 2,000 years ago Hippocratic 
writings explained this disorder. They 
criticized the popular belief that an 
epileptic was possessed by a spirit. 
And they who first referred this disease 
to the gods . . . using the divinity as a 
pretext and screen of their own inability to 
afford any assistance, have given out that 
the disease is sacred . . . and have institu- 
ted a mode of treatment which is safe for 
themselves . purifications and incantat- 


Ions. 


Today, in spite of modern therapy, 
the person who has seizures continues 
to need our understanding and help. 


RrFERENCES 
1. Penfield. Wilder and Erickson, Theodore. 
Epilepsy and Cerebral Locali::.ation. Bal- 
timore, Charles C. Thomas, 1941, p. 12. 
2. Brain, W. Russell. Disease of the Ner- 
vous System. 6th ed. London, Oxford 
University Press. 1962, p. 797. 
3. Harmer, Bertha and Henderson. Virginia. 
Textbook of the Principles and Prac- 
tices of Nursing. 5th ed. New York. 
Macmillan. 1955, pp. 4-5. 
4. Pinnie, F.A. and Baldwin, M. Observing 
Cerebral Seizures. Amer. J. Nurs. 59: 
367, March 1959. 
5. Giller, D.W. Some Psychological Factors 
in Recovery from Surgery. Hospital 
Topics. July 1963, p. 83. 
6. Mullan. Sean. Essefltials of Neurosurgery. 
New York, Springer, 1961, p. 79. 
7. Chao, Dora et aI. Com.ulsive Disorders 
of Children. London. W.B. Saunders, 
1958, p. 129. 
8. Ibid., p. 130. 


This method of bathing is used for 
patients who cannot sit or stand for the 
usual tub bath or shower. The spray 
washes away bacteria from the skin. helping 
to avoid skin infections. The large amount 
of warm water increases circulation. 


The equipment consists of a large tub 
overlaid by a sloping bakelite board, a 
water temperature regulation gauge and a 
connecting hose with a spray nozzle. The 
patient is lifted manually or by a Hoyer 
Lift on to the board which is covered by a 
flannelette sheet. The patient's head, if 
bandages, can be kept dry; or shampoos can 
be given. One nurse remains with the 
patient to protect him from falling and to 
give the bath. Meanwhile, another staff 
member makes up the bed. 
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Social 


Factors 


. 
III 


Epilepsy 


How social factors and problems affect the lives of patients, their families and 
communities and ways in which some of these problems can be alleviated. 


An interdependence exists among 
professional people, as it does among 
members of a family. This implies 
sharing observations and information 
about the patient and his environment, 
and joint participation in assessing 
and carrying out the help required for 
the immediate and long-tenn future. 
Of all professional groups, nurses have 
the greatest opportunity to become 
familiar with the hour-to-hour and 
day-to-day reactions and attitudes of 
in-patients toward the hospital, the 
care given. and those caring for them. 
This paper will deal more specifically 
with the patient in relation to his life 
and associations outside the hospital. 
In a parent group discussion. the 
father of a seizure patient asked the 
questions "What do we want for our 
children? What are our goals for 
them? and went on, "The same as for 
any children, that is. happiness, as 
nonnal a life as posible. acceptance by 
family. school and companions and, 
later, by employers and others." The 
areas mentioned as being related to 
happiness are. unfortunately, those in 
which one frequently finds psycho- 
logical and social adaptation problems. 
This is true in relatively healthy 
families and is much more likely to be 
true where iIIncss or disability be- 
comes a major factor in critical periods 
of patients' and families' lives. When 
the diagnosis is epilepsy, the problem., 
are compounded. 


PROBLEMS TO THE PATIENT 
The patient is an individual with 
the physical. psychological and en- 
vironmental needs common to all. 
With deprivations in these areas, he 
will have difficulty moving through 
the stages of development to maturity. 
Thus, he will have poor preparation 
for acquiring the strength to partici- 
pate successfully in the drama of life. 
As noted by Thomas and Davidson: 
Early life experiences with parents and 
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the ensuing relationships are recognized as 
vitally important. They set the pattern for 
a person's later responses to other people, 
his attitude to life and his ability to meet 
situations. Thus, what happens to children 
in their early formative years is of prime 
consequence. 1 
For the individual with seizures, 
early relationships and life experiences 
can, as Liebich 2 points out, "either 
give him the courage to accept and to 
overcome his physical handicap, or can 
instil in him a complex of fearful self- 
consciousness and inferiority and a 
self-image of a social outcast." She 
points to a second vital factor in the 
personal and social adjustment of the 
seizure patient: 
Environmental and social attitudes which 
basically are still impregnated with prejudice, 
fear and discrimination stemming from 
the lack of correct mformation regarding 
the nature and the meaning of the disease. 
The child \\'ho has seizures may 
meet rejection by and lack of affection 
from his parents, or the masking of 
rejection through over-protection. Even 
when the parents are merely according 
the handicapped child the special at- 
tention he requires. this may be in- 
terpreted by the well children as 
favoritism and can result in increased 
.,ibling rivalry. Thus the ill child can 
also become the butt of rejection or 
hostility by his siblings. The seizures. 
even when controlled. set the child 
apart from others since he is required 
to take medication regularly. He soon 
learns that he is different. a concept 
painful to any child. His self-image 
may be seriously affected and he may 
develop feelings of unworthiness and 
inferiority. It is our experience that 
the feelings of "being different" and/or 
"being unwanted" are frequently un- 
related to the degree of physical handi- 
cap; they are. however. vital factors 
in the social adaptation problems of 
the seizure patient. Indeed. it may 
be said that "the disability of epilepsy 
may bc more social than physical."3 
When the child goes to school he 
is on his own for the first time. He 
encounter., a new set of adults and of 


children with whom he must learn to 
live. When possible, it is better for 
him to attend regular school; but too 
often, after one seizure in school, 
problems arise. due, in large part, to 
fear and lack of understanding by the 
teachers and school authorities. This 
fear is then transmitted to the other 
pupils who, in turn, tend to shun the 
child. The attitude of the authorities 
sometimes results in the request for 
removal of the child from school, often 
another indication of rejection to him. 
With a simple explanation to the pupils 
and the exam pIe of acceptance of the 
situation by the teacher, the children 
will usually accept it. If handled 
properly. this can be a valuable learn- 
ing experience for both teachers and 
students. If. however, the seizures are 
uncontrolled or if there are other 
factors such as severe mental retarda- 
tion. regular schools are usually unable 
to include the child in their classes 
and special schools must be sought. 
Even when the childhood years 
have passed fairly successfully, the 
existence, and sometimes the onset, of 
seizures can create hazards for the 
boys and girls during the normally 
stonny years of adolescence. The usual 
questions and strivings of the teen- 
ager are likely to have a greater impact 
upon the seizure patient. But if seizures 
are under medical control and if past 
experiences with his family and with 
the community have been positive, the 
adolescent can move relatively smooth- 
ly into adulthood. 
Since "the child is father of the 
man" the path is less rough for the 
adult patient if he has had the kind 
of nature and nurture which will help 
him to accept himself and the limita- 
tions of his illness. Employment. family 
life and leisure timc activities are areaS 
of life in which he will see"- happiness 
and achievement. 


Employment 
"To most nomal adults the signifi- 
cance of satisfactory employment lies 
not only in the material support it 
provides but al<;o in the moral satis- 
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faction which plays such an essential 
role in the person's feelings of self- 
worth and self-esteem."4 Ideally, a 
patient whose seizures are well-con- 
trolled should be able to compete 
successfully in the open labor market. 
There are a few "enlightened" em- 
ployers who will "not blink at the 
word epilepsy" - a patient's descrip- 
tion - and who will give employment 
to individuals known to have had 
seizures, if the job is not hazardous 
and the applicant is qualified in all 
other respects. However, there are 
many companies with regulations pro- 
hibiting the employment of "epileptics" 
regardless of the kind or degree of 
control of seizures or of the type of 
employment. This leads to concealment 
of a seizure history by those seeking 
employment. and generates constant 
fear that their secret will be discovered. 
The easing of such restrictive regu- 
lations is dependent upon better un- 
derstanding by employers. As a per- 
sonnel officer remarked, it is not only 
the employers who must understand 
and accept the seizure which may 
occur at work. but also the fellow em- 
ployees. A sudden misunderstood seiz- 
ure has been known to shock the ob- 
server into self-injury. The need for 
education and interpretation is clear. 
Just as there are children who can- 
not fit into the regular school system, 
so there will always be adults who, 
because of insufficiently controlled 
seizures or other reasons. are unable 
to work full-time in regular employ- 
ment. For these, a sheltered workshop 
placement can be invaluable. For 
some, the experience is a form of 
vocational rehabilitation leading to 
regular employment; for others, a 
workshop experience of a more per- 
manent nature is required. 


Finances 
For many who work regularly, 
finances do not create a major prob- 
lem. For others. however, there is the 
continuous burden of paying for med- 
ical care. particularly for medication. 
besides the actual lack of sufficient 
income or fear of its lack due to 
employment difficulties. For a family 
on a marginal income, this can be a 
constant source of anxiety, especially 
when the patient's doctor has im- 
pressed upon him the necessity of 
taking his medication regularly. For 
those who are unable to earn a living 
and who have no legally responsible 
relatives to provide for them. it is 
necessary to seek financial assistance 
from social welfare resources, accord- 
ing to their availability in the various 
localities. In our North American 
culture, with its emphasis on work 
and self-support. such dependence 
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on other members of the family or on 
the community has a demoralizing 
effect. For example, if the patient is 
a man with a wife and children, his 
role as husband and father will be 
affected, with resulting strains on 
family relationships. 


PROBLEMS TO FAMILIES 
Many of the problems encountered 
by families were implied in the para- 
graphs dealing with problems to the 
patient, although the impact on the 
family members differs somewhat. 
There is, first, the psychological prob- 
lem. determined partly by the parents' 
and other relatives' own life experi- 
ences and personality development. 
Some parents are unable to accept the 
"less than perfect child." and some 
develop self-pity, asking "why did this 
happen to us? Is it punishment?" 
(perhaps for an actual or imagined 
misdeed or shortcoming). Such feel- 
ings of guilt and frustration. of resent- 
ment and hostility, make normal rela-. 
tionships between parent and child 
difficult and tend toward rejection or 
over-protection. When one parent can 
accept and give support to the handi- 
capped child and the other cannot, an 
added burden falls upon the accepting 
parent. This can cause dissension in 
the marriage, thus further increasing 
the tension in the home. Relatives, 
friends. neighbors and the general 
public who are afraid and do not 
understand can add to the difficulties 
by avoiding not only the child but the 
parents as well. The strengths of the 
parents are sorely taxed by the efforts 
necsssary to carry on family life and 
activities in a manner as nearly normal 
as possible for all members when a 
sick child is in the home. Their degree 
of success will depend upon many 
factors: the severity and frequency of 
seizures; the age of onset; the degree 
of control and other factors, such 
as mental retardation; the relative 
strengths and weaknesses of the in- 
dividual members and the quality of 
the family interrelationships; and the 
kind and amount of support available 
from outside the immediate familv 
circle. e.g.. from other relatives and 
friends. from the schools, in employ- 
ment. in religious groups. in recrea- 
tional and special interest groups. and 
in social and other community agen- 
cies. 


THE COMMU
ITY 
On day, in the elevator of a 
public building. a little boy in his 
mother's arms screamed throughout 
the ride. The mother explained "He is 
afraid because he doesn't understand. 
She expressed one of the greatest, 
most widespread problems for the 


seizure patient today, i.e., fear of the 
unknown, fear of what we do not 
understand. The reaction to epilepsy 
by the majority in the community can 
be compared with that of the little 
boy to the mysterious elevator. 
Impressions of many about epilepsy 
are based on biblical references and 
folklore, on dramatic episodes on the 
stage or screen or in ancient and 
modem fact and fiction, on hushed 
reports of colleagues, or on the unex- 
pected spectacle of a major seizure. 
Many, with preconceived ideas, are 
inclined to equate all seizures with 
the most extreme situations. They 
think of "an epileptic" rather than of 
an individual who happens to have 
seizures, and who also has the emo- 
tions and aspirations of those without 
seizures. Ask a group of a dozen 
people - yes, even a group of nurses 
or social workers - what the word 
epilepsy conveys to them, whether they 
have ever seen a seizure or whether 
they have known anyone with seizures. 
Surprisingly, few will be able to reply 
in other than vague terms. 
We have discussed some of the 
results of community attitudes on the 
patient and on his family; but all 
illness and social breakdown effect 
the community as well. In Epilepsy 
and Related Disorders 5 the authors 
refer to the "extravagant folly" of 
the public attitude that deprives the 
community of qualified workers be- 
cause they must miss a few hours or 
days of work out of the year. Through 
fear of rejection by employers, some 
patients feel compelled to try to keep 
their seizures a secret and accept 
work which may be hazardous to them- 
selves, to members of the community 
and to property. Other patients, who 
are potential contributors to the hap- 
piness and prosperity of the commu- 
nity, are without work. are subject 
to the multitude of problems related 
to epilepsy and, thus. are themselves 
in need of help. The financial impact 
on the community is two-fold: 1. In 
the actual expenditure of funds for 
basic maintenance, medical care and 
other community services; and 2. in 
the loss of income to the community 
in the form of taxes and other contrÍ- 
butions, and of purchases of services 
and supplies. The loss in terms of 
non-purchasable services and of human 
values is less easily assessed. 


RESOU RCES 
What are the various resources 
required to help alleviate the social 
functioning problems related to the 
diagnosis of epilepsy? The thought 
recurs that the seizure patient should 
not be set apart and. when possible. 
.,hould take advantage of the commu- 
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nity facilities available to the general 
population (e.g., schools, employment, 
recreation). Nevertheless, we must 
take cognizance of the fact that special 
services are necessary in individual 
cases: these may take the form of 
schools and training facilities; centres 
for vocational assessment and counsel- 
ing toward placement in appropriate 
employment; sheltered workshops; aids 
to home care such as specially prepar- 
ed "sitters"; financial assistance on a 
temporary or permanent basis; centres 
that provide custodial care; and 
guidance in obtaining medical (includ- 
ing psychiatric) care. 
To help the patient make maximum 
use of available resources and to help 
with personal and family problems that 
are interfering with his adjustment in 
one or more areas of social function- 
ing, professional counseling is re- 
quired. Among those providing such 


PERSONALITY 


Probably the most frequent misconception 
concerning the epileptic is that he has an 
inferior intellect. This is a gross error 
. . . Epileptics vary in their intellectual 
ratings in the same way as do people with- 
out this handicap. In the past, many 
epileptics functioned as if they were of 
limited mentality. This was due to the 
fact that the medication then used to 
control the seizures made them drowsy. 
With the [introduction] of the newer drugs, 
the seizures are not only decreased in 
number but, in most instances, the unfor- 
tunate sedative effects are markedly reduced. 
In those case where seizures arise from 
injury to, or disorder of the brain, the 
individual may tend to become more rigid 
and concrete in his thinking. Since, as a 
result of injury, he is less flexible and 
less able to think abstractly, he may com- 
pensate by efforts to be overly precise 
and maintain his surroundings in a well- 
ordered fashion. He may have difficulty in 
adjusting to change and complexity. In job 
placement, consideration must be given to 
these traits. Such individuals can frequently 
make a satisfactory adjustment in a situation 
which demands simple, meticulous order 
and a regular routine. 
Many investigations have been conducted 
in an attempt to describe the personality 
characteristics of epileptics. Although these 
researches have been extensive, they have 
not been satisfactory because so many were 
conducted on epileptics sufficiently hand- 
icapped to be institutionalized. As a result. 
the studies do not present the personality 
of the epileptic as industry would en- 
counter it but, rather, depict only the very 
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services are professional social workers, 
found in medical centres and in 
community agencies. The members of 
this profession, through individual or 
group counseling methods, assist the 
patient and his family to work through 
some of the problems impeding ad- 
justment. They also participate in 
community programs to disseminate 
information about epilepsy and to 
mobilize resources for seizure patients. 
Many social workers are actively en- 
gaged in research to obtain additional 
information about the social problems 
of these patients. 
As the attitudes of the community, 
the family and the patient react upon 
one another. there is a spiraling, cres- 
cendo effect. This should be reversed 
with greater public understanding and 
acceptance of seizures and seizure pa- 
tients, with expanded resources, and 
with continued joint efforts in their 
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seriously ill individuals. As a consequence, 
much misinformation about the "epileptic 
personality" is prevalent. Review of the 
studies with a correction for the biased 
sample on which they were done indicates 
that the majority of epileptics show no 
gross evidence of a peculiar personality or 
of unusual behavior. 
The picture is not, however, always this 
simple since, as with other handicaps, 
emotional reactions to the handicap may 
confuse the picture. There is perhaps an 
additional complicating factor in epilepsy 
that arises by virtue of its being a con- 
cealable condition in the interval between 
seizures. The epileptic's handicap is not 
immediately apparent. Reactions to this 
existing, but for prolonged periods hidden 
disability vary with the personality structure 
of the individual. For example, a person 
who is basically optimistic, emphasizes [the] 
relative infrequency [of his seizures] and 
his normal physical appearance. He strives 
to asure himself and others that it is not 
a serious problem. Some of these individuals 
may not only reject the diagnosis of epilepsy 
and refuse to go along with a treatment 
program, but they may also ultimately 
refuse to have anything to do with the 
physician. People with this type of reaction 
are generally unemployable since it is a 
prerequisite in rehabilitation that the patient 
must accept his handicap realistically. In 
general. the epileptic is subject to all of 
the neurotic traits found in any other group 
and these traits, when present, must be 
handled in essentially the same way as in 
the non-epileptic. 
All handicapped persons quite naturally 


behalf by all members of the health 
team. 
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EPILEPTICS 


have feelings about being handicapped. A 
sense of inadequacy and incompleteness 
often plagues them. Some are driven by 
these feelings to overcompensate for the 
loss. Others are left with feelings of re- 
sentment and hostility. More than others 
who are handicapped. the epileptic suffers 
from rejection by community and family 
discrimination in employment, legal barriers 
and social ostracism. These severe pres- 
sures are sometimes met by reactions on the 
part of the individual that color his whole 
personality. With patience and acceptance, 
such people can be helped to make a satis- 
factory adjustment to the job. 
It may well be that the epileptic, because 
of his being handicapped, is actually a 
more conscientious and steady worker. In 
this regard, a statement made to the British 
Epileptic Association points out: 
It is the universal experience in the 
industrial rehabilitation unit that, handled 
with understanding, the epileptic readily 
settles down to work and can acquit 
himself as well as the best. Once he 
realizes that a seizure is not going to 
cause consternation to anyone, a steady 
improvement sets in, and the frequency 
and duration of the seizures diminish. 
With many, the seizures disappear im- 
mediately. 
- Taylor, Graham C. Personality factors 
in epileptics. Excerpts from a report for- 
mulated by the Committee on Psychiatry in 
Industry and Group for the Advancement 
of Psychiatry, Allan Memorial Institute, 
Montreal, as cited in Institute on Rehabilita- 
tion of SeiZ/lre Patients, published by Mont- 
real Council of Social Agencies. 
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Parkinson's 
Disease 


C. BERTRAND, M.D., F.R.C.S.(C), F.A.C.S. and S. N. MARTINEZ, M.D., F.R.C.S.(c) 


With the prolongation of the life- 
span of the individual, Parkinson's 
disease is increasingly frequent. Ac- 
cording to the statistics of Kurkland, l 
one person in 50 would be affected 
after 60 years of age. It would seem 
that it involves one per cent of the 
population over 50, and approximately 
1 per 1000 of the general population, 
being more prevalent in men than in 
women. 
The attention of the medical pro- 
fession was originally aroused by the 
brilliant description of James Parkin- 
son in 1817 2 entitled "Paralysis ag- 
itans." The symptoms have been 
studied in detail during the posten- 
cephalitic manifestations encountered 
following the influenza epidemic of 
1918. The surgical era really started 
after the work of Myers 3 on the basal 
ganglia, and the beginning of human 
stereotaxis, that is, the possibility of 
obtaining precise localization deep 
within the human brain under local 
anesthesia. with Speigel 4 and Wycis, 
and Talairach. Various techniques, in- 
cluding ours. have made possible 
effective relief of symptoms with a 
maximum of safety and efficiency. 
For more than ] 0 years, our group5.6 
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has been particularly interested in 
the study of Parkinson's disease, yet 
it is still difficult for us to describe 
it both concisely and accurately Be- 
sides being a syndrome its manifes- 
tations are extremely varied and many 
of its basic mechanisms are still 
unknown. There are great differences 
of opinion on its ideology and even on 
the classification of its various fonns. 
As in many other fields, the numerous 
investigations which have been made 
have mostly brought out the com- 
plexity of Parkinson's disease and 
there is a tendency to abandon the 
classical division in an idiopathic and 
arteriosclerotic and a postencephalitic 
fonn. Only a small percentage of cases 
with a definite history and a charac- 
teristic evolution of symptoms can be 
ascertained as postencephalitic. 
While it is known that the patho- 
logical manifestations involve mostly 
the basal ganglia (especially the globus 
palIidus and the putamen) and the 
mesencephalon (particularly substantia 
nigra), some authors like Denny-Brown 
believe that the lesions of the basal 
ganglia are more important for the 
symptoms, while most workers think 
that the alterations of the substantia 
nigra are detenninant. The favorable 
results produced by lesions within the 
basal ganglia on certain symptoms 
such as: tremor and rigidity. (more 
than 700 in our series) and the lack 
of aggravation following thousands of 
these lesions. are in favor of the latter 
hypothesis. Moreover, it has been 


possible in the laboratory of Doctor 
Louis Poirier, of the L'niversité de 
Montréal, to produce tremor at rest 
very much like that of Parkinson's 
disease, in macaques by interrupting 
the efferent fibres of the substantia 
nigra within the mesencephalon. 
It seems fairly definite that in the 
postencephalitic forms there are cer- 
tain characteristics, such as the intra- 
cellular inclusions in the substantia 
nigra. which are not found in other 
cases. In the great majority of cases 
a history of encephalitis cannot be 
ascertained. and it is equally difficult 
to relate them conclusively to arte- 
riosclerosis or to other etiological 
factors. 


SY MPTOMA TO LOGY 
The main symptoms of Parkinson's 
disease are essentially motor: tremor. 
rigidity and bradykinesia; this word 
is used to describe a diminution or a 
loss of spontaneous or associated 
movements. There is no obvious in- 
volvement of the main motor pathway 
(pyramidal or cortico-spinal), reflexes 
are usually equal. there is no Babinski 
sign, initially motor power is not 
altered. An insidious onset and a slow 
progression are typical of the disease. 
In certain cases it progresses much 
mOre rapidly in a few years. especially 
in the akinetic fonn. These three 
symptoms: tremor, rigidity and brady- 
kinesia may be present separately or 
in all possible combinations and 
proportions. 
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Tremor is usually a fine tremor at 
rest, at 3 to 7 per second which is 
stopped by voluntary movement. Pa- 
tients use this to suppress it tempo- 
rarily. In rare cases of isolated tremor, 
this tremor may reach a very large 
amplitude and the patient is constantly 
agitated from head to foot. 
Rigidity is particularly evident when 
one attempts to move the limbs of the 
patient passively, which may give 
rise to the cogwheel phenomenon. that 
is flexion or extension in successive 
jerks due to a lack of synergism be- 
tween the contracting protagonistic and 
the relaxing antagonistic muscles. Oc- 
casionally, rigidity can be fairly 
markeù, yet the patient may move 
quite easily although in general it goes 
hand in hand with difficulty in moving 
the limbs. particularly in accomplish- 
ing fine or rapidly alternating move- 
ments, that is. bradykinesia. As men- 
tioned previously. there are certain 
akinetic forms of the disease when the 
patient can hardly begin even very 
simple movements or stop them once 
they have been initiated, and where 
rigidity is hardly detectable. Such 
forms are the least favorable for 
surgical treatment. They may progress 
quite rapidly and may be accompanied 
by mental sluggishness. and occasion- 
ally transitory confusional states. As 
a rule. mental alterations are very 
slight in parkinsonians. while the 
masked facies and the lack of means 
of expressing themselves suggest a 
much more severe psychic involvement. 
Difficulty in moving gradually prod- 
uces a loss of associated movements, 
such as the natural swinging of the 
arm while walking and trouble in 
changing one's positions: the patient 
may be caught in a comer or near a 
door and be unable to start moving. 
Once walking has been initiated. the 
tendency to fall forward. which is not 
corrected by normal postural tone, may 
produce the typical "démarche à petits 
pas." steps becoming smaller and faster 
as walking proceeùs with a tendency 
to fall forward (propulsion). or. when 
the patient is standing. to fall back- 
wards (retropulsion). Writing is al- 
tered. becomes shaky with successive 
words gctting smaller and smaller. 
There is increa!>ing difficulty in speak- 
ing or even in swallowing, and a 
marked diminution in respiratory ex- 
cursion. Automatic functions may also 
be involved with excessive salivation, 
dryness of the skin. cold extremities. 
Oculogyric crises which bring the eyes 
to one sidc and usually upwards against 
the patient's will. are very rare and 
postencephalitic in origin. On the other 
hand, blepharospasm or tonic closure 
of the eyelids is slightly more frequent. 
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DIFFERENTIAL DIAGNOSIS 
In an ordinary case of Parkinson's 
disease, one may think of an insidious 
and slowly progressive involvement of 
motor functions which the patient will 
frequently ascribe at first to arthritis. 
In a mOre advanced form. diagnosis 
is usually very easy and most other 
illnesses which alter normal movements 
or produce abnormal movements, such 
as choreathetosis and cerebral palsy or 
dy:-tonia musculorum deformans, are 
found early in life. Even familial 
tremor is usually evident when the 
patient is still young and this is not 
a tremor at rest but a tremor during 
intentional movements which may be 
of rather wide amplitude. It progresses 
very little during ensuing years. There 
is no rigidity nor bradykinesia; it is 
only occasionally severe enough to 
demand a surgical procedure. Cere- 
bellar tremor. such as that of multiple 
sclerosis. is usually accompanied by 
other symptoms which facilitate diag- 
nosis. If these various forms of tremor 
are too inconvenient to the patient, 
they are also quite amenable to 
surgery. 


TREATMENT 
A therapeutic triad is a classical 
expression. but it applies quite well 
to treatment of Parkinson's disease. 
the three essential phases of which 
are: medical treatment; physiotherapy; 
surgical treatment. The renewal of 
interest aroused by surgery has created 
a favorable atmosphere for more vigor- 
ous conservative therapy so that one 
now rarely sees cases with completely 
fixed joints, tragically unable to move 
in any way. Alkaloids were the 


favorite drugs for a long time, par- 
ticularly belladonna. atropine and 
stramonium. Many drugs now give ap- 
preciable relief to the patient. at least 
temporarily, even though this may be 
difficult to establish statistically. One 
must try to find the drug which is 
best suited to the patient. Those most 
frequently used are: Artane, Kemadrin, 
Pagitane, Cogentin. Phenoxene. to 
which are added Disipal and Benadryl. 
Sometimes these drugs are more ef- 
fective when they are changed peri- 
odically. These patients are often 
depressed and they need the help of 
their kinfolk. This depressive state 
may be accompanied by a certain 
amount of indifference and they must 
be constantly encouraged to action so 
as to avoid ankylosis. Besides their 
arthritic pain, these patients may also 
experience pain of an indefinite nature 
in the epigastrium or along their limbs. 
Pain seems to be related to rigidity 
since that occurring in the limbs is 
often partially relieved by doing 
surgery. 
Physiotherapy is of paramount im- 
portance. A group of well-defined 
exercises will help the patient main- 
tain a certain degree of agility and 
even increase the ease. number and 
efficiency of his movements. The nurse 
can be of great help in rehabilitating 
these patients since she is in intimate 
contact with them at least during their 
stay in hospital. 
If the symptoms are such that a 
patient becomes unable to perform 
simple things such as dressing himself, 
eating or turning in bed. or if he is 
on the verge of losing his job because 
it is difficult for him to do his daily 
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work, surgery must be contemplated. 
In younger patients it should be 
thought of earlier in the disease so 
that they may keep on with their ac- 
tivities. If surgery gives only moderate 
results for bradykinesia it is quite 
effective in relieving tremor and rigid- 
ity. Frequently, this relief will not be 
complete but the marked improvement 
of functions is greatly appreciated by 
these patients who suddenly feel a 
relaxation on one side. Surgery prod- 
uces a lesion which restores to the 
contralateral limbs part or most of 
their mobility and abolishes or dimin- 
ishes tremor by liberating certain 
centres through a lesion of the basal 
ganglia, more specifically in the ventro- 
lateral part of the thalamus. There is 
no age limit for this type of surgery. 
Many of our patients were over 70 
years of age, one actually 77, though 
admittedly one is more conservative 
with older persons. As mentioned 
previously, surgical treatment is rarely 
indicated in the less frequent form 
where akinesia predominates with 


very little rigidity. Surgical therapy 
should be avoided in cases presenting 
definite mental alteration' particularly 
hallucinations and a tendency to mental 
confusion. Such patients are a bad 
risk for any kind of surgery. Diabetes 
and cardiac lesions are not a con- 
traindication unless they are severe. 
Surgery is done under local anes- 
thesia. In our own experience, the 
surgical risk is well below one-half 
of one per cent. Our method allows 
rapid and precise localization of the 
structures of the base of the brain with 
verification of visual localization 
through electrical stimulation (Figure 
1), and through recording with micro- 
electrodes through which the various 
nuclei of the ventro-Iateral portion of 
the thalamus may be identified before 
producing a lesion. Much has been 
written on the way in which a lesion 
can be produced but it is most impor- 
tant to localize this lesion very 
accurately. Many physical agents and 
mechanical means are now available to 
produce a satisfactory lesion. It seems 


PARKINSON'S DISEASE 
RESULTS Of THE 1 
 350 CASES ACCORDING 10 THE LOCATION OF THE LESIONS 


RESULTS OF 38 CASES FROM 3mm to 7 mm behind Monro 
RIGIDITY AKINESIA TREMOR TOTAL 0/ 0 
A 24 1 25 66 

 - 
D 5 2 6 13 34 
Total 29 3 6 38 - 
RESULTS OF 48 CASES FROM 8mm to 12 mm behind Monro 
RIGIDITY AKINESIA TREMOR TOTAL O
 

 35 1 10 46 96 
C 
D - 1 1 2 4 
Total 35 2 11 48 - 
RESULTS OF 264 CASES FROM 13 mm to 19mm behind Monro 
RIGIDITY AKINESIA TREMOR TOTAL % 

 91 30 133 254 96 
D 2 4 4 10 4 
Total 93 34 137 264 - 


A EXCELLENT 
B GOOD 
C FAIR 
D UNIMPROVED 
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to uS that mechanical severance of the 
desired region with a fine blunt wire 
(leukotome) which is being used in. 
creasingly, is still the safest. In certain 
centres, ultrasounds, high frequency 
coagulation, extreme heat Or cold 
(cryosurgery), proton beams, betatron 
and various radioactive substances 
have been used, but the secondary 
effects of some of these methods seem 
more difficult to control. The micro- 
electrode allows one to define the 
limits of the thalamus within a fraction 
of a millimeter. 
If a procedure on the other side 
becomes imperative. it is usually 
performed three to six months later 
to allow time to evaluate the final 
result of the first section. As shown 
by the accompanying figure (Figure 
2), although there is not a total disap- 
pearance of symptoms in most cases, 
it is unusual indeed for a well-localized 
lesion not to produce a definite im- 
provement in the rigidity and tremor. 
It is obvious that the appraisal of the 
result is still imprecise, since it is 
difficult to grade improvement in 
motor signs. but the relief of symptoms 
is quite definite. Most of this im- 
provements will be maintained over 
the years as has been shown by patients 
followed for mOre than five years. 
When there is a recurrence it is pos- 
sible to enlarge the lesion since, in its 
present location, it does not produce 
any appreciable drowsiness in most 
patients being far enough from centres 
having to do with psychic functions. 
The innocuousness of this form of 
treatment is now well established. It 
allows certain patients to return to 
work. For the others. it makes life 
much more pleasant since it restores 
at least part of their independence. 
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J. A. COLLIN. Started as a 
traInee in Johnson & 
Johnson's Production Centre 
4 years ago, today is Manager 
of the Feminine Hygiene Pro- 
ducts plant. He and hIs fel- 
low Plant Managers have 
one objectIve only-product 
excellence. 
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J. RICHER. In his thirteenth 
year as head of Johnson & 
Johnson's Quality Control 
program. Directs a team 
which works around the clock 
in all plants, meticulously 
checking every production 
run against rigid product 
specifications. 
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K. M. ALLISON. Chiel Buyer 
in the company's Procure- 
ment Division. Makes sure 
that our continuous search 
for the best Canadian-made 
materials is faithfully carried 
out. J & J's purchasing phi- 
losophy IS simple - quality 
forst, price second. 


RENÉE ARSENAULT. One of 
Johnson & Johnson's elite 
corps of senior secretaries. 
Enjoys the challenging cli- 
mate at J & J, where above- 
average performance is the 
minimum requirement for all 
employees. 
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M. L. SCHWISBERG. Heads 
the Development Engineer- 
ing Group within J & J's 
highly creative Engineering 
Division. Works on new pro- 
duction processes and meth- 
ods, as well as design of 
equIpment to produce prod- 
ucts 01 high, predictable 
quality. 


M. J. MASON. Head of the 
Distribution Services Divi- 
SIon, responsible for the dis- 
tribution of over 1,000 Johnson 
& Johnson products. The 
DivIsion's obj
ct-to bring 
J & J products to every 
Carner of Canada faster, more 
effiCIently 
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.ome of these people control the manufacture of 
ohnson & Johnson products. They check every stage 
f production from raw material to finished product, 
s many as 65 times. They know only one standard: 
erfection. 
Others are research and development scientists, 
triving constantly to improve on what is already the 



 


best. Searching endlessly for new aids to good health. 
Others are concerned with efficient, low-cost dis- 
tribution. They're not satisfied unless you can get the 
Johnson & Johnson product you want, when and 
where you want it. 
They're all pretty exacting people to work for. 
Aren't you glad they're working for you? 
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is the most trusted name 
in Canadian health care 
because for eight 
decades it has 
meant purity, 
integrity and 
protection 



Care of Parkinsonian Patients 


A patient suffering from Parkin- 
son's disease, or paralysis agitans, 
presents special problems from the 
nurses' point of view; he requires much 
devotion and sympathy. At first glance, 
this patient would seem totally indif- 
ferent to his surroundings and unable 
to experience emotions. However, the 
masked facies usually hides an intact 
mind and one need only look at the 
eyes of the patient to understand that 
he is fully aware of everything and 
possibly oversensitive to manifestations 
of affection or impatience. 
Upon his arrival, the nurse should 
try to put him at ease without paying 
too much attention to his slow reac- 
tions and his tremor which is increased 
by shyness and emotion. She should 
inquire about his habits from his 
family: Is he able to eat on his own? 
What are his favorite dishes? Can he 
turn in bed? Does he need to be taken 
to the bathroom? 
At least during the first few days, 
the nurse should try to isolate the 
patient behind his curtains during 
meals so that he feels more at ease. 
If he spills too much of his food, he 
may be offered help, particularly with 
liquids, but he should be encouraged 
to do as much as possible for himself. 
while being sure that he is well fed. 
His clothes should be protected with 
a napkin tied around his neck. He 
should take frequent walks so the 
nurse may show him around the ward 
when time permits; thus he will get 
used to his new surroundings more 
rapidly. Usually these patients have 
a rapid shuffling gait (démarche à 
petits pas), with the head leaning for- 
ward; they usually need help to go to 
the bathroom. It is very difficult for 
them to get up when they fall which 
makes it even more essential that they 
should be accompanied. In the more 
severe forms. the patient may have 
marked dysarthria and his speech may 
be almost unintelligible. The nurse 
must therefore be 'Very patient and 
never hurry him if he is to be un- 
derstood. Ít is almost impossible for 
him to write; by the time he comes 
to hospital his writing is usually fine. 
hesitant and unreadable. Often. he 
can hardly sign his name. He should 
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have a sponge bath every morning, 
and if necessary. his glasses and 
dentures should be cleaned; it would 
be too risky for him to do this himself. 
The night staff should be told to turn 
the patient every two hours, if he is 
unable to turn himself. He should be 
sent to physiotherapy every day. Pas- 
sive exercises are very important; 
since voluntary movements are very 
difficult because of hypertonia and 
rigidity. there is danger of progressive 
contracture and fixation of the joints. 
These people should never remain in- 
active. When he arrives at the hospital' 
he must keep on his usual medication 
until it is modified by the physician; 
barbiturates and tranquilizers should 
be stopped three days before the EEG 
prior to operation. The routine pre- 
operative tests and the preoperative 
movie should all be done. 
Thalamic section is performed un- 
der local anesthesia. The burr hole 
may be done previously or at the time 
of the section. This burr hole is 
situated in the frontal parasagittal 
region and shaving, which is done in 
the operating room. will involve only 
the region about the actual site. 
On the night prior to operation, a 
shampoo with hexachlorophene is 
given. The surgeon will have explained 
to the patient what he is to do so 
that he will have his collaboration 
during the entire procedure. The nurse 
should answer all questions that the 
patient will ask. so that he will not 
feel anxious. If the procedure is to 
be performed in the afternoon. the 
patient may have a liquid breakfast; 
if it is done in the morning. he will 
usually be fasting. Prior to surgery, 
the patient is given a light pre-medica- 
tion but no alkaloid and no barbiturate 
so as not to mask the symptoms nor 
alter recording with the microelectrode. 
A 5 per cent glucose solution contain- 
ing I ampoule of Gravol is available 
during the procedure in case the pa- 
tient should feel nauseated. since he is 
operated upon in the supine position. 
When the patient returns to his 
room he should be placed in a semi- 
supine. semi-sitting position to avoid 
cerebral edema. The nurse will note 
if tremor ha<; been suppressed on one 
side of the body. The patient is fre- 
quently tired and he mav have a 
tendency to doze. He should be aroused 
every half hour during the fir<;t few 


hours to verify his state of conscious- 
ness. The physician is warned imme- 
diately if the patient becomes som- 
nolent or if he reacts poorly to stimuli. 
Vital signs will be verified every 
half hour or every hour. according to 
the prescription. The nurse should 
check the reactions of the pupils with 
a flashlight and warn the physician if 
one of them is enlarged or responds 
poorly. Like increased drowsiness, this 
might signal a subdural hematoma. 
although this is a rare eventually - 
perhaps 1 per cent. Likewise, vomiting, 
especially projectile vomiting. will in- 
dicate intracranial hypertension. There 
should be suction apparatus. a Mayo 
tube. a padded tongue depressor in 
case of a seizure (less than one-half 
of 1 per cent. Dilantin should be given 
as prescribed either by mouth or rec- 
tally as necessary. At first. prothrom- 
bin time is verified every 12 hours; if 
is falls below 70 per cent. an ampoule 
of vitamin K is given intramuscularly. 
The patient should have breathing 
exercises all the time he is in bed to 
avoid bronchopneumonia which is a 
possibility in the aged. 
Intake and output should be meas- 
ured to be sure that the patient is 
not becoming dehydrated. A liquid 
diet is usually given for the first day 
with a progressively increasing diet. 
As soon as the patient can get up, 
usuallv on the day after the procedure, 
he will walk with the help of the 
orderly so that he can get to the 
bathroom. He must be watched at first 
because of the hypotonia on the oper- 
ated side in contrast to the rigidity 
on the nonoperated side. The nurse 
should at once start passive movements 
of all four limbs to avoid contrac- 
tures. "J'ote any sign of confusion. 
The stitches are usually removed 
after 5 days and a shampoo given on 
the 7th dav if the wound is sufficient- 
ly healed. Female patients usually like 
to wear a cap during the postoperative 
period unless the hair can be brought 
over the shaven area. 
The results of this procedure are 
extremely striking. A patient who yes- 
terday was shaking all over and who 
was totallv disabled regains a taste 
for life. With the help of good post- 
operative care. he soon learns to be- 
come independent and may pursue an 
active. even a u<;cful life rather than 
becoming immobile and helpless. 
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Herniated Discs 


C. BERTRAND, M.D., F.R.C.S.(C), F.A.C.S and S. N. MARTINEZ, M.D., F.R.C.S.(C) 


Sciatica or lumbago were formerly 
considered medical diseases. Surgical 
approach to this problem followed the 
work of SchmorJI in 1928 on the 
anatomy of the nucleus pulposus of the 
intervertebral spaces. In the same year, 
Alajouanine and Petit-Dutaillis 2 dis- 
cussed a case of chronic sciatica in 
which they found a compression from 
a herniated intervertebral disc. At first 
they did not suspect the importance 
of this finding. but in 1930 they en- 
countered another case which made 
them realize the relationship between 
compression of the nerve root and 
the herniation described by Schmorl 
in his work. Goldwaith and Dandy in 
1924 had suspected the importance of 
herniated discs in lumbago and sciatica, 
and reported two cases operated on for 
root compression. However, it is the 
work of Mixter and Barr in 1934 
with neurological radiographic and 
operative verification which brought to 
the fore the importance of surgical 
treatment for this syndrome. 
Following these reports, lumbago 
and sciatica have ceased to be thought 
of as inflammatory diseases and, in 
most cases, have been recognized as 
resulting from mechanical compression 
of the root at the level of the inter- 
vertebral discs. A similar pathology 
exists in the cervical region, and it 
can be said that most disc herniations 
occur between the fourth and the fifth 
lumbar and between the fifth lumbar 
and the first sacral vertebrae, or in the 
cervical region between the fifth and 
sixth or the sixth and seventh cervical 
vertebrae. 


Dr. Bertrand is Chief of the Neurosurgi- 
cal Service, Notre Dame Hospital. Montreal, 
and Professor of Neurosurgery, University 
of Montreal. Dr. Martinez is Assistant, 
Neurosurgical Service, Notre Dame Hos- 
pital. Montreal, and Assistant in clinical 
research, University of Montreal. 
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HERNIATION OF THE 
NUCLEUS PULPOSUS 
The lumbar and cervical regions 
being the two most mobile points of 
the spine, it is easy to understand 
that most herniations occur in these 
regions of maximum flexion and exten- 
sion by rupture of the ligaments which 
surround the intervertebral discs. 
As described by Sicard," a herniated 
disc goes through a series of stages 
each with its clinical manifestations. 
During flexion, the nucleus pulposus 
which forms the centre of the inter- 
vertebral disc is compressed backward 
and its pressure on the surrounding 
annulus fibrosus is contained by the 
posterior vertebral ligament. If a 
herniation is produced but it is not 
sufficient to touch the nerve root, the 
patient experiences lumbago. When the 
nerve root is finally reached, sciatic 
pain is produced. At that stage the 
phenomenon is still reversible, but 
fibrocartilaginous necrosis is already 
started. 
In the first stage, the annulus 
fibrosus is defective but the posterior 
vertebral ligament is still intact; as 
the tissue is liberated outside the in- 
tervertebral space, the hernia becomes 
irreversible with persistent sciatic pain. 
However. if the disc becomes com- 
pletely excluded the lumbar pain will 
subside while sciatic pain will be in- 
creased. 


ETIOLOGY 
Disc herniations are frequently trau- 
matic in origin. This trauma may be 
a simple sudden flexion, or it may be 
the act of lifting a weight with the 
spine in flexion, or more rarely it may 
be a fall. In cervical disc, a sudden 
stop with a brutal flexion or extension 
of the neck (whiplash) may produce 
marked ligamental strain. 
CLINICAL SYMPTOMS 
Clinical history if of paramount 


importance in the diagnosis of a 
herniated intervertebral disc. The car- 
dinal symptom is radicular pain, re- 
curring constantly in the same region. 
A history of trauma is not always 
evident; on the contrary in certain 
compensation cases it may be over- 
done. There may have been a few 
transitory episodes of lumbago and a 
vague malaise in between the attacks; 
however, if this is accompanied by 
unilateral radicular pain. the diagnosis 
of a herniated lumbar disc is probable. 
One must look for a Lasègue sign 
(exaggeration of pain on straight leg 
raising); increasing pain on straining 
or coughing; diminution of forward 
flexion of the spine with muscle spasm 
in the lumbar region, sometimes with 
antalgic muscle scoliosis. Localized 
tenderness at one interspinous space 
is particularly significant. 
There are localizing signs in each 
instance. A herniated disc between 
L-5 and S-1 is accompanied by pain 
radiating toward the heel of the foot 
and even on to the little toe. There 
may be numbness or tingling in that 
region. The Achilles tendon jerk may 
be diminished or abolished. Hypotonia 
will be found in the calf. 
A herniated disc between L-4 and 
L-5 will cause radiation down to the 
dorsal surface of the foot toward the 
big toe, and possibly numbness in this 
area. There may be diminution of 
dorsiflexion of the big toe in compari- 
son to the opposite side and atrophy 
will predominate in the anterior tibial 
group. 
In the cervical region, there may 
be pain in the neck and in the adjoin- 
ing portion of the scapula at first, 
and then, gradually, irradiation along 
the upper limb. There may be muscle 
spasm with difficulty in turning the 
neck (torticollis). A lateral herniation 
wil1 be situated at C-5, C-6 or at C-6, 
C-7 in 95 per cent of the cases. 
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Fig.!. Cervical x-ray showing narrowing at C-5. C-6 and C-7. Fig. 2. Lateral x-ray of the lumbar spine showing a marked narrowing of 
the disc between the fourth and the fifth lumbar vertebrae. 


During clinical exaßÙnation. move- 
ments of the head (particularly in 
flexion) will increase the pain, while 
traction along the axis of the cervical 
spine v. ill usually relieve it - unless 
the disc is completely herniated in 
the canal. There is localized tender- 
ness. 
If the herniation is bct\\een C-5. 
C-6 \Üth compression of the 6th 
cervical root. there may be numbness 
or tingling in the thumb and on the 
radial side of the hand. weakness oÎ 
the biceps. and diminution or abolition 
of the bicipital reflex with weakness 
and even fasciculations of the biceps. 
If the herniation is situated at C-6. 
C-7 with compression of the 7th 
cervical root. numbness and tingling 
v. ill be found mostlv in the index and 
medius ....ith weaknéss. atrophy or fas- 
ciculations in the triceps and diminu- 
tion or abolition of the tricipital reflex. 
In the event of a midline cervical 
herniation. there mayor may not be 
bilateral cervical root sil!ns together 
with compression of the 
 spinaf cord 
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with \\eakness and increased reflexes 
in the lower limb resulting from 
compression of the pyran1Ïdàl tract; 
this may progress to paraplegia if the 
cord is not decompressed. 


X-RAY DIAGNOSIS 
Plain x-ra}s may show a diminution 
of the intervertebral space - some- 
times with arthrosis (Figures 1 and 2). 
One may see evidence of antalgic 
muscle spasm with scoliosis or. at least. 
straightening of the spine. 
Negati\e plain x-rays do not rule 
out a herniated disc. If necessary, a 
contrast medÏum will be used; this is 
most frequently done by myelography 
(Figures 3 and 4). This is a valuable 
examination. since it is very impor- 
tant to localize precisely the level at 
\\ hich the root is compressed. A com- 
pletely extruded disc may be com- 
pressing the root above or below the 
point of herniation. Other methods, 
such as discography in which the 
nucleus pulposus is injected directly. 
and spinography in \\ hich the veins of 


the \ertebral canal are injected. are 
used much less frequentl) in most 
centres. 


DIFFERENTIAL DIAGNOSIS 
In the cervical region. one must 
consider the possibility of an inflam- 
matory process in the shoulder joint. 
such as bursitis or fibrositis v.ith 
ankylosis of the shoulder. Local 
limitation in ccrtain movements of the 
shoulder causing local pain will sug- 
gest this diagnosis. and it may be 
confinned b) calcification of the bursa 
on x-ray. Pain due to a scalenus an- 
ticus syndrome will radiate mostly 
toward the little finger with atrophy 
in that region. and plain x-rays may 
show an accompanying cen ical rib. 
Certain fonns of angina pectoris may 
lend to confusion. Certain tumors of 
the apex of the lung (Pancoast tumor) 
may compress cervical roots and give 
rise to brachial pain. but there is 
usuall) a narrowed palpebral fissure 
on that side due to a Claude Bernard- 
Homer s) ndrome. Benign tumors of 
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Fig. 3. Myelogram showing a lateral disc at C-6, C-7 with a moderate midline disc 
at C-5, C-6. Fig. 4. Myelogram showing a completely extruded disc in the canal at L-4, 
L-5 on the left. 


the cervical roots will usually produce 
an enlargement of the intervertebral 
foramen which will be seen readily on 
x-rays. 
In the lumbar region, lumbago may 
result from muscle spasm due to ner- 
vous tension, and this will be brought 
forward by the clinical history and 
the examination of the patient. Sacrali- 
zation of the fifth lumbar vertebra 
which may be found on simple x-ray 
is often present without symptoms and 
one way suspect that the disc above 
is diseased. On the other hand, spon- 
dylolisthesis or slipping of one vertebra 
upon another (usually the 5th lumbar 
vertebra on the I st sacral vertebra) 
may give rise to pain, but this pain 
is usually less intense and more con- 
stant and x-rays are revealing. Tumors 
of the bone may also cause lumbar 
pain, but these pains are usually in- 
crea"ed when the patient is lying down. 
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They may precede radiological evidence 
of destruction for many months. Pain 
from a benign tumor of a nerve root is 
also quite constant and not increased 
by straining. Lumbar pain may also 
result from osteoporosis, which will 
be evident on x-ray, and from an 
unstable lumbar spine. 
Occasionally. sciatica may result 
from a neuritis, of which the most 
frequent type is diabetic neuritis. This 
usually produces more diffuse symp- 
toms with abolition of vibration and 
diminution of tendon reflexes in the 
lower limbs. Sciatica from direct com- 
pression of the sciatic nerve by a 
tumor in the pelvis is quite rare and 
an examination, particularly rectal 
examination, will help to clarify the 
diagnosis. Vascular pains, such as in- 
termittent claudication, that is pain in 
the calves on walking, is usually ac- 
companied by signs of circulatory 


insufficiency and diminution or absence 
of the dorsalis pedis pulse. 
TREATMENT 
Unless neurological signs are very 
marked. or pain is very intense, early 
treatment of a herniated disc must 
always be conservative. We use: 
I. Rest with immobilization in a stable 
position of the cervical or the lumbar seg- 
ment with a felt collar for the cervical 
region, and by rest on a hard bed for the 
lumbar region. 2. relaxing and antalgic 
drugs to diminish pain, lumbar spasm, and 
also the anxiety of the patient toward his 
pain which may increase muscle spasm. 3. 
mechanical treatment with continuous or 
intermittent traction. In the lumbar region 
one uses pelvic traction or preferably 
traction on both legs with a total weight 
of 20 to 30 pounds if using continuous 
traction, or much more weight if one uses 
intermittent traction. In the cervical region 
one ordinarily uses intermittent traction of 
one-half hour with weights of 10 to 15 
pounds. according to the tolerance of the 
patient. Between tractions the patient wears 
a felt collar. When the cord is compressed, 
one may use tong-traction with up to 25 
- 30 pounds weight both before and during 
operation. 
Manipulations, like massage, may 
diminish muscle spasm if they are done 
cautiously; severe or uncontrolled 
manipulation of the spine may rupture 
the disc completely, and in the cervi- 
cal region compression of the cord 
with paraplegia may ensue. Heat and 
physical agents may also be of help. 
Local infiltration is rarely used. After 
the acute stage, graduated exercises, 
particularly graduated flexion of the 
hips on the abdomen, may help re- 
covery; tension exercises may strength- 
en muscular support. Postural exercises 
are of help and the patient should 
avoid sudden oblique flexion or exten- 
sion of the spine, and especially torsion 
of the spine. 
SURGICAL TREATMENT 
If medical treatment is ineffective 
or if recurrences are too frequent, one 
must consider surgical therapy. As 
this is usually an elective operation, 
the ultimate decision will come from 
the patient after the situation has been 
carefully explained to him. Although 
it is a benign operation, one must 
foresee a convalescence of six to ten 
weeks, but this may be preferable to 
frequent interruption of work from 
recurrent attacks. We operate on these 
patients in the genupectoris position 5 
for the lumbar region; cervical discs 
are operated on in a sitting position, 
except when an anterior approach is 
used in which case the patient is lying 
on his back. 
In the lumbar region, we usually do 
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a radical bilateral discoidectomy so 
as to obtain a stable intervertebral 
space; for that reason also the disc 
at L-5, S-l is usually removed when 
the herniated disc is at L-4, L-5; both 
levels are usually explored routinely. 
Immediately after operation, the pa- 
tient lies in a semiprone position until 
he is fully awake so as to avoid 
bronchial aspiration in the event of 
vomiting. (For further pre- and post- 
operative care, see nursing care article. 
page .) 
As a rule, the patient should be 
up on the third or fourth postoperative 
day. and for the first few weeks he 
should avoid all flexion of the spine; 
the patient should be lying down flat 
or sitting up straight or standing. He 
may leave the hospital 8 to 10 days 
after operation. Spinal fusion is used 
only if there is an anomaly of the 
spine or if there is very great mobil- 
ity of the lumbar segment; it will be 
done jointly with the orthopedic de- 
partment. Wit'a radical disc removal. 
spinal fusion seems to be necessary in 
a very small number of cases, although 
the currently-used latero-Iateral graft 
with spongy tissue from the iliac crest 
does not keep the patient in bed much 
longer. 
Cervical lateral disc herniation with 
radicular pain is usually amenable to 
conservative therapy, but in very acute 
or irreducible case,> surgical treatment 


will be necessary. This is usually done 
in a sitting position through a posterior 
approach by a small laminectomy and 
in this region the involved herniated 
disc is removed unilaterally, since the 
problems of weight bearing are dif- 
ferent from the lumbar region. 
In cases of midline cervical her- 
niated disc with compression of the 
cord, especially if the disc is calcified, 
the anterior approach of Cloward G will 
be used. This operation is done just 
outside the trachea and a special per- 
forator allows one to remove a half 
circle of the vertebral body above and 
below the disc. The disc is then 
removed completely until the anterior 
surface of the cord is free and the 
two bodies are joined by a bone 
button taken from the iliac crest. If 
these midline discs are multiple or 
highly situated, the posterior approach 
may be preferable. 
SUMMARY 
Lumbar pain with radiation along 
the sciatic nerve, and cervical pain 
with brachial radiation are usually due 
to herniated discs with compression 
of lumbar or cervical roots. Rest, 
relaxing drugs, traction, physical agents 
are usually sufficient to obtain a re- 
gression of the symptoms. In very 
acute or persistent cases or in the 
event of multiple recurrences, dis- 
coidectomy should be resorted to and 


its object should be not only to re- 
lieve root compression, but also to 
produce a stable spine. The patient 
should be able to resume his normal 
activities. 
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APHASIA 


AND 


DYSPHASIA 


In aphasia, the patient's difficulty lies 
not in producing sound or in pronouncing 
syllables. but in finding the appropriate 
words to use. It is thus a disturbance of 
language. In this broadest sense. the term 
aphasia implies an inability to express ideas 
in the symbols of the language. whether 
spoken or written; sometimes there is in- 
ability to understand what is said or to 
read what is written. These disabilities 
result from interference with the brain 
mechanisms concerned with language and 
they are not merely the indirect result of 
some other condition such as mental con- 
fusion. blindness or deafness. We are con- 
cerned here only with the loss of vocal 
speech for which the terms aphasia (loss 
of speech) and dvsphasia (disturbance of 
speech) are often used interchangeably. 
Dy
phasia may be slight or severe and 
may take several forms. Nominal dysphasia 
is an inability to name objects: the patient 
can recognize things shown to him and 
can describe and demonstrate their use, but 
he cannot put names to them. This is very 
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frustrating for him but he usually recog- 
nizes and can repeat the name if it is 
spoken to him . . . It is noticeable. how- 
ever. in many cases of severe dysphasia 
that although the patient is quite unable to 
express original thoughts or ideas in speech 
. he can give vent to more emotional 
or semi-automatic phrases. He may have 
little or no difficulty, for instance, in re- 
turning greetings, singing songs. reciting 
poetry or swearing. 
Perseveration. which is a feature of 
some cases of dyphasia. means that the 
patient tends to repeat out of context a 
word or phrase which he has just used. It 
is as if he gets stuck in a groove. When 
asked to name a certain object. he may 
eventually succeed in doing so but there- 
after he continues to use the same word 
when asked to name other objects . In 
jargon dysphasia there is a complete loss 
of ability to communicate ideas in language; 
grammar disintegrates. words are put to- 
gether in a meaningless way and bizarre, 
non-existent word
 are lIsed freely. Patients 


with jargon dysphasia are generally loqua- 
cious and unperturbed; they seem unaware 
that their speech is like a foreign tongue 
and quite meaningless. 
Aphasia is usually caused by disease or 
damage involving certain parts of the lef! 
side of the brain. It is not surprising, there- 
fore. that aphasia is often accompanied by 
right hemiplegia, or other evidence of a 
lesion of the left cerebral hemisphere. The 
loss of speech and the loss of power on 
the right side may develop slowly or 
suddenly and may be partial or complete. 
If a slight "stroke" due to a cerebro- 
vascular lesion occurs while the patient is 
awake. there may be temporary loss of 
consciousness with subsequent dysphasia 
A left-sided cerebral tumor may result in 
the more gradual development of dysphasia 
and other signs. Dysphasia may, in fact. 
be Ihe consequence of any disease process 
which involves the so-called speech centres 
of the brain - Jewesbury, Eric. C. Dis- 
turbanct'S of speech in neurological disease. 
l\'unillg Timc.f, 58: I 100-0:!, Aug. 196:!. 
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Nursing Care: 


GENERAL REMARKS 
When told that a patient suffering 
from a herniated disc is to be admitted, 
the nurse should make certain that the 
mattress of the bed assigned to him 
is firm and even. A mattress of this 
type wiII favor better muscle relaxa- 
tion. 
If conservative therapy fails, the 
patient with a herniated disc may be 
submitted to a myelogram. Myelo- 
graphy is performed under the fluoros- 
copic screen, many x-rays being taken 
after injecting a contrast medium into 
the spinal canal through a lumbar 
puncture. The nurse must tell the 
patient what the tests consist of, and 
stress the importance of being com- 
pletely relaxed. The word "lumbar 
puncture" should be avoided, since it 
may be a cause of anxiety because of 
its association in the patient's mind to 
'TIeningitis and pain. On the mominp 
of the myelogram. the prescribed pre- 
medication wiII be given on call. Or- 
dinarily, the patient wiII not be kept 
fasting since myelography is performed 
under local anesthesia. 
Upon return from the x-ray depart- 
ment, the patient should be kept in a 
horizontal position for 24 hours to 
avoid a possible post-puncture head- 
ache because of the loss of spinal 
fluid. In such a case the nurse should 
ask the patient to drink as much as 
possible and should give him analgesics 
every four hour as necessary. 
The tubes containing the spinal 
fluid should be sent to the laboratory 
as soon as possible. The following 
analyses are usually required: 
1. Pandy's test and cells; 
2. glucose. chlorides. proteins; 
3. Wassermann and colloidal gold 
tests. 


CERVICAL DISCS 
Care upon arrival: 
As soon as the medical examination 
has been completed. the nurse should 
measure the patient's neck to fit him 
with a felt collar. which he will keep 
on all the time. The measurements are 
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taken from the head of the clavicle 
to the chin. with the head in very 
slight extension so as to estimate the 
width of the collar. The length of 
the collar should be that of the cir- 
cumference of the neck plus three 
inches. Its purpose is to avoid flexion 
of the head, which would increase 
painful compression of the nerve root. 
The patient may be allowed to sit 
up or to be in a semi-sitting position 
in bed. He should have at least two 
pilIows when going to sleep so that if 
he turns on his side during the night 
there will not be undue lateral flexion 
of the neck because of the head falling 
towards the shoulder. If the patient 
suffers a great deal. analgesics are 
given every four hours and a barbitur- 
ate is added at that time. Antispas- 
modic drugs will also be prescribed. 
As a rule, the patient will be allowed 
to get out of bed. Cervical tractions 
are the mainstay of the treatment. 
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Cervical traction: 
The aim of cervical traction IS to 
allow the herniated disc to fall back 
in place by increasing the interverte- 
bral space; this. in turn, wiII diminish 
root compression and alleviate pain. 
Traction may be performed in bed, 
with the patient in a semi-sitting posi- 
tion. More frequently, it is done with 
the patient sitting on a straight chair 
at the foot of the bed (Figure 1). With 
a rope and pulleys. a traction of 8-15 
pounds may be applied during 20 to 
30 minutes, at least four times a day. 
If the patient is to receive a glucose 
solution with an antispasmodic drug 
(Robaxin), this should be administered 
just before the onset of traction so 
as to obtain maximum muscle relaxa- 
tion. When traction is removed. the 
felt collar is put back in place. Certain 
points must be observed while applying 
cervical traction: 
I. The patient should be sitting on the 
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chair so that his back is absolutely 
straight. 
1. The neck must be in line with the 
overhead pulley and the rope. 
3. The traction collar should be ad- 
justed so that the rings are at the same 
level on either side. This collar must be 
fitted snugly, but comfortably. 
4. If traction is painful, the physician 
should be notified. Sometimes pain results 
from compression of the jaws, and this 
may be avoided by placing a mouthpiece 
between the patient's teeth. 
5. The patient should be as comfortable 
as possible so as to be able to undergo a 
long session of traction. If he is not 
relieved, which is unusual, a cervical 
discoidectomv may be recommended. 


CERVICAL DISCOIDECTOMY 
Preoperative care: 
On the day prior to surgery, a 
hexachlorophene bath and a shampoo 
are given to prepare the operative 
field. Shaving is usually done in the 
operating room, immediately prior to 
operation. Before his bath, the patient 
may be given an enema if necessary. 
The nurse should try to answer his 
questions about the operation to relieve 
his anxiety, so that he may get a good 
night's sleep. If he desires, he may be 
seen by the chaplain. 
On the morning of the operation. 
the patient is given the prescribed 
premedication and is taken to the 
operating room with his felt collar on. 
A male patient's face should be shaven 
prior to these procedures. 


Postoperative care: 
On returning to the department, the 
patient will be transferred from the 
stretcher to his bed by four attendants: 
one standing at the head, one at the 
feet of the patient, and one on each 
side of the stretcher and the bed, which 
are placed close together. The sheets 
are held finnly by the four attendants 
amI the patient is transferred gently. 
The<;e sheets will also be used to hoist 
the patient up in his bed and to put 
him in semisupination until he is 
awake, and then in a semi-sitting 
position. His position is changed every 
two hours from semisupine to supine, 
the semiprone position being avoided 
<,0 as not to strain his neck. A small 
pillow is placed under his head. to 
maintain good alignment of the spine. 
Alcohol rubs are soothing. but tal- 
cum is to be avoided since it could 
penetrate under the dressing and cause 
local irritation. 
If the patient has been unable to 
void eight hours after operation, the 
intern should be called to determine 
whether catheterization is indicated. 
A liquid diet is given on the first 
night. If the patient in nauseated, a 
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glucose solution with Gravol is given 
intravenously. Diet is increased the 
following da}. 
Vital signs are checked every hour, 
as prescribed, for the first 24 hours, 
and every 3 hours afterwards. Daily 
intake and output is measured for 3 
days. Oemerol or Dilaudid or another 
analgesic is usually prescribed every 
4 hours if needed, since the patient 
may be suffering in the immediate 
postoperative period. He may be up 
on the first or second postoperative 
day. 
Stitches are removed 7 days after 
surgery. In the meantime, the patient 
is given physiotherapy if the herniated 
disc had produced paresis in one of 
his upper limbs. He is usually dis- 
charged 8 to 10 days after operation, 
and wears a collar whenever he gets 
up from the time of operation. 


HERNIATED LUMBAR DISCS 
Care upon arrival: 
Certain routine precautions are 
taken when a patient with an acute 
lumbar disc herniation is admitted. His 
bed is provided with a board extending 
the entire length of the orthopedic 
mattress. This board will increase the 
rigidity of the mattress and will provide 
better support and relaxation for his 
back. The nurses will tell this patient 
to stay in bed and to get up only for 
meals or when he goes to the bath- 
room. He should avoid easy chairs 
and always choose a hard chair with 
a straight back. He must not bend 
under any circumstance. The bed will 
always be kept straight so as to avoid 
faulty posture in the lumbar region 
and the board is also used to ensure 
this. 
An ordinary bedpan should never 
be used; instead, an orthopedic type 
of bedpan which can be easily inserted 
without appreciably raising the pa- 
tient's hips is used. The medication 
is the same as for a herniated cervical 
disc. Lumbar tractions is usually 
applied. 


Stllal1 board 
Air foatll 
Elalltocr 


Fig. 2 


Lumbar traction: 
The aim of lumbar traction is the 
same as that of cervical traction, that 
is, to help reduce the herniation of 
the disc and thus relieve root irritation. 
Traction is usually done in bed with 
the patient in the reclining position. 
Wooden blocks are inserted under the 
foot of the bed on each side so as 
to raise it approximately five inches. 
This increases the efficiency of trac- 
tion and prevents the patient from 
being pulled down in his bed. Weights 
of 10 to 15 pounds are fixed to either 
leg, with bands of airfoam maintained 
by e1astocrepe bandage (Figure 2). 
The nurse should verify the following 
points: 
I. The patient must be lying on his 
back in the centre of the bed with a 
single pillow under his head. 
2. The lower limbs should be in line 
with the pulleys. 
3. The small square wooden boards 
to which the ropes are tied at the base 
of the airfoam bands must not be too 
close to the sole of the foot. To avoid 
pressure and for comfort, there should 
be at least Ilh inches between the board 
and the patient's foot. 
4. The bandages must not be too tight. 
so as not to impair circulation: but they 
must be snug enough to avoid slipping. 
5. One should verify that the weights 
used on either side are equal. 
6. When a solution containing an anti- 
sp,l
modic drug. such as Robaxin, is 
prescribed. it should be given just before 
traction so as to obtain maximum relaxa- 
tion. 
7. The patient must not sit up with 
his traction on. The traction should be 
maintained as long as possible. When 
the patient is tired. the weights are re- 
moved for half an hour and then they 
are put on again. If traction increases 
the p,ltient's pain, it should be stopped 
and the physician informed; however, it 
is not unusual for traction to cause some 
discomfort in the groins. 


The patient must learn to sit on 
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Semi Supine 


the side of his bed in one movement. 
To do this, he must first lie on his 
side near the edge of the bed, then let 
his legs fall down as he pushes himself 
up from the bed with his hands, with 
little or no bending of the spine. 
LUMBAR DISCS 


Preoperative care: 
On the night prior to surgery, the 
nurse should teach the patient the 
best way to change position, that is 
to move from the semisupine position 
on one side to a prone position, and 
then to a semisupine position on the 
other. This will allow him to turn 
himself and to avoid the pain which 
might result from being moved by less 
trained personnel. The nurse will help 
mostly by her suggestions, or in helping 
with a limb or the hips as the case 
may be. The patient must avoid bend- 
ing the spine in the lumbar region. 
Before taking his bath, the patient 
is given an enema; afterwards, he is 
scrubbed with hexachlorophene. The 
operative field is usually shaved in the 
morning. immediately prior to sug- 
gery. (For other details. see: cervical 
discoidectomy.) 


Postoperative care: 
The patient is transferred from the 
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Fig. 3 


stretcher to his bed with the sheets, 
as described after cervical discoidec- 
tomy; but he lies in a horizontal posi- 
tion, semisupine with a single pillow 
under his head. The nurse should see 
that his back is straight. His position 
must be changed every two hours from 
semisupine to semiprone, and from 
side to side (Figure 3), so that his hips 
do not become too tender. Occa- 
sionally, when a graft has been done. 
he may be kept on his back for 24 
hours. The patient's hospital gown is 
removed, so that it will not bunch up 
under him and he can be moved more 
freely. 
Vital signs are checked every hour 
until they are stabilized, and, after- 
wards, every three hours. 
If the dressings become soiled, the 
intern should be called to change them, 
so as to avoid contamination of the 
operative wound. Talcum powder 
should again be avoided. Bedpans are 
not used in the first postoperative 
days. For women, a special urinal or 
towels are used. (For other details. 
see: cervical discoidectomy.) 


Convalescence: 
The patient will start sitting up 
three to four days after operation. in 
the manner already mentioned, but the 
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Semi Prone 


nurse should not put pillows in his 
back to hold him up. They give a 
false sense of security and will pre- 
vent the patient from maintaining a 
perfectly straight position. The first 
few times that he sits up, he should 
be helped by holding his shoulders 
after he has turned on his side. He 
must be lifted quickly in an unin- 
terrupted movement to avoid any pain- 
ful muscle contraction. Whether sitting 
or standing, his back must always be 
straight. He will use the same method 
to lie back in bed. He should avoid 
walking with a chair or table in front 
of him, since this will make him stoop 
slightly forward. He should not walk 
while holding one person by the shoul- 
der, because this may bend his back 
laterally. If he needs help to take his 
first steps, he should be held by the 
foreanns. He should be encouraged 
to walk as much as possible so as to 
regain good muscle tone. If he has to 
bend to pick up an object, he must be 
taught to do it by bending his knees 
and crouching. without bending his 
back. He should avoid flexion of his 
spine for a few weeks and then pro- 
gressive flexion and tension exercises 
may be taught. As a rule, after a few 
days the patient is greatly relieved 
following surgery. 
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INCREASED INT RACRAN I AL 


The cranial ca\ity is unique because 
of its rigidity, which prevents accom- 
modation to more than minor increases 
in the \olume of its contents. Even 
before the sutures close. the infant 
skull can compensate only partially for 
increased pressure b) means of e:1!ar- 
gement. 
- Obviously. cerebral edema. abnor- 
mal ma<;scs, excessive cerebrospinal 
fluid (h}drocephalus) and venous en- 
gorgement. all lead to increased intra- 
cranial pressure with compression of 
brain cells. Since compressed nerve 
cells cea<;e functioning, unresolved 
intracranial h}pertensi
'1 is incom- 
patible with normal life. As much of 
the practice of neurosurgery consists 
of correcting this abnormalitv before 
irreversible 
damage is done: one of 
the prime functions of the neurosurgi- 
cal nurse is its prompt recognition. 
The events may be dramatic and 
obvious. even to the novice. as in acute 
extradural hematoma; on the other 
hand. they may be subtle. gradual. and 
difficult to detect. 


Clinical Manifestations 
Whatever the cause and rate of pro- 
gression. increasing intracranial pres- 
sure may be recognized by one or 
more of the following criteria: 
I. Progressive enlargement of the head 
in the baby; 
2. progre
sive bulging of the post-cranio- 
tomy decompression if the dura remain
 
open; 
3. failing con
ciousnes\ ; 
4. rising blood pre
sure; 
5. falling puhe rate: 
6. progressive enlargement and failing 
reaction to light of one or both pupils; 


Dr. Tasker is from the Depdnment of 
Surgery. University of Toronto and the 
Division of Neurosurgery. Toronto General 
Ho
pital, Toronto, On1. 
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Prompt recognition of this abnormality is imperative. 
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7. progres
iv;: loss of function of limbs: 
8. progressive difficultv in speech: 
9. alteration in respirations; 
10. certain other features 

ch a
 increas- 
ing headache. nausea and vomiting. decreas- 
ing vi
ion. double vision. lo

 of sens.ltion. 


level of Consciousness 
An understanding of the mechanism 
of these changes ""ill. perhaps. aid in 
their interpretation. The enlarging 
head and bulging decompres
ion are 
mechanical matters. Deterioration of 
the le\el of consciousness is. ho""ever. 
more obscure. Consciousness depends 
upon the integrity of function of a 
certain portion of the cerebral cortex 
and of nerve cells scattered through 
the brainstem knov. n as the reticuÌãr 
system. ImpairlT'ent of function of 
these structures by compression and. 
later, ischemia. induces the varying 
degrees of unconsciousness. 
Blood Pressure and Pulse 
Pube and blood pressure changes 
are attempts to preserve brain func- 
tion in the face of rising pressure. 
First. venous flow slm\s. veins and 
arteries dilate. cerebral blood flow 
falls. But cerebral vasoconstriction 
compensates for this temporarily. after 
\\ hich failing oxygen supply stimulates 
Ihe \a<;omotor centre to e1e\ate the 
blood pressure with reflex fall in 
pul<;e. 
Pupillary Signs 
The site of compression which ex- 
plains the pupillary signs is the oculo- 
motor or third cranial nerve at the 
tentorial notch or inci
ura. Through 
this passage betv.een the posteri'õr 
fossa and the supratentorial space 
passe<; the midbrain with associated 
\essels and nerve<; including the third. 
In the event of unilateral c'õmpression 
from abm e the uncu
. a portion of 


PRESSURE 


the temporal lobe. \\ hich normally lies 
just abme the incisura. is gradually 
forced into the slit between the mid- 
brain and the tentorial edge on the 
side of the compression untIl it poUb 
into the posterior fossa. This gradual- 
ly compresses and flattens the third 
r:erve. until the latter ceases to con- 
duct. Since its paras) mpathetic fibres 
cause the iris to contract. paral) sis 
results in pupillar) dilation and loss of 
the light reflex (fixation) on the side 
of the compression. This mechanism. 
if allm\ed to progress. leads cventu- 
ally to compression of the oppo
ite 
third nerve. dilation and fixation of 
the opposite pupil. together with com- 
pression of the midbrain it"elf. Here. 
pressure on the pyramidal tracts pro- 
duces hemiplegia. while compression 
of the reticular formation induces 
failing consciousness. Further distor- 
tion 
of the shape of the brainstem 
ruptures small arteries causing "pres- 
sure" hemorrhages and irreversible 
damage. 
In rising pressure due to infra- 
tentorial or bilaterial supratentorial 
causes. this c1car-cut sequence of 
events is not seen. though coma and 
bilaterally fixed dilated pupil... eventual- 
I} supervene. 
Movement of limbs 
Loss of control of arms and legs 
- usually in the form of a progre<;- 
sive hemiplegia (often associated with 
progre......ive speech disturbance or 
dysphasia if the dominant side is 
involved) - may be explained b} 
direct compression of the opposite 
cerebral cortex and or its connections. 
suggesting an expanding lesion. Hov.- 
e\er. hemiplegia may also result from 
Kernohan's notching. and from com- 
pression of the p) ramidal tracts else- 
where \\ ithin the brainstem. With 
rising pressure. paral}sis gi\e<; \\ ay to 
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"extensor spasms" and "extensor rigid- 
ity." The musculature of the body 
passes into a rigid state of universal 
extension, either intennittently in 
"spasms" especially on stimulation, or 
for longer periods. This is due to 
excessive stimulation of muscle 
spindles (tiny organs in skeletal mus- 
cle designed to regulate tone) because 
of compressive suppression of nonnal 
inhibitory systems. 
Respirations 
Experience is required to detect the 
difference between the quiet respira- 
tions of sleep and the stertorous or 
snoring breathing of stupor and coma. 
As intracranial pressure rises, however, 
periodic or Cheyne-Stokes respirations 
<;upervenes. This ominous sign is a 
manifestation of medullary ischemia. 
Other Symptoms and Signs 
Headache is probably due to dis- 
tortion of nerve endings in the intra- 


cranial vasculature; vomiting results 
from direct pressure on the medullary 
vomiting "centre", decreased vision, 
diplopia, and other neurological symp- 
toms are due to compression of the 
appropriate structures. Since the eyes 
and optic nerves are really part of the 
brain and share the latter's structure, 
increased intracranial pressure is trans- 
mitted to these organs where, under 
certain conditions, it may be recognized 
a<; papilledema. 
Though not strictly part of the "in- 
creased intracranial pressure syn- 
drome," certain other features require 
consideration. Alterations in temper- 
ature, particularly hyperthennia. are 
frequently seen in patients with intra- 
cranial hypertension. Though it may be 
due to loss of thenno-regulation or 
to blood or infection in the cerebro- 
spinal fluid, an elevated temperature 
is more often due to respiratory or 
urinary causes. Whatever the source. 
it must be controlled since it raises 


the metabolic needs of nerve cells 
already prejudiced. 
Also completely unaccepta,?le In 
patients with raised pressure IS any 
interference with respiration. Preser- 
vation of the clear airway is perhaps 
the most vital function of the neuro- 
surgical nurse. Respiratory distress 
results not only in interference with 
oxygen supply, but also in venous 
engorgement and increased intracranial 
pressure - both by mechanical means 
and by vasodilation due to the action 
of retained carbon dioxide. 
Summary 
The effective neurosurgical nurse 
should be able to recognize promptly 
changes indicative of rising intracranial 
pressure - such as in the post-trau- 
matic postoperative patient who may 
have a clot, or in the tumor patient 
who is "going bad." She will com- 
prehend what these changes signify, 
and take appropriate action. 


NURSING RESPONSIBILITIES 
IN HYPOTHERMIA 


The following discussion of nursing res- 
ponsibilities will be mainly concerned with 
the care of the patient receiving external 
hypothermia. The same underlying physio- 
logic considerations apply. however, to the 
nursing care of any hypothermic patient. 
regardless of the method employed. 
Just before hypothermia is to be initiated. 
a complete bath, if indicated. may be given 
to the patient. Once the temperature has 
been reduced, only partial baths are usually 
necessary. In some hospitals, a mixture of 
lanolin. mineral oil. or cold cream is applied 
lightly to the entire body before hypothermic 
induction to protect the skin against dryness 
and to maintain skin integrity. A thin coat 
of oil or lanolin will tend to protect the 
skin from direct prolonged exposure to 
any ice that may form on the blanket from 
condensation and will decrease the possi- 
bility of frost bite. It tends to allow better 
contact of the skin with the cooling 
hlanket., and decreases the insulating air on 
the skin surface, allowing more rapid cool- 
ing. Once the desired hypothermic temper- 
ature is reached. oil to the skin, massage. 
and partial baths. plus turning the patient 
at least every two hours. will usuallv 
protect the integumentary sy<;tem. 
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An indwelling catheter is usually inserted 
before hypothermia is initiated. The pa- 
tient's decreased level of consciousness - 
resulting either from his disease condition 
(often a neurologic one) or the hypothermia 
itself - may lead to loss of voluntary 
control of voiding. As hypothermia pro- 
gresses. renal blood flow and the glomerular 
filtration rate are depressed 00 per cent 
of normal at temperatures of 77 0 _80 0 F. 
with no equivalent fall in sodium excretion 
or urine volume). Urinary output becomes 
dilute and of low specific gravity possibly 
because the antidiuretic hormone is de- 
pressed or because the renal tubules are 
less sensitive to the effects of the latter. 
Intake and output records are indicated. and 
specific gravity readings may be taken as 
often as every two hours. Renal blood flow 
and filtration rate are about two thirds of 
normal following rewarming. They return 
to normal in about 24 hours. 
Pulse, respiratory rate, and hlood pressure 
are taken and recorded before treatment is 
begun. In fact. vital signs should be taken 
several times prior to hypothermic induc- 
tion so that a baseline blood pressure read- 
ing can be established. 
If Ihe patient is conscious prior to induc- 


tion of hypothermia, the procedure should 
be explained to him. His family is usually 
informed of the treatment by the physician. 
Prior to hypothermic induction, the nurse 
should observe the patient closely and 
record her observations. including presence 
and s::verity of shivering, evidence of accu- 
mulation of secretions in the respiratory 
tract, regularity of heart rate, presence or 
absence of edema, skin condition. pupillary 
reactions. and extremity movement (normal. 
flaccid. or spastic). If possible she should 
elicit any information that might affect the 
patient. directly or indirectly, during the 
treatment (such as religion or psychosocial 
needs). 
Following these procedures, the patient is 
placed. usually in a supine position. on the 
uncovered hypothermic blanket: a hypother- 
mic blanket may also be placed on top of 
the patient. He is usually covered only in 
the pubic area. The rectal thermocouple or 
thermistor is then inserted. the physician 
sets the gauge at the desired level and 
turns on the machine, and the induction 
process is under way. - Mary Catherine 
Hickey. Hypothermia. American Journal 0/ 
Nuninf!, 65: 116-122. January 1965. 


THE CANADIAN NURSE 



Recognition, Recording and Significance 
of the Signs of 
Increased Intracranial Pressure 


The nurse responsible for the care of neurosurgical patients must be constantly vigil- 
ant, must make intellingent observations, and must have the ability to in- 
terpret and record these observations. She must understand the neuro-physio- 
logical basis for the symptoms and be aware of the need to rapidly institute 
nursing and medical measures if life is to be preserved. 


"Watch the patient closely!" How 
often have you, as a nurse. been told 
to do this? From this statement two 
questions immediately arise: 
Why should I watch the patient closely? 
What should I watch for, and what 
should these observations mean to me ? 


An explanation of the mechanisms 
underlying the symptoms and signs of 
raised intracranial pressure is given in 
the accompanying article by Dr. R. R. 
Tasker. The nurse, by understanding 
the significance of her observations, 
need waste no time in consulting her 
medical colleagues as to the appropri- 
ate treatment. 
A method of testing and recording 
observations has been developed at the 
Toronto General Hospital, and is used 
routinely in evaluating neurosurgical 
patients. This method consists of as- 
sessing the patient's clinical state when 
he first comes under observation. and 
comparing his subsequent condition 
with this in order to detect changes 
indicative of increasing intracranial 
pressure, should they arise. (Figure I.) 
A man of 40 was involved in a car 
accident at 2:00 a.m. and was rendered 
unconscious. On arrival in the neurosurgical 
unit he was placed under observation. As 
the record shows. entries of his condition 
were made at half-hourly intervals 
throughout the night. (Figure 2.) He con- 
tinued to improve until 7:30 a.m. At this 
time it was noticed that there was a lower- 
ing in his level of consciousness. and at 
8:00 a.m. the right pupil became dilated 
and fixed to light. The left arm and leg. 


Miss Young is nursing supervisor, Divi- 
sion of Neurosurgery, Toronto General Hos- 
pital. Toronto. Ont. 
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which had been weaker than the right. were 
rigid; the blood pressure, pulse, and res- 
pirations changed rapidly with increasing 
intracranial pressure. The patient was taken 
to the operating room and a right subdural 
hematoma was removed. 


This record demonstrates the speed 
with which deterioration can occur. It 
is highly desirable to institute treat- 
ment if possible before such grave 
signs as pupillary fixation and spastic 
hemiplegia develop. 
The frequency of craniocerebral 
testing is ordered by the doctor. It 
varies from half-hourly to four-houdy. 
In the event of an abnonnal symptom 
arising, the testing should be repeated 
more frequently, irrespective of the 
order. For example, a patient who is 
on four-hourly testing may become 
difficult to rouse and show a slight 
rise in blood pressure; the frequency 
of testing of the abnormal symptoms 
should be increased. Change in a 
patient's condition may occur over a 
period of days. in a few hours, or even 
in a few minutes (as in the patient 
mentioned above). The nurse observing 
the patient must constantly evaluate 
the present testing in tenns of the 
previous testing. Both the patient 
and the familv should realize that 
testing is doñe routinely. If they 
understand the reason for these fre- 
quent interruptions they are reassured; 
if they do not. it is natural that they 
should ascribe the intensive nursing 
activity to a deteriorating condition of 
the patient. 
Frequently. the onset of deterior- 
ation is quite subtle: irritability. leth- 
argy. failure to eat. difficulty in swal- 
lowing. incontinence. may precede the 
symptoms as outlined in the cranio- 


cerebral testing chart. Only through 
her knowledge of the patient can the 
nurse detect these changes early. The 
head nurse and the surgeon should 
never minimize the nurse's observa- 
tions. 
Records should be neat. concise, 
and factual. State observations clearly. 
The doctor is responsible for the 
diagnosis. but his decision is frequent- 
ly based on your observations. All 
records should be signed. since 
further discussion or expfanation may 
be required. 


levels of Consciousness 
The patient's level of consciousness 
is assigned to one of five categories - 
alert, 
dro",sy. stuporous. semi-coma- 
tose. or comatose. The exact meaning 
of these terms when used consistently. 
is understood by both medical and 
nursing staff working closely together. 
The term "unconscious" is not used. 
as it is too vague for accurate descrip- 
tion. Some common observations on 
which the choice of category is based 
are these: 


I. Conversational ability (questioning as 
to name, day. time, place. etc.). 
2. Ability to obey simple commands. 
such as "Raise your right arm. Touch 
vour left ear with your right hand." 
3. Response to painful stimuli (used in 
testing if the level is stuporous or lower). 
The amount of pressure required - light. 
moderate or severe - will. of course. varv 
with the level of consciousness. and onlv 
the minimum stimulation needed to evoque 
a response should be applied. To test for 
pain. hold the patient's finger tip between 
your thumb and first finger. Apply pres- 
sure to the 
ides of the finger tip. Of the 
hands are covered and cannot be used for 
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testing, apply pressure to the Achilles 
tendon or to the tip of the little toe, 
using the same method for the finger.) Do 
not test for pain by pinching or scratching 
with a sharp object in such a way that 
bruises or marks occur; these are signs of 
poor patient care. 
The type of response to pain is also 
significant: purposeful resistance and with- 
drawal. or purposeless extensor spasm - 
the latter type of response signifies that 
the patient is functioning at a lower level 
of consciousness than the former. 
A lowering of the level of consciousne<>s 
without any noticeable change in the other 
vital signs is important, and should be 
reported at once. 
Accurate evaluation rests on many 
factors other than those specifically 
mentioned here, and the experienced 
nurse knows that these must not be 
ignored. III patients admitted from 
another hospital, on being asked whe
e 
they are, will usually name the hOSpI- 
tal from which they were transferred. 
Answers may be delayed; patience 
and persistence are required. The nur- 
sing staff responsible for the patie.n!'S 
care is often more successful III elIcIt- 
ing verbal responses than the neuro- 
surgeon as he makes rounds. 


Blood Pressure and Pulse Rate 
It is convenient to observe and 
record the vital signs in the order in 
which they change during deterioration. 
A lowering in level of consciousness 
due to increasing intracranial pressure 
is usually followed by a rise in blood 
pressure and a lowering in pulse rate. 
The rise may be transitory, gradual or 
sudden. The clinical picture must not 
be confused with cardiovascular 
shock in which the blood pressure 
falls 
d the pulse rate rises. The 
characteristics of the pulse should 
also be recorded; rate, rhythm, vol- 
ume. Postoperatively, observations 
should be compared with those made 
during surgery and in the recovery 
room. 
Important as these observations are, 
it should be remembered that, as a 
rule, a rising blood pres.sure and. a 
falling pulse rate are sIgns of lD- 
creasing intracranial pressure that dev- 
elop after the level of consciousness has 
already begun to sink. 
Pupillary Reaction 
Firstly, compare and r
ord the size 
and shape of the pupIls. Secondly, 
light is directed into the eye und
r 
examination, while the other eye IS 
covered; the pupil constricts if the 
reflex pathways have not been damag- 
ed. The presence or absence of res- 
ponse is most importan,t. Normall
. !he 
pupil responds by rapIdly constnctIllg 
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to light. In the early stages of oculo- 
motor nerve impairment due to the 
effects of raised intracranial pressure, 
the contraction is slower and less in 
extent than in the opposite eye. At the 
same time the affected pupil is slight- 
ly larger. When paralysis is advanced, 
the pupil is widely dilated and fails 
to constrict when the retina is stimulat- 
ed by light. 
Restless patients are frequently 
resistive to testing, and assistance may 
be required for proper evaluation. 
The method of recording pupillary 
reaction is shown in Figure I. 


Movement of Arms and Legs 
During routine care, as well as 
during craniocerebral testing, the 
movement of the arms and legs should 
be observed. The movements may be 
described as being under voluntary 
control, spontaneous, or in response 
to command. A comparison is made 
between the right and left sides. Hand 
grips are tested simultaneously as to 
equality, strength of grip and release. 
The ability to move the legs to com- 
mand and any evidence of loss of 
motor power is recorded. Both legs 
are tested and compared. If the patient 
is not obeying commands, the move- 
ment of the arms and legs is evaluated 
in response to painful stimuli - light, 
moderate or severe. At the lowest level 
of consciousness the limbs adopt a 
posture of extension and rigidity in 
response to painful stimulation. 
Temperature Control 
The temperature is taken rectalIy 
at specified times. Frequency of 
testing will be increased if a marked 
change is noted. With an elevation of 
temperature the possibility of any in- 
fection should be considered; the com- 
mon sites of infection are the chest, 
urinary tract, skin or wound. 
Sometimes the temperature rises 
with the advent of raised intracranial 
pressure. The elevation varies with the 
suddenness and the severity of the 
rise in pressure, but this is usually 
not one of the early changes observed. 
Nursing measures to reduce the raised 
temperature must be started as soon 
as an elevation is observed, and con- 
tinued until the temperature returns 
and remains within normal limits. (For 
nursing measures see the folIowing ar- 
ticle, "Nursing Care of Patients with 
Ruptured Cerebral Aneurysms.") It 
may not be desirable to reduce a fever 
due to inflammatory causes, as in these 
cases the fever is part of the body's 
reaction and defence against the in- 
vading organism. 


Respirations 
Maintenance of a clear airway is 


imperative. A lowering of the level of 
consciousness may be caused by a 
blocked airway because it aggravates 
raised intracranial pressure. In observ- 
ing respirations, the nurse should re- 
cord the rate, regularity, and type of 
respiration (e.g. shallow, stertorous, 
periodic and whether accompanied by 
cyanosis). 
If positioning and suctioning do not 
relieve respiratory distress, a tracheo- 
tomy may be necessary. The observa- 
tions will then include the appearance 
of the tracheotomy site, the amount 
and type of secretions, any difficulty 
in suctioning, and how the patient is 
breathing. 


Seizure 
Do not panic or leave the patient. 
You cannot prevent the seizure run- 
ning its full course. Put the patient on 
his side to prevent him suffocating 
from airway obstruction, due to the 
tongue falling back. At the same time 
watch the seizure develop and then 
record your observations accurately. 
The diagnosis of the condition often 
depends mainly on the nurse's word. 
Have someone notify the doctor. * Ob- 
servations will include the onset of 
the seizure, the sites involved, to 
which side the head and eyes turned, 
the level of consciousness, incontin- 
ence, duration, and the condition of 
the patient after the seizure and his 
ability to recall details. 
Other symptoms include: 
headache, nausea and vomItmg, 
ptosis, difficulty of speech, and diz- 
ziness. All are significant and should 
be recorded. 
Recognition, interpretation and re- 
cording of the signs associated with 
increased intracranial pressure is the 
responsibility of the nurse. The man- 
agement of the patient will vary with 
the cause. No matter what treatment 
is carried out, the craniocerebral test- 
ing must be continued until a normal 
level is established and maintained. 
In nursing neurosurgical patients 
the nurse must be familiar with the 
doctor's findings and his provisional 
diagnosis. She must determine the 
patient's base line. By constant moni- 
toring of the signs and symptoms, the 
patient's condition is constantly com- 
pared with the base line already estab- 
lished - any deviations from it are 
reported at once. Effective action may 
depend on the promptness with which 
the nurse recognizes abnormal symp- 
toms and informs the doctor. 


· It will be noted that the use of a gag 
or any other device to hold the jaws 
apart is not recommended. The nurse 
may damage the teeth, gums or tongue. 
yet do nothing to improve the airway. 
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Intracranial 


Berry 


Aneurysms 


Early diagnosis and surgical intervention have helped to reduce the mortality rate. 


The intracranial berry aneurysm is 
an out-pouching or diverticulum of 
the willI of a cerebral blood vessel. A 
developmental weakness in the blood 
vessel, due to absence of the medial 
coat of the artery, is responsible for 
the subsequent development of a 
pouch-like swelling. Hence, aneurysms 
have a very thin willI composed only 
of adventitia and intima. Although the 
defect in the artery is present at birth, 
many years are required for the crea- 
tion of a berry aneurysm. This ex- 
plains the rarity of the condition under 
the age of 20. The distribution of 
aneurysms in the succeeding decades 
is equill. 
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Fig. I. Internal carotid artery; 2. anterior 
communicating: 3. middle cerebral; 4. ba- 
silar; 5. basilar; 6. vertebral; 7. posterior 
cerebral. Distribution of aneurysms located 
on the circle of Willis. Above the double 
line, 90% occur; in the posterior half of the 
circle of Willis (below the double line) 
10% occur. 


Dr. Lougheed is from the Department of 
Surgery, University of Toronto. and surgeon. 
Division of Neurosurgery, Toronto General 
Hospital. Toronto. Ont. 
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Aneurysms are found on the circle 
of Willis and its major branches. They 
always occur at sites where a vessel 
bifurcates or gives off a branch. The 
common sites are: the internal carotid 
artery at the origin of the posterior 
communicating arteries; the anterior 
cerebral at the origin of the anterior 
communicating artery; the middle ce- 
rebral at the site of its major division. 
Only 10 per cent arise from the post
 
rior part of the circle of Willis (basi- 
lar artery and related branches). See 
Figures 1 and 2. 


Mode of Presentation 
An aneurysm may make its presen- 
ce known either by rupture. expan.. 
sion, or local pressure on adjacent im- 
portant structures. The most common 
and classical picture is produced 
when the rupture occurs into the sub- 
arachnoid space. Immediately the pa- 
tient experiences headache of such se- 
verity that it would seem his head 
were about to burst. Some patients 
become unconscious temporarily, and 
then improve. The patient may com- 
plain of photophobia and stiff neck. 
These symptoms. in conjunction with 
the characteristic suddenness of onset. 
are sufficient to illiow a presumptive 
diagnosis of a spontaneous subarach- 


/) 
 
' aneur y sm 

1II/tIU
;Ji;':;/lII/I'''
 1 / 
,1/11//1 ,,"'11" . 
 defect 
bifurcation - in media 


Fig. 2. Schema indicating the medical de- 
fect responsible for the inherent wea
ness in 
the wall. which later forms the saccular 
dilatation or aneurysm. 


noid hemorrhage, of which the ruptur- 
ed berry aneurysm is the most com- 
mon etiological agent. Headache 
usually persists for several days; in 
some instances, where the hemorrhage 
has been severe or recurrent, it may 
continue for many weeks. 
An aneurysm may rupture into the 
cerebral substance. If rupture is s
 
vere, death usually follows immediate- 
ly. Patients who survive the initiill in- 
tracerebral bleeding may demonstrate 
signs of subarachnoid hemorrhage, lo- 
cal neurologic disturbance (eg., hemi- 
paresis, hemiplegia, third nerve parilly- 
sis, 6th nerve palsy, etc.), and signs 
of increased intracranial pressure. It is, 
therefore, important to recognize that 
a sudden stroke in the presence of se- 
vere headache and stiff neck probably 
indicates the rupture of a berry aneu- 
rysm. 
On examination. photophobia and 
the complaint of severe headache are 
often quite striking. The patient may 
choose to lie on the side. with the head 
and eyes turned away from the light. 
Irritability. mental confusion and 
drowsiness are frequently present. In 
more severe cases. coma and focill 
neurologic disturbance (hemiparesis, 
hemiplegia. quadriplegia. aphasia. aki- 
netic mutism) will predoDÚnate. A 
stiff neck indicates meningeal irrita- 
tion due to blood in the subarachnoid 
space. 


Investigation 
The diagnosis can be established by 
lumbar puncture. which will reveal the 
presence of blood or xanthochromia. 
Angiograms of both carotid systems 
are carried out as soon as possible to 
demonstrate the site of the aneurysm 
(Figure 3). Should these x-rays fail 
to demonstrate the source of bleeding. 
vertebral angiography is carried out. 
In some patients. the site of bleeding 
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Fig. 3. A. Depicts aneurysm ansmg from the internal carotid artery. as would be visualized by arteriography. B. Shows the frontal 
lube being elevated at operation. allowing exposure of the internal carotid arter) and the aneurysm below it. C. Demonstrates the 
angiographic appearance of both middle cerehral and anterior cerebral aneurysm. as seen in the anterio-posterior view. The anterior 
cerebral is represented by the black dot in the midline. D. Shows the frontal portions of both anterior lobes being elevated to gain 
exposure to the anterior cerebral aneurysm which rises immediate!} above the optic nerves and chiasm. The optic nerves are seen 
in this diagram in the midline of the pictuTC immediately above the root of the nose. 


IS never localized. It may thus be pre- 
sumed that nature has sealed off the 
bleeding point and that the prognosis 
is excellent. 


Management 
There is general agreement in medi- 
cal literature that approximately one 
half of all patients with subarachnoid 
hemorrhage will die within six weeks 
from the onset of bleeding if treated by 
bed rest alone. Of the survivors, a 
further percentage (the total of which 
is unknown) will subsequently die 
from current hemorrhage. Early treat- 
ment is essential to prevent death from 
recurrent hemorrhage, intracerebral 
clots, and hydrocephalus. 
Once angiograph} is completed, 
those patients in whom no source of 
bleeding has been found can safely be 
managed with three weeks' bed rest. 
If an aneurysm is demonstrated. 
plans are made to obliterate the weak 
area surgically as soon as the clinical 
state of the patient will permit. Intra- 
cerebral clot!> and subdural hemato- 
mas. when present and producing in- 
creasing intracranial pressure. are 
promptly evacuated and the aneurysm 
clipped at the same operation if the 
'itate of the brain allows this. 
Hypothennia is used to facilitate the 
repair of the ruptured berry aneurysm. 
After the patient has been anesthetiz- 
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Fig. 4. rhe hypothernia blan
et in use. 
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ed, the body temperature is lowered to 
29' C. by surface cooling (Figure 4). 
The carotid arteries are dissected in 
the neck and tiny blood pressure cuffs 
are applied to the common carotid ar- 
teries. The tubes from the cuffs are 
led to the anesthetic stand, so that 
when arrest of the cerebral circulation 
is desired this can be accomplished by 
the anesthetist. A craniotomy is per- 
fonned and the aneurysm exposed. 
Hypothermia is useful at this stage as 
it allows the cerebral circulation to be 
shut off for longer periods of time 
than is possible at nonnal body tem- 
perature. When the cerebral circula- 
tion is shut off, the aneurysm can be 


Ä. 
Cli pping 
B. 
Ligation 


C. 
Trapping 


clipped, ligated, or wrapped with 
gauze more safely (Figure 5). Should 
rupture of the aneurysm occur during 
dissection, occlusion of the cerebral 
circulation facilitates the repair. 
Surgical management of angiogra- 
phically-proven berry aneurysms has 
reduced the mortality rate in those pa- 
tients where surgery was possible from 
50 to 23.8 per cent. In patients who 
were conscious without focal neurologic 
signs, the mortality was substantially 
lower than 23.8 per cent. It is essential 
to establish the diagnosis early, and in- 
tervene surgically, prior to recurrent 
hemorrhage, to save the greatest num- 
ber of people. 
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fig. 5. Various methods of removing the weak part of the 
vessel from the circulation 
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Ruptured 


Nursing Care: 
Cereb ral 


Aneurysms 


Continuous and close observation is required and is best provided ill an area 
where Ilursing services can be concentrated - that is. in all intensh'e care unit 


Rupture of a cerebral aneurysm 
produces immediate hemorrhage. The 
effect on the patient depends on the 
severit, and thc site of bleeding. 
therefóre the clinical condition varies 
grcatl) and nursing care must be 
adapted accordingly. 
The on
et of hemorrhage is sudden 
and the patient and his family are 
totally unprepared for his illness. Their 
expressions of fear and be",ildennent 
make quite apparent the need for an 
under standing staff. Reassurance that 
everything is being done for the 
patient's care and safety is essential. 
A \\ arm. understanding attitude must 
be combined with efficiencv. Diagnos- 
tic tests. procedures and- craniocer- 
ebral testing are puzzling to the patient. 
and nced to be explained both to him 
and to the family. Fear and anxiety 
can be les,>ened if medical and nursing 
staff take the time to talk. Explana- 
tions. support and encouragement form 
an essential part of the patient's care 
from the time he is admitted until he 
is discharged. 
The staff in a neurosurgical unit 
mu"t be specially trained. New staff 
should have a period of orientation; 
this will vary with the nurse's pre- 
vious experience. During this time the 
nurse should not be röponsible for 
a patient assignment but should work 
\\ith one of the regular staff. Lecture- 
demon"trations should be given on 
neurosurgical nursing. charting. tests 
and special procedures. Thb orienta- 
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tion period allows the nurse to adjust 
to a specialized type of nursing and 
helps to resolve fears of inadequacy 
that she may have if this is her first 
contact \\ith neurosurgical nursing. 
An in-service program with regular 
and frequent lectures by doctors a" 
well as by nurses will provide an 
opportunity for the staff to acquire 
a knowledge of neurophysiology - 
necessary if intelligent care is to be 
given. To make these lectures inter- 
esting as well as informative. case 
presentations taken from the existing 
patient population should be used. 
On admission. the patient's ap- 
pearance. level of consciousness. com- 
prehension. motor power and vital 
signs are assessed. Subsequent nursing 
care must be planned on the basis of 
these observations: the restless patient 
"viII need sid
 rails in position at 
all times; the acutely ill patient will 
be positioned .,0 he will have a clear 
airway. The nurse quickly learns to 
determine the "base linc" from her 
own observations and from informa- 
tion supplied by the doctor. On ad- 
mission. craniocerebral t est i n g is 
carried out half-hourly. and result,> ar
 
compared with the base line. (For an 
explanation of craniocerebral testing 
the reader is referred to the article: 
Recognition. Recording and Signifi- 
cance of the Signs of Increased Intra- 
cranial Pressure.) 
A lumbar puncture is often per- 
fonned to confirm the pres
nce of 
bloed in the spinal fluid. The cau"e 
(usually an aneurvsm) and site of 
bleeding i" detcrmin
d b, arteriogra- 
ph\. Cr.aniocerebral testing is con-tin- 
u
d following arteriography to detect 


any e\ idence of neurological impair- 
ment (asphasia. loss of motor power) 
or bleeding from the site of injection of 
the radio-opaque material. 
A number of laboratorv and other 
tests will be done as neéessary pre- 
liminaries to operation. These include 
töts to evaluate kidne\ function. 
blood coagulation. blood" chemistf\. 
blood typing. electrocardiogram. añd 
x-rays of che"t and s\...ull. 
I<ot all patients \\ ith a ruptured 
cerebral aneurysm can bc treat
d surgi- 
cally - the decision rests with the 
surgeon. 


NON-OPERATIVE CARE 
The nursing care plan for patients 
not suitable for surgical treatment i... 
ba"ed on the assumption that a rise in 
blood pressure is one of the predis- 
posing causes of a recurrent hem or- 
rhag
 from an aneury
m and this must 
be prevented. Therefore. plan of rest 
together ",ith d controlled amount of 
activit
 b instituted. 
 ursing carc \\ ill 
vary \\ ith the scwrity of the 
) mptoms 
and th
 level of consciousness. Ab- 
solute rest i" ord
rcd routinel} on 
admission; this necessitates complete 
nursing care. Thc rcason for this 
complete rest must be explained to 
the patient in ordcr to gdin his coop- 
eration. 
When frec from headache. he maY 
have the h
ad of the bed elevated. he 
may sit up in bed. he may feed him- 
self. The"..: acti\ iti
s are increa
ed onh 
if favorable progress i" mad
. If ã 
headache or any other abnormal symp- 
tom" occur. his activit) i... redLIc
d. At 
the next lcvel of activitv he is alll)\\,
d 
to sit on the side of" the h
d. then 
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to 'It In a bedside chair. then to be 
taken to the bathroom in a commode 
chair and, finally, to enjoy accompa- 
nied walls. The plan is quite flexible, 
,md activity is increased or decreased 
as indicated by the patient's responses. 
The stages of activity are only in- 
creased with the doctor's approval. 
Constipation is avoided by giving 
mineral oil on a regular schedule. or 
an oil enema may be ordered. Strain- 
ing on defecation is thus prevented. 
Reading and other quiet pastimes 
are encouraged as they help the pa- 
tient to accept inactivy and to divert 
his attention from his ilIness. Visitors 
should be kept to a minimum but a 
patient may be more content if a mem- 
ber of his immediate family is nearby. 
Mild sedatives may be ordered if the 
patient is anxious or restIes. 
This plan of gradually increased 
activity usually lasts three to six 
v,eeks. On the doctor's decision. ar- 
rangements are made with the family 
for rehabilitation at home. The doctor 
wiII talk with the patient and his 
famÏlv. advising when he may expect 
to bé able to return to work, drive 
his car and to carry out the other 
essential occupations of daily living. 
These directions must be known to the 
nurse so that conflicting advice wiII 
not be offered. 


PATIENTS TREATED SURGICAllY 
Preoperative care 
To avoid delay should emergency 
'iurgel} be necessary. many preoper- 
ative tests are performed on admission. 
The hair is shampooed with pHisoHex 
in the afternoon. and again in the 
evening of the day before surgery. 
The purpo
e i
 to ensure ordinary 
'iocial cleanliness of hair and scalp. 
not surgical sterility. 
Preoperative sedation and special 
orders are carried out. The preoper- 
ative sha\-e will be done by the 
operating room staff immediately be- 
fore surgery. 
The patient and family are usually 
apprehensive before any surgery. and 
particularly so when confronted with 
a neurosurgical procedure. To talk 
with them and to listen as they ex- 
press their fears will lessen their 
apprehension. and is an important part 
of good nursing care. 


Postoperative care 
Once the surgical procedure has 
been performed. the operative findings 
and the postoperative condition of the 
patient will influence the plan of care. 
A hrief written report on the opera- 
tion performed must be provided by 
one of the operating doctors and sent 
with the patient to the recovery room 
and intensive care area so that the 
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nur
ing 
taff can dS
eS'i the patient 
intelligently. The staff should also 
be advised of any neurological deficits. 
Postoperative orders guide the nurses 
in planning the patient's care. 
The nursing care measures. in order 
of importance, are: 
1. Positioning. The patient is placed 
in the semi-prone or lateral position 
with the head on a small pilIow so 
that the mouth is at the edge of the 
pilI ow and the chin is pointing down- 
ward. This allows drainage of oral 
secretions, and prevents the tongue 
from obstructing the airway. The pa- 
tient is repositioned every two hours. 
Deformity of the arms and legs is 
prevented by passive exercise. 
2. Maintaining a clear airway. 
Watch for any evidence of respiratory 
distress, dyspnea or cyanosis. To check 
whether an airway is clear, elevate the 
patient's chin and make sure the 
tongue is not blocking the airway. 
Listen for the quiet passage of air 
and watch for the natural movements 
of the chest. Do not be deceived by 
chest movements into assuming that 
the patient is breathing; you may be 
observing respiratory movements strug- 
gling against a blocked airway. 
The patient must be taught to 
breathe deeply and to cough properly. 
The physiotherapist assists the staff in 
planning a chest routine and in teach- 
ing the breathing exercises. 
When the level of consciousness is 
depressed. it may be necessary to 
remove secretions from the nose and 
mouth using a straight catheter and 
suction. 
A tracheotomy may be performed if 
the patient i.. having respiratory dis- 
tress and the lungs are becoming fillcd 
with secretions. 
 Secretions can then 
be removed bv inserting a suction 
catheter* into the trache'ä and bron- 
chus. The depth of suctioning varies 
with the patient's condition. If shallov, 
suctioning stimulates coughing. this 
may clear the airway sufficiently. If 
the patient is unable to cough. the 
catheter is inserted as far as it will go. 
No suction is applied while the catheter 
is being inserted to prevcnt damage 
to the mucous membrane lining. In- 
termittent suction is applied tò the 
Y -connector as the catheter is slowly 
withdrawn. The manoeuvre must be 
thorough. yet gentle; bleeding from 
the mucous membrane (indicating that 
the procedure has been done roughly) 
is dangerous because the bronchial 
tree m
av be further obstructed bv 
blood dots. The catheter should be 


· <\ no. I (i Toronto endobronchial 
calheler is recommended. The
e have an 
angle tip wilh two 
ide hole
 and a terminal 
opening. 


cleared with \\ater and wiped clean 
between each pa
sage and the proce- 
dure repeated until the airway sound
 
clear. The presence of abnormal se- 
cretions or difficulty in suctioning 
should be reported at once. 
A Puritan Nebulizer is frequently 
ordered. This provides a flow of moist. 
warm or cold oxygenated air acros" 
the opening of the tracheotomy. Se- 
cretions are softened. maling it easicr 
to clear the bronchi and trachea. 
3. Craniocerebral resting begins in 
the recovery room. A base line i, 
again established and subsequent test- 
ings are evaluted in terms of this. 
A postoperative increase of intracran- 
ial pressure is usually due to either 
bleeding or cerebral edema. Frequenc
 
and duration of testing is ordered b
 
the doctor. 
4. Diets and fluids are given orall
 
if the patient has no difficulty swal- 
lowing. Usually patients quickly pro- 
gress from a fluid diet to a soft or 
ordinary diet. Naso-gastric feedings are 
given every three hours if the patient 
has difficulty swallowing or is semi- 
comatose; a specially balanced diet of 
1200 calories in 2400 cc. is used. 
5. Head dressings are closely ob- 
served for any discharge, bleeding or 
discomfort. The dressing remains in 
place for approximately five days and 
is removed by the doctor; the head 
is cleansed thoroughly with Cetavlon 
and the shaved portion of the scalp 
lubricated with corn oil. No new 
dressings are applied. The area sur 
rounding the incision is cleansed with 
Cetavlon daily and corn oil applied. 
Stitches arc removed as ordered b
 
the doctor. 
6. Cleal/lil/e!>\". Special attention 

hould be given to the mouth. teeth. 
slin and eyes. As soon as the patiem 
is able. he should be encouraged to 
bathe himself. - 
7. Restlessness. A patient \\ith a 
ruptured cerebral aneurysm may bc 
restless and difficult to control. Thi, 
is usually due to cerebral causes but 
may also be caused by a full bladder. 
irritation from a catheter or the desire 
to defecate. Side rails are kept in 
position. or someone may need to 
remain v,ith the patient. No restraint' 
other than mitts are used as arm or 
leg restraints generally increase rather 
than decrease restlessness. Mitts allow 
the patient to move his arms and 
hands but prevent him from removing 
dressing
 and tubes. \1itts must be 
changed daily. the hands washed and 
the fingers exercised (Figure 1). 
'8.Elimil/ation. While the patient 
remains incontinent of urine. straight 
drainage of the bladder with an 1n- 
dwelliJlg catheter (or. in the male. 
condon
 drainage) i<; established. Tn the 
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Fig. 1 Application of Restraint Mitts. Step 1. Weave dressing pad through fingers making sure thumb and first finger are covered 
,md held secure. Fingers are flexed over a rolled-up pad which covers the palm of the hand. Place a third pad over the fingers. Step 2. 
-\pply a mitten-type bandage over the padding using a 3" bias cut flannelette bandage. Step 3. Secure the end of a twelve inch 
length of tubular stockinette. Draw stockinette up over bandage. Step 4. Secure stockinette at wrist with I" adhesive tape. Turn back 
cuff and hold in place with adhesive tape. Correct tightness at wrist allows a testing finger to he slipped inside the mitt. 


older male. prostatic obstrm:tion ma) 
complicate the picture and retention. 
rather than incontinence, mav occur. 
Such retention may be follówed by 
incontinence once the bladder becomes 
over-distended (retention with over- 
flow). The nurse should be able to 
recognise bladder distention by pal- 
pating and percussing the abdomen. 
Con
tipation is avoided by the routine 


administration of mineral oil. but if 
this is ineffectiw. an oil enema 
f?lIowed by a cleansing enema may be 
given. 

 9. Medications. Anticonvulsant 
drugs are frequently ordered following 
an intracranial procedure. Sedatives, 
analgesics and narcotics are avoided 
bcca'üse they mask a fall in conscious 
level due tó cerebral causes. and be- 
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Fig. 2 Hypothermi,1 blanket with ice water circulating through Ihe coils is used for 
surf.lce cooling. fhis i
 a corner of the intensive c,lre unit. Speci,rl equipment includes 
piped-in OX} gen. w.11I 
uc\lon. wall mounted .,pot lighh ami w.tli model ,ph} glllom.mo- 
meters. 
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cause they may effect the vital sign
. 
If headache or di'\comfort persists. 
mild analgesics are given as ordered 
by the doctor. 
10. Maintenance of normal temper- 
ature. By the time the patient arrives 
in the intensive care area following 
surgery under hypothemia. the temper- 
ature ha... usuallv reached normal 
(99.6 rectally) but it tend
 to rise 
thereafter. Nur
ing care is planned 
toward maintaining the temperature at 
near normal levels. 
When the body temperature IS 
normal: 
a. cool the room: air conditioning set 
at (is" - 6H . 
h. cover the patient with a cotton sheet 
and spread: flannelette sheets and hl,mkets 
tend to r,lise the temperature. 
When the body temperaturc flses 
above 100 F (rectal): 
a. set room temperature ,It (i5 
b. aspirin gr. XX by suppositor}. 
If the tcmperature continues to ri
e. 
additional measures are taken: 
a. alcohol sponging using 6
cr ,Ikoho!. 
Ice is 
ometimes .Idded to the ,rlcoho!. 
Surface cooling can be speeded up by 
playing a fan on the palient. 
b. ice caps and pla
tic bags of ice 
placed In the axilla. groin and ,Ig.tin,t 
(he trunk. 
Special cooling techniques ma) be 
used if these measurö do not reduce 
the temperature: 
a. hypothermia blanket v.ith ice water 
circul"ting through the coils pl,lced un- 
der the patient ,md. if necess,II}. an 
additional h\ pothermi" hl,mket placed 
(Her (he p.ltient (Fi!:IIT
 ::!). 
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b. the covered blanket must be in 
.:ontact with the patient's skin for effect- 
ive cooling. 
c. the generation of muscle heat by 
shivering or extreme restlessness must 
be reduced by drugs ordered by the 
doctor. 
Turn and position the patient hourly. 
Special attention is directed to the 
areas of skin in contact with the cool- 
ing blankets. Special cooling measures 
are necessary until the temperature i!'. 
reduced to near normal values. 
11. Personal appearance is an im- 
portant consideration, particularly for 
female patients. By assisting the patient 
with her appearance the nurse is en- 
couraging not only the postoperative 
patient but also the patient who has 

et to undergo surgery. If the services 
of a beautician are available, she may 
assist with the patient's hair styling 
under the guidance of the nurse. 
Boudoir caps made up with ribbon 
drawstrings. rather than elastic, are 
worn after dressings are removed 
(F;RlIre 3). The patient is urged to 


EEG 


There are probably manv nurses . 
who have experienced dismay when con- 
fronted with an electroencephalogram (EEG) 
report, such as: 


The FEG is normal. The alpha rhythm 
of lO-a-second is prominent on the right. 
but suppressed on the left. A rhythm of 
5.5-a-second in the central areas is dis- 
turbed by a 3-a-second wave and spike 
discharge. 


What is an FEG? In the brain. minute 
electrical charges are produced. Activity 
of this nature was first mentioned as earl} 
as 1875 by Canton. an Englishman. Later. 
in a work published in 1929, Hans Berger, 
a German. described this activity as a 
brain rhythm dominant in the occipital 
region of normal subjects. with eyes closed. 
When recorded as a graph. this rhythm 
appeared as wave forms occurring ten times 
each second. It disappeared when the sub- 
ject concentrated upon a problem or upon 
opening the eyes. Berger called this rhythm 
alpha (= the first). With eyes opened, the 
dominant rhythm became one of 18-20 
cycles per second - the beta rhythm. 
The alpha, found mainly in the occipital 
and parietal areas, is symmetrical in volt- 
age and distribution in both hemispheres. 
The beta rhvthm. which occurs mainly in 
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take an interest in her appearance. 
12. MobiU
aaon. Usually the pa- 
tient is out of bed the day after 
operation. Watch for any abnormal 
symptoms or signs, such as headache, 
dizziness Or a rise or fall in blood 
pressure. Activity is increased as rapid- 
ly as possible. 
13. RehabiUtaÚon. This is a contin- 
uous process beginning on admission 
and continuing until the patient is 
restored to nonnal Hving. In the 
intensive care area, the patient is 
dependent on the nursing staff. but as 
early as possible he must be encour- 
aged to help himself. To become inde- 
pendent he must be taught to master 
the activities of daily living. The 
rehabilitation team consists of the doc- 
tor, nurse. physiotherapist. occupatio- 
nal therapist. speech therapist, social 
worker and relatives. 
As the time approaches for the 
patient's discharge, the family must be 
made aware of his limitations and, 
more important, his capabilities. 
The transfer to hospital at the onset 
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the frontal and temporal areas. occasionally 
in all areas. has a lower vol<age than the 
alpha - sometimes so low that the EEG 
tracing will appear almost fiat. The actual 
patterns of these normal rhythms are as 
characteristic of the individual as are hair 
and eye coloring. and usually remain con- 
stant throughout normal life. 
The EEG machine is designed to 
pick up this minute electrical activity from 
the brain by means of electrodes placed on 
the scalp. It then amplifies this activity and 
the rhythmical wavy forms. which have 
come to be recognized and named. are 
recorded by pens upon moving paper. In 
practice, 21 electrodes are placed on the 
subject's head in various anatomical posi- 
tions. Of these. 10 or more at a time form 
eight circuits which are connected to the 
eight pens of the EEG machine. 
An EEG recording is a laboratory test 
and. in common with many such tests. is 
not always able to pinpoint a specific con- 
dition. Al<hough specific abnormalities may 
be demonstrated .. a record is usually 
considered as an aid to diagnosis rather 
than the final answer. 
During recording. an FEG tracing may 
be disturbed by artifacts. These are wave 
forms which can be the product of the ap- 
paratus (interference) or. more often. un- 
wanted activity from the subject. These 
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Fig. 3 Frilled nylon caps in pastel colors 
improve patient's appearance following re- 
moval of head dressing. 


of a sudden and severe illness calls 
for a spirit of resignation and trust 
from the patient. The readmission to 
his home after the hospital interlude 
demands determination and assurance. 
not only from the patient but also from 
those around him. 


TEST- 


include the artifacts of a pulse. perspiration. 
muscle activity. . and excessive blinking. 
Muscle activity can completely overshadow 
any cerebral rhythm and is often found in 
tense subjects. The accompanying mental 
anxiety of these patients may eliminate the 
alpha rhythm completely. the resul<ant 
record being of little clinical value. 
A successful EFG recording depends d 
great deal upon the subject's capacity to 
relax. but he is unable to do this if he 
arrives at the laboratory anxious and ap- 
prehensive. 
Why should a subject be apprehensive? 
Frequently. a patient arrives at the EEG 
laboratory with no idea of the procedure or 
the reason for his being there, often re- 
garding [the procedure] as a trcatmCl1t, not 
a laboratory test . . . This misunderstand- 
ing is most probably due to an inadequate 
reply to his question "What is an FFG?" 
It is here that the nurse can be of the 
utmost value. . A vague answer to this 
question may be mistaken for a guarded 
reply; thus the seeds of anxiety are sown 
. It is no exaggeration to say that a 
successful EEG depends upon a relaxed 
patient. and the production of this tran- 
quil state is in the hands of the nurse. 
- Gill. Leslie A. The E.E.G. and the 
nurse. NlInil1R .'Hirror, III :6-7. Nov. I I, 
1960. 
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Canadian Nurses on Assignment 
with CUSO 
Nineteen Canadian nurses are pre- 

ent1y serving under the banner of Can- 
adian University Service Overseas in 
the West Indies, India, Sarawak, 
R\\anda. Nigeria, Tanganyika. Zam- 
bia and Peru. They are among 130 
young Canadian men and women 
working on the frontiers of develop- 
ment - educational. economic and 
social - in 16 countries of Asia. Africa 
and the Caribbean. 
Recruited through local committees 
at 44 universities and colleges across 
the nation. these volunteers are post- 
poning careers in Canada to serve 
abroad. Thev live and work for the 
same wages "and under the same con- 
ditions as their counterparts in the 
country to which they are assigned. 
Reporting on the activities of 21- 
vear-old SHARRON MACLEAN at the 
Kondhawa Leprosy Hospital in India. 
the coordinator from I\ew Delhi says: 
"harron has landed firmly on her feet. 
She has a big job and is managing well. 
"he does operating theatre nursing when 

pecial doctors come out to do surgery 
and is really the person in charge for the 
routine medical things. She may be able 
10 take a month's training course in lepro- 
sv surgery in Bombay which J felt would 
he helpful and gave it my blessing. She does 
her own cooking. although people at the 
ho'pital get most of her supplies and they 
have given her a gas two-plate burner. Shar- 
ron has been given a scooter. but until she 
learns to drive she is happily using the bul- 
lock cart and local bus. She is seven miles 
from Poona. but the hospital is in an isola- 
ted place. She doesn't seem to mind the 
isolation and takes the patients' deformities 
and pathetic conditions in her stride. Both 
doctors have written to me to thank CUSO 
for sending Sharron. 
The selection and assignment of 
Cl'SO volunteers require càre and ex- 
perience. Applicant" are interviewed 
and screened on their academic re- 
cord. personality. character and health. 
Those finallv recommended b\' 
Cl'SO are referred to representative
" 
of the countrie" requesting their "ervice. 
These represcntati\ e" make the final 
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decision concerning the acceptance 
and assignment of volunteers. Prior to 
undertaking their actual assignments. 
the volunteers receive orientation cour- 
ses to prepare them for problems and 
conditions they will confront in their 
new positions in a strange environ- 
ment. 
Most of the CCSO assignments are 
for two years. As these young volun- 
teers "serve and learn" in the develop- 
ing countries of the world, they are 
accumulating knowledge and building 
values which will be of lasting benefit 
to Canada. 
 


Ontario Hospitals Solve Training 
Problems 
"Two of the biggest teaching prob- 
lems facing Canadian schools of nurs- 
ing seem to have been solved at Fort 
William and Port Arthur." reports the 
December RNAO News Bulletin. These 
are: 
Upgrading standard" of nursing edu- 
cational programs, 
Finding qualified teachers. 
The Bulletin points out that the 
three teaching hospitals in the Lake- 
head cities have evolved a system by 
which they make use of university 
facilities in their area to better educate 
students and to cut down on the re- 
quired number of teachers. First year 
nursing students take courses two 
days a week at Lakehead College stu- 
dying anatomy. physiology. chemistry. 
microbiology. psychology and EngJish. 
These COurses are taken by regular col- 
lege students and nursing student" are 
granted degree credits for them. 
StSTER STE. CATHERt'lE, associate di- 
rector of education at St. Joseph's Hos- 
pital School of Nursing in Port Ar- 
thur. says. "We are starting the fourth 
year in this program now. We have 
already graduated one group of stu- 
dent"." 
Although "he feels it i" too earI\ to 
know the
 true worth of the program 
through the graduates. she thinks it is 
proving itself. "They are very well 
prepared." Sister Ste. Catherine feels 
the program i" a perfect example of 
\\ hat can he done through hospital, 



haring and pooling their re
oureö. 
The three schools developed the plan 
and formulated the curriculum toget- 
her. 
At present, the cost of the college 
training is born b) the nursing school. 
although the student, buy their 0\\11 
books. This might change and the nur- 
ses bear some of the tuition cost. 


Legislation Enacted 
Practical nurse" in British Colum- 
bia have been given separate status 
and formal organization. Legislation 
",as enacted in December implement- 
ing regulations set up in the Practical 
","urses Act of 1951. No one who i" 
not registered mav call herself a 
practicàl nurse or á licensed practical 
nurse. 
The new regulations deal with esta- 
blishment. maintenance and conduct 
of training schools, requirements for 
admission. examinations. licensing of 
graduates. and the serv ices a practical 
nurse may give to patients. 
A 10-member council will be ap- 
pointed to administer the regulation" 
under the act. 
Alberta Proclaims "Nursing Week" 
April 10 to 24. 1965 ha" been desi- 
gnated "Nursing Week" in Alberta b\ 
Premier ERNEST C. M-\'1NI-':G in an en-- 
deavor to promote the interests of 
nursing in all its pha"es. Hospital" 
throughout the pro\ ince will hold 
"Open House". The week will be offi- 
cially opened by the Hon. J. Do-.:o- 
\ -\-.: Ross. Minister of Health 
Foothills Hospital School 0# Nursing 
Ready in September 
Alberta's thirteenth hospital school 
of nur
ing will open its doors Septem- 
ber 7. 1965. reports the December 
AARN News Letter. The report. de". 
eribing the facilities of the school. sa\'
 
the educational program of the three- 
\ car eour
e wiII be divided into fi\'e 
terms. Ba"ie theon will he taught dur- 
ing the first term - of 
2 \\'eek
. Farl\ 
in 
 this tenn the student \\ ill be intró- 
duccd to the ho"pital environment. AI 
Chri"lma... there- ",ill he a t\\o-\H:ek 
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vacation break. The second term of 20 
weeks wiU introduce disease and relat- 
ed medical and surgical aspects into 
the curriculum and the students' expe- 
rience in the hospital will gradually in- 
crease in time and depth of experien- 
ce. A third tern1 of ten weeks is design- 
ed to acquaint the student with the 
central supply and to further the medi- 
cal-surgical practice. A two-week va- 
cation will follow. The fourth term will 
be 56 weeks in length and will com- 
mence the students' second year. It will 
be divided into six 8-week periods for 
concurrent study and experience in 
obstetrics, pediatrics, psychiatry, oper- 
ating and recovery room, medicine and 
surgery; the seventh 8-week division 
permits four weeks in diet therapy and 
a four-week vacation. The fifth tenn 
of 48 weeks will begin with a four- 
week block in ward administration al- 
lowing for concurrent practice. Follow- 
ing this the student will progress to 
ten 4-week periods of more advanced 
learning experience demanding greater 
responsibility and skill. The fifth term 
will have a four-week vacation. 


Executive Director in Saskatchewan 
DR. HELEN K. MUSSALLEM spent the 
week of December 14th in Saskatoon 
assisting in the evaluation of programs 
..1t the University School of Nursing. 
fhe philosophy of the degree. diploma 
and graduate programs and their im- 
plementation were observed and the 
organization. finances and curriculum 
wire surveyed. 
The survey was requested by the 
,chool. 
Dr. Mussallem, who believes that 
universities have the responsibility of 
preparing the future teachers and lea- 
ders of the profession. hopes her re- 
commendations will assist the faculty 
to identify areas where changes are 
needed to better prepare students for 
leadership roles. 


"Sitter Service" Studied 
Day nur
ery schools may soon be 
provided in Winnipeg General Hospi- 
tal for the children of married register- 
ed nurseS who wish to return 10 their 
profession. 
"Jt could solve our problem." said 
DR. L. O. BRADLEY, executive director 
of the hospital. 
A shortage of registered nUr
es and 
other personnel is posing a threat to 
,ervices in many Greater Winnipeg 
hospitals. The most seriously affected 
is said to be Winnipeg General Hospi- 
tal. 
Day nursery schools for the children 
of married nurses are provided in se- 
veral hospitals in Canada. thc United 
States and Great Britain. 
"Until now, the cost of such a ven- 
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ture has slowed us down, but we have 
explored the idea fully,'. said Dr. 
Bradley. 
At present, at least 20 qualified re- 
gistered nurses are needed. Another 88 
would likely be needed shortly when 
the new intensive care wing is complet- 
ed. 
The nursery schools "may be the 
only answer and before spring is out 
we will have to reconsider it seriously," 
Dr. Bradley said. "I can't predict how 
many more nurses it would give us 
but it just might do it." 
Dr. Bradley said that many married 
nurses with young children wished to 
return to work but could not because 
of the prohibitive cost of good baby 
sitters. Such day nursery schools are 
usually operated by qualified hospital 
personnel and are for children from 
three months to six years. 
Children are pro vied with lunch 
and a token charge of $2.50 each day 
is collected. Comparable services from 
baby sitting agencies range from $5.00 
to $7.00 daily. 
Solutions to three problems must be 
found by hospital officials before such 
a scheme could be implemented: lack 
of space. lack of personnel, and cost. 
(WinnipeK Free Press, December 17, 
19M). 


Nursing Examiners' Board 
The government has named the 
members of a board of examiners set 
up under the Newfoundland Register- 
ed Nurses' Act. Names of the members 
are: A. W. Parsons, Director of Pu- 
blic Exams. Department of Education; 
Miss Janet Storey. R.N., B.N., director 
of nursing at the General Hospital; 
Major Mary Lydall. R.N., administra- 
tor of the Salvation Army Grace Hos- 
pital; Sister Mary Xaverius. R.N.. B.N.. 
director of nursing, St. Clare's Mercy 
Hospital; Miss Jean Lewis. S.R.N., 
director of nursing services, De- 
partment of Health. and Dr. Leonard 
Miller, Deputy Minister of Health. (St. 
John'.f Telegram, December 9. 1964). 


Renovations Discussed 
Renovations to new headquarter" 
for the Registered Nurses' Association 
of Nova Scotia were discussed by its 
executive members at a meeting in Ha- 
lifax. 
The as
()ciation has purchased pro- 
perty at 6035 Coburg Road and will 
occupy the new quarters soon. The 
new headquarters will have general 
offices. an executive suite, a library 
and private offices for Miss NANCY H. 
WATSON, R.N.. the association's exe- 
cutive secretary and Mrs. JEAN NEW- 
roN, secretary for nursing education. 
(Halifax Chronicle-Herald, Dccember 
19.1964). 


NLN Named as Accrediting Agency 
The December issue of NLN News 
announces that the National League 
for Nursing has been named the ac- 
crediting agency for provision of the 
Nurse Training Act of 1964. Francis 
Keppel, Commissioner of Education. 
made the designation and the Division 
of Nursing, Public Health Service. has 
sent instructions to all programs in 
nursing about steps which they must 
take to meet the accreditation quali- 
fication for federal funds. 
Because only a few associate degree 
programs in nursing are nationally ac- 
credited, the Commissioner has reserv- 
ed the right to name additional bodies at 
a later date if necessary. 
For new programs or for others not 
yet accredited, a plan for reasonabk 
assurance of meeting accreditation 
standards has been proposed by NL
 
and approved by the Commissioner of 
Education. who is charged with the 
responsibility of making the findings 
The Nurse Training Act of 1964 
authorized the appropriation of $287 
million over a five-year period for 
construction, professional nurse trai- 
neeships, grants to assist with the co
t
 
of diploma programs, grants to impro- 
ve, strengthen or expand teaching pro- 
grams, and !oan<; to students. 
World Federation for Mental Health 
"Mental Health and Education" will 
be the theme of the 18th Annual 
Meeting of the World Federation for 
Mental Health to be held in Bangkok. 
Thailand, November 15-19, 1965. The 
meeting is open to professional wor- 
kers in psychiatry. psychology, edu- 
cation, nursing, social work. public 
health administration and allied fields; 
and to non-professional people inte- 
rested in the promotion of mental 
health and human relations throughout 
the world. 
The program will include four plen- 
ary sessions and a number of technical 
sections on topics closely related to 
the principal theme. 
Further inforn1ation is available 
from the Director-General of WFMH, 
I rue Gevray, Geneva. Switzerland. 
Publications Recently Received in 
CNA Library 
Most of the material listed below 
is available on loan from the CNA 
Library. Requests should be addres- 
sed to: 
The Librarian 
Canadian Nurses' A
sm;iation 
74 Stanley A venue 
Ottawa 2, Canada 
Applications for loans should give 
the month in which the publication was 
listed in THE CANADIAN NURSE. 
1. Blishetl. Bernard R. Survey of nurses. 
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Ottawa. Canadian Nurses' Association. 
1 %4. 25 1. 
2. Canada. Ci\"iI Sa
'ice Commi.\jion. 
The analysis of organization in the go- 
vernment of Canada. Ottawa. Queen's 
Printer, 1964. 70 p. 
3. Canada. CommisJÎon du Cemenaire. 
Ainsi naquit la Confédération. Ottawa. Im- 
primeur de la Reine, 1964. 
4. Canada. COll.feil du Centenaire de la 
COllfédératioll. Rapport. 1964. Ottawa. Im- 
Plimeur de la Reine, 1964. 38 p. 
5. Canada. Dept. of Labour. Women's 
Bureau. National women's organizations in 
Canada. 1964-65. Ottawa, Queen's Printer. 
I 1J64. 115 p. (English and French). 
6. Canada. Dominion Bureau of Statis- 
tin. List of Canadian hospitals and related 
institutions and facilities. Ottawa. Queen's 
Printer. 1964. 63 p. 
7. Canada. Dominion Bureau of Statis- 
tIC f. Trusted pension plans. financial statis- 
tics. Ottawa. Queen's Printer. 1964. 25 p. 
II. Conallt. James B. The education of 
American teachers. New York. McGraw- 
Hill. 1963. 275 p. 
9. Da
'is. Fred and Virginia L. Olesen. 
Initiation into a women's profes
ion: iden- 
tity problems in the status transition of 
coed to student nurse. Sociometry 26: I, 
\larch. 1964. (Reprint). 
10. Griffin. Amv Elizabeth. The improve- 
ment of the educational preparation of 
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instrutors in preservice programs in nurs- 
ing in Ontario. New York, Teachers Colle- 
ge. Columbia University. 1963. 362 p. 
11. Gruneau Research Limited. Study of 
attitudes of registered nurses in Ontario. To- 
ronto. 1964. 45 p. 
12. Hart. Margaret Elder. Needs and re- 
sources for graduate education in nursing 
in Canada. New York. Teachers College, 
Columbia University, 1962. 273 p. 
13. Henderson, Virginia. Nursing stu- 
dies index; an annotated guide to reported 
studies. research in progress, research me- 
thods and historical material in periodicals, 
hooks and pamphlets published in English. 
v. 4. Philadelphia. Lippincott. 1963. 
14. Leadership Resources Inc. Looking 
into leadership. monographs. Washington. 
1961. I v. 
15. MauachlHetH. Dept. of Health. 
Practical Nurse Research Project. Report. 
Boston. 1960-64. 4 v. 
16. Montreal. Ser\"ice de ,\allté. Rapport. 
1963. Montréal. 1964. 164 p. 
17. National League for NursillR. A study 
of the NLN pre-nursing and guidance exa- 
mination in schools of practical nursing. 
New York. 1964. 7 p. 
18. Newman, Dorothy M. and Jean P. 
Newman. Canadian Business Handbook, 
New york. McGraw-HilI. 1964. 624 p. 
19. Roval College of Nursing and Na- 
tional Council of Nurses of the rnited 
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PRESIDENT'S 


NEW 


YEAR 


rhe year 1965 begins for nurses with 
a happy outlook: that of an international 
encounter. 


Our thoughts and our wishes go very 
specially to those who are engaged in the 
preparation of the Congre

: first of all 
to our hosts: the President and the members 
of the German Nurses' Federation. May 
they find joy in their heavy and difficult 
1.lsk. and be encouraged by the thought of 
the enthusiam wilh which the nurses of so 
m.my countries .Ift: preparing 10 go to 
Frankfurt. 


Our wi
hes also go to the members of 
slolff of the International Council of Nurses: 
e.lch of them pUis all the resources of 
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heart and spmt into achieving the tasks 
that have been entrusted 10 Ihem: to the 
Chairman and memÞers of the Standing and 
Special Committees who have produced 
work, the importance of which you shall 
appreciate when you listen to their reports; 
to the editors of nUr
ing journals who en- 
deavor to make their journ.lls a means of 
"communication" always more efficient: and 
10 all the nur..es who .Ire preparing to go 
to Frankfurt. in June 1965. 


Hut if a gn:at numher of nurses Coin be 
reunited. all may not he present: the care 
of the sick must he assured with continuit
. 
Ihe te.lching of the srudenh must go on. 
the puhllc health services must not he 
interrupted Circumsl.lIlccs of pi i\ ate or 


Kingdom. Report 1':J63. London. 1964.511 p. 
20. Steaing Committee on Negotiation 
Rights for Proft'j.\ional Staffs. Negotiation 
rights for professional staffs. ToronlO. 
1964. 8 p. 
21. u.s. Dept. Health. Education and 
Welfare. Class specifications for nursmg 
positions: a guide for state and locoll public 
health agecies. Washington. L.s.. Govt. 
Print. Office. 1964. 18 p. 
22. U.S. Dept. of Health, Education and 
Welfare. Public Health Sen'ice. Bureau of 
State Sen'ices. Research in communit\ 
health. A report to the Sub-committee on 
the Depts. of Labor and Health. Educa- 
tion. and Welfare and Related Agencies of 
the Committee on Appropriations. U.S. 
House of Representatives. Washington. 
1964. 50 p. 
23. U.S. Laws, .\tatutes, etc. Summarv 
of provisions of the Nurse Training Act of 
1964. Washington. Div. of Nursing. Public 
Health Service. Dept. of Health. Fducation 
and Welfare. 1964. 12 p. 
24. Whittaker, E/ri. The faces of Floren- 
ce Nightingale: functions of the heroine le- 
gend in an occupational sub-culture. Human 
Organiz.ation. 23.2. Summer. 1964. (Re- 
print). 
25. Young, John P. A method for alloca- 
tion of nursing personnel to meet inpatient 
care needs. Baltimore. Operations Research 
Division. The Johns Hopkins Hospital. 1962. 


MESSAGE 


general character can make traveling im- 
possible. 
To all who will he unable to come. we 
address a very "pecial though I. and we 
a

ure them that by their personal partici- 
pation to the preparation of the Congres- 
discussions. by their contact with the mlr
es 
who will anend the Congress. they can 
make a valuable contrihution to its success 
To all nUl ses. we wish to S.ty how much 
we rely on them. I\lay every nurse through- 
out the world believe in her profe
sion: 
may she be deeplv convinced that the effort 
of each one is necess.lry to make it strong. 
efficient l\Ia\ everv nurse realize that she 
hols a person.11 responsahilil\ for Ihe future 
of her profession. - from I.l.". Staff 
\, "00\ Letter. J.ln. 1965. 
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A description of the host city for the fCN Congress - for both the delegate alld 
the "arm-chair traveler." 


Frankfurt am Main, a delightful 
young-old city, will welcome nurses 
from 58 countries this June. The city 
is host to the 13th Quadrennial Con- 
gress of the International Council of 
'J'urses. This prosperous and progres- 

ive city, which has a population of 
700.000. is an industrial. trade and 
banking centre. 
The hospitality of Frankfurt is a 
tradition stretching back over hundreds 
of years; visitors are warmly welcomed. 

ituated on the Main River, 15 miles 
up-stream from the Rhine Valley, 
Frankfurt is easily reached by a va- 
riety of routes from other European 
capitals. Two main autoroutes (Auto- 
bahn or motor speedways) cross just 
outside the city. An international air- 
port and a main railway line help make 
it easily accessible to the international 
traveler. German is the principal lan- 
guage. but English and French are also 
"poken by many citizens. 
Although the convention time-table 
will be crowded. there is much to see 
and do in Frankfurt. Only a few of 
the many intere"ting places can be 
mentioned. 


Pictures supplied clJurtt:sy of German 
Tourist Information Office. Montreal. 


222 


MARCH 1965 


Shiny neoteric sky-scrapers have 
mushroomed up amid the stately and 
elegant architecture of the past. Tree- 
lined streets and boulevards help blend 
ancient and modem and an interesting 
and charming city results. The citizens 
show a great affection and pride for 
their city. 
The Römer, reconstructed since the 
war. is the historic City Hall with its 
Emperor's Hall (Kaisersaal). Situated 
in the old city Central Square (Römer- 
berg). where in other days imperial 
coronation ceremonies and lordly re- 
ceptions were presented, it is held in 
high esteem by the citizens who affec- 
tionately call it their "parlor." 
St. Bartholomew's Cathedral (built 
1315-53) is within easy walking 
distance of the Römer. This quiet, 
beautiful cathedral stands amid a 
newly-built modem residential area. 
The birthplace of Johann Wolfgang 
von Goëthe, poet and novelist (most 
famous work: Faust) is preserved as a 
memorial to Frankfurt's famous son. 
Goëthe House. open to visitors. con- 
tains many splendid furnishings and 
works of art. 
The Hauptwache or modem Central 
Square is surrounded by large, glass- 
fronted. modern huildings. Standing 


at attention at the bustling inter- 
section, the time-honored Main-Guard 
House preserves the dignity of a time 
of carriages and kings. 
In the evenings, fine ballet and 
opera performances are held in the 
modem Städtischen Bühnen, or at the 
Zürichhaus in Opera Square. 
The Festival Hall. where the ICN 
Congress will be held. is situated on 
the western side of Frankfurt in the 
Exhibition Grounds. Within short 
walking distance are the University. 
the Senckenberg Museum of Natural 
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Night view showing the Bridge, 
Cathedral and St. Nicholas Church. 
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-lis tory and, a bit farther on, the 
:Jalmengarten or Botanical Garden 
Nhere many exotic tropical orchids, 
;acti, succulents and other plants are 
Jisplayed. 
Frankfurt is a green city, dotted 
Nith manicured parks. Besides the 
Palmengarten, there are many more 
arge and beautiful ones - Grüneburg- 
Jark, Holzhausenpark (and the Mu- 
,eum there), Günthersburgpark, and, 
)f course, the Zoologischer Garten 
with an excellent zoo). The banks of 
:he Main are lined on both sides with 
,OVely parkways - interesting both 
In the day time, and in tbe evening 
.vhen the lights are reflected in the 
:J.uiet waters. 
I For serious walkers, strolls over the 
:Jridges to Sachsenhausen, and visits 
to the Henninger Tower with the 
revolving restaurant on top, and to 
the famous apple wine restaurants are 
recommended. 
One of the joys of traveling per- 
tains to eating. Many meat and fish 
jishes, vegetables and spicy sausages 
will be new, but should be sampled. 
I (Larger hotels and restaurants will 
serve familiar dishes.) Try also the 
local drinks - wine (not only Rhine, 
but other Gennan varieties), beer, 
gin and brandy. Gennan beers are 
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"An der Hauptwache" Square with 
the Main Guard Building. 


It has been demonstrated conclusively 
that eggs used in the production of viral 
vaccines contain Avian Leukosis viruses. By 
the selection of flocks free from Avian 
Leukosis it has been possible to produce 
vaccines free of this agent. An example 
of this is live measles vaccines. However. to 
our knowledge, no effort has been made by 
manufacturers to produce other egg viral 
vaccines free of this agent. This includes 
vaccines such as those for influenza and 
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The Main River showing parks. The Cathedral (left) was the elect- 
oral church of the German Emperors. . 
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famous - and YOil can have one in a 
famous lidded stein in an outdoor 
garden. 
Frankfurt serves as a good base 
point for further travel in Gennany 
following the Convention. The Wester- 
wald-Seig-Lahn- Taunus region, with 
its woods and hills, rivers and streams, 
typifies the secluded, peaceful country- 
side and is reached by a short train 
or bus ride. This area, about 35 miles 
north-west of Frankfurt, is mainly 
rolling forested plateau, with hospitable 
hamlets, quiet country inns and lovely 
Rhine castles. 
River-boating provides a wonder- 
fully relaxing way to tour. Boat trips 
down the Main from Frankfurt, and 
along the romantic Rhine can be 
readily arranged. Food and accom- 


ff 


AVIAN 


LEUKOSIS 


yellow fever. 
Manufacturers who hold Canadian Bio- 
logics Licenses for these products are 
therefore requested to make every effort 
to begin their production with Avian Leu- 
kosis free eggs. It is appreciated that this 
may take some considerable time. but it 
can be expected that within a forseeable 
period it will be a requirement that all such 
vaccines sold in Canada will be made from 
eggs free from Avian Leukosis. In the in- 


modations on the steamers are des- 
cribed as excellent, and wine from the 
local vineyards is available. 
You will also be able to plan your 
trip to or from Frankfurt through 
several other countries. Remember, 
travel time in Europe is counted in 
hours, not days. 
Gennany is wann in June, with day 
time temperatures ranging from 61 0 
to 86 0 . Evening and nights are cooler, 
and rain is to be anticipated. Light- 
weight suits and summer dresses will 
be most useful for convention atten- 
dance and for sight-seeing. (Shorts and 
slacks. are not suitable for European 
cities.) Comfortable shoes are a must. 
Don't forget your camera - and 
.happy traveling! 


G. Z. 


terim period Canadian licenses for influen- 
za vaccines will be required to carry out 
control tests for the presence of Avian 
Leukosis (R.I.F. test). 
As of November 2. 1964, no lot of in- 
fluenza vaccine may be sold in Canada. 
unless it has been tested for th presence of 
Avian Leukosis viruses, and has been shown 
to be free therefrom. - C.A. Morrell. 
Director. Food and Drug Directorate. 
pt. 
of National Health and Welfare. Ottawa. 
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THAT SHIFTY LOOK 
Letter to the Editor of the Canadian 
Medical Association Journal: 
Recently there seems to be an epidemic 
of shifts among the nursing profession. To- 
day, if one were unfamiliar with a hospital 
he might think he was in the obstetricdl 
department, as a covey of nurses flutter 
by for coffee. 
I can think of nothing . more be- 
coming than a well-cut, starched nurse's 
uniform and I can think of nothing more 
hideous than a wrinkled flour sack, with 
arm holes and ned. hole, on a nice-looking 
nurse. 
So much time is spent on the importance 
of public relations in hospitals; certainly 
wrinkled shifts are no improvement on the 
well-starched white uniform that we have 
over the years become accustomed to. 
Hospitals today are so fussy about rules of 
behavior: perhaps untidy shifts might be 
prohibited for the nursing and reception 
staff. - F. B. Bowman. M.D., F.R.C.P. 
[We agree. Shifts are almost as hideous 
as the "teddy-bear" outfits worn by many 
resident physicians when making rounds in 
hospital wards.-Ed., THE CANADIAN NVRSE.] 


SEX DIFFERENTIALS IN LEUKEMIA 
The continuous increases in U.S. leu- 
kemia mortality since 1921 were found in 
[a] study to be associated with sex ratios 
(male-to-female death rates) which have 
declined among children and increased 
among adults. The shifts in sex ratio oc- 
curred only in the white population and 
were demonstration in leukemia statistics 
for England and Wales. To evaluate these 
changes, a comparison was made of U.s. 
white males and females according to the 
"relative" and "absolute" increases that 
have occurred in age-specific leukemia death 
rates. In each age group the direction of 
the changing sex ratios reflected the excess 
contributed by either females (in children) 
or males (in adults) to the relative or 
percentage increases in mortality. Of 
greater significance were trends produced 
by the absolute increments. which contained 
an approximately equal number of males 
and females in the childhood age groups 
and an increasing preponderance of males 
in each adult category. These trends suggest 
that (a) the rise in mortality from childhood 
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leukemia has been caused either by leukem- 
ogenic factors introduced into the environ- 
ment since ]921 and affecting both sexes 
equally. or by improvements in diagnosis 
of the disease; and (b) the rise in leukemia 
among adults has been real and not prima- 
rily related to improved ascertainment, with 
males selectively affected by increasing 
leukemogens in the environment. - Frau- 
meni, J. and Wagoner. J. Changing sex 
differentials in leukemia. Public Health 
Reports, 79:1093-1100. Dec. 1964. 


DRUGS FOR OBESITY 
Despite what some physicians think and 
many fat people either believe or have been 
led to believe. . obesity is due to one 
sole cause: an excess of caloric intake 
over caloric output - in other words. 
eating too much. Many factors contribute 
to this trenchman state - none of them 
directly causal. Some of these are social 
custom. family eating habits, lack of 
exercise .' and the economic status of 
the population. Endocrine factors have been 
suggested as etiologic agents, but it can 
be said with assurance that no alteration 
in internal secretion has been shown to 
alter metabolism to such an extent that 
obesity develops, unless calorie intake 
exceeds calorie output. In recent years the 
possibility that the obese state is a re- 
flection of personality disturbance has 
gained increasing credence. 
It is obvious that drug therapy in 
obesity is unlikely to be of any more than 
purely ancillary value and . . . unlikely to 
have more than a fleeting benefit. The 
placebo effect of taking any medicine which 
the doctor says is "good" can never be 
ruled out. 
The drugs alleged to be helpful in 
weight reduction belong mainly to the 
amphetamine family. All of the commer- 
cially available compounds are alleged to 
suppress appetite without producing other 
central nervous system effects, such as 
insomnia and . . . euphoria. Actually few 
convincing placebo-controlled trials have 
been carried out. 
The combination of amphetamines with 
thyroid extract does not rest on sound 
physiologic grounds. The claim that hypo- 
thyroidism is a frequent cause of obesity 
has long since been invalidated and the 
rationale of the hypothesis that thyroid 


. 
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accelerates the metabolic rate to the point 
where calorie expenditure exceeds intake 
does not hold, since the dosages involved 
are not physiological and, at best, can 
only fractionally suppress nonnal thyroid 
function. 
A sound weight-reduction program musl 
include an explanation to the patient of 
the factors contributing to excessive ap- 
petite, and [the physician's] willingness to 
take part in a long-range program to help 
the patient regain normal weight . . . 
Results are poor in those who have devel- 
oped excessive appetites as a compensatory 
mechanism. or as an adjustment to serious 
personality or environmental problems. - 
Wilson. D. R. Drugs for Obesity. C.M.A.I. 
91:1369, Dec. 26, ]964. 
HO HUM! 
We knew it. We knew there had to be a 
scientific reason for our dislike of rising 
early each morning and for our non-func- 
tioning-until-IO:30 A.M. brain neurons. 
Now, at last, what all we late-sleepers 
have been longing to hear from the world 
of research, has been announced. A McGill 
University professor states that nature has 
installed in each of us, a cyclic system 
which produces highest efficiency at vary- 
ing times of the day. While he has been a 
able to determine why such differences 
exist, he declines to publish his findings 
or to comment - even to the newspapers 
- on whether or not he has found a cure 
that would enable early morning people 
to put up with evening people and vice 
versa. 
We do wish that the professor would 
publish his findings so that we could obtain 
reprints. A sheet containing this infor- 
mation could be carried in one's wallet and 
presented to employers, etc.. the same as 
one's birth certificate or social security 
card. After all, it is unfair that we late 
rousers should have to go on being labelled 
"lazy" by our eccentric colleagues who like 
to rise early. Also, it is detrimental to 
one's mental health to hear these same 
people make the comment that people who 
cannot wake up when the alarm rings are 
"dependent," do not enjoy their daily work, 
are basically unhappy. etc. 
By the way, please don't wake us tomor- 
row morning. We want to lie in bed and 
contemplate these new findings. 
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SAUNDERS 


NURSING 


TEXTS 


Offer up-to-date, effective professional 
guidance toward better nursing practice 


New (3rd) 
Price 


Edition! 


An easily understood presentation of modern nursing concepts 


THE ART. SCIENCE AND SPIRIT OF NURSING 


Here is a popular nursing arts text that will heighten 
the student's enthusiasm for her career and for her in- 
dividual role as a vital instrument in caring for the sick. 
Every modem concept of nursing is included - facts, 
principles, scientific correlation - and all are complete- 
ly in line with today's curriculum needs and require- 
ments. 
Extensively reviewed and rewritten, this New (3rd) Edi- 
tion contains revised material on the development of 
nursing; the nursing school; student orientation; and 


care and use of hospital equipment. Two new chapters 
- Scientific Principles of Nursing and Legal Respon- 
sibilities of the Nurse - have been added. Topic out- 
lines, vocabularies, and suggested reference assignments 
are provided for each chapter. A revised Teachers 
Guide, containing nursing procedures and situation 
problems, is also available. 
By ALICE L. PRICE. R.N.. M.A., Formerly Counselor, School of Nursing, 
Presbyterian Hospital, Chicago; Nurse Consultant. Hill-Rom Company, Inc., 
Batesville, Indiana. About 700 pages. 6%" x 93f.{', with about 260 illustra- 
tions. About $7 00. New (3rd) Edition-Just Ready! 


New (2nd) Edition! 
Ma rlow 


Provides a wealth of basic information on pediatric care 
TEXTBOOK OF PEDIATRIC NURSING 


This leading pediatrics text is now available in a spark- 
ling New (2nd) Edition. It comprehensively covers the 
care of children in health and disease from birth through 
to adolescence - emphasizing nonnal growth and de- 
velopment. An easy-to-follow fonnat of units is pre- 
sented covering each successive age group (the new- 
born, the infant, the toddler, etc.). 
For each age group discussed, the author provides: up- 
to-date concepts concerning nonnal growth, develop- 


ment, and care of the child - Latest socio-psychologic 
thinking on the effect of illness upon the child - 
Current information on immediate and long-tenn care 
of illnesses peculiar to each particular age. Full atten- 
tion is given to presenting the most up-to-date aspects 
of nutrition, mental health, prevention of illness, rehabi- 
litation, and public health as applied to children. 
By DOROTHY R. MARLOW. R.N., Ed. D., Associate Professor of Pediatric 
Nursing, University of Pennsylvania School of Nursing, Philadelphia. About 
750 pages. 714" x 1014". with about 290 illustrations. About $8.25. 
New (2nd) Edition-Just Ready! 


New! A lavishly illustrated presentation of introductory anatomy and physiology 
Jacob and Francone - STRUCTURE AND FUNCTION OF MAN 


Ideally suited for the beginning nursing student, this 
new, magnificently illustrated book clearly presents ana- 
tomy and physiology as one integrated subject. The 
anatomy of the entire body is outstandingly illuminated, 
using a regional approach. Over 400 original and 
beautiful illustrations are accompanied by easily-un- 
derstood clinical material on varied disease entities and 
typical pathological states. A brief incisive survey of 
each organ system is given. Each chapter includes a 
short outline of its content, a comprehensive summary, 
and practical study questions for assignment and review. 


Latest Nomina Anatomica terminology is used through- 
out. 
As an additional teaching aid. IO units of illustrations from 
the book are being prepared for overhead projection. These 
transparencies with multiple overlays (a number in color) per- 
mit easier classroom instruction and can be used for testing. 
The set of Techno/ax Projectuals will be available at approxi- 
mately $50.00. 
By CTANLEY W. JACOB. M.D., F.A.C.S. Associate Professor of Surgery. Uni- 
versity of Oregon Medical School; Lecturer in Anatomy, University of Oregon 
Schoo! of Nursing; and CLARICE ASHWORTH FRANCONE, Medical Illustra- 
tor. Head of the Department of Medical Illustrations. University of Oregon 
Medical School. About 600 pages. 714" x 1014". with about 425 illustrations 
(some in color). About $8.00. New-Ju51 Ready! 


Texts gladly sent to teachers on approval 


w. B. SAUNDERS COMPANY 


Canadian Representative: 
McAinsh and Co. Ltd. 
1835 Yonge Street, Toronto 7 


West Washington Square, Phi ladelphia, Pa. 19105 
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...take the needle 
out of the patient! 


INFUSE VIA... 


INTRACATH ... places a pliable catheter into 
the vein. Radiopaque with stylet or plain, 
8" to 36" lengths. 
ANGIOCATHTM... places a pliant cannula into 
the vein. 2 1 /4" length. 
CUT-DOWN CATHETERS.. .13 to 22 gauge, 
8" to 36" lengths. 
All of these Bardic@ Deseret products are 
pyrogen-free, supplied in a Steril-Peel'"' 
package that is easy to open, aseptically. 


only BARD has all three 


XNTEGRI-r-- 

 G 
. ÞI 
C.R.BARD, INC. 
 BARD 
 
H 
MURRAY HILL, N. J. 1 
 
BINCE 1.11307 


FOR COMPlETE INFORMATION, REQUEST BULLETIN 355 
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ARTIFICIAL lARYNX 
(BELL TELEPHONE) 


Description - A new improved version of the electronic artificial 
larynx. The new device resembles previaus models except for the head 
and diaphragm which are smaller, actually measuring one inch in 
width. This smaller head fits more snugly against the throat permitting 
sound waves to pass mare readily into the throat cavity. This 
innovation will extend Use of the larynx to people who, because of 
the size and shape of neck or because of scar tissue, may have been 
unable to use other units effectively. 
The artificial larynx is small, similar in appearance to an electric 
razor, and contaured in shape to fit the hand comfortably. When the 
head is pressed against the throat and the control lever depressed, 
vibrations are transmitted through the flesh of the throat into the 
pharynx. These vibrations are formed into voice sounds by the use 
of tongue, lips and teeth in the same manner that the normal talker 
reproduces speech sounds. 


í 


.J 


Most medical authorities regard esophageal speech as the most 
effective means of vocal communications for laryngectomized persons. 
However, the company hopes the artificial larynx may help those who 
are unable to master that method. 
The new unit comes in two models: one high-pitched to simulote 
the female voice, and the other with a lower pitch for men. Priced 
at $45, it is distributed by Bell Telephone Company as a public service, 
on a non-profit basis. Doctor approval is a condition of sale. 
Complete information may be obtoined at any Sell business office 
in Ontario and Quebec, and from the major telephone componies 
operating in the other provinces. 


SURMONTIl 
(POULENC) 


Indications - An antidepressant drug useful in treatment of true 
or atypical melancholic depressions, depressive psychoses, obsessionol 
neuroses. 
Description - Tablets containing 25 and 100 mg. Trimipramine; 
2 cc. ampoules containing 25 mg. (12.5 mg./cc.) for I.M. injection. 
Dosage - Must be carefully reguloted and supervised by physician 
on an individual basis. Potients on I.M. therapy must be kept in bed 
during the first few days. 
Caution - Side effects generally respond to reduction of dosage. 
Three types of side effects occur: functional (vertigo, weakness, 
drowsiness, dryness of mouth, palpitations); neurological (mixed type 
trembling, convulsive seizures); psychiatric (inversion of mood, confusion 
in aged patients, anxiety manifestations). Utmost caution in orterios- 
clerotic, hypertensive or aged patients is recommended, and parenteral 
route therapy is generally contraindicated. Collapse is rare, but if it 
occurs should be treated with nor-epinephrine-like drugs, not epinephrine- 
like. The safety of this drug in pregnancy is not yet established. 
For drug cards and further information write: Poulenc Ltd., 85S0 
Esplanade, Montreal I}, P.Q. 
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DISPOSABLE GASTRIC SUMP TUBE 
(AN PRO-BUSSE) 


Description - An individually packaged, clear, non-toxic, vinyl plastic 
tube designed for the continuous suction of fluids from the stomach. 
This double-lumen tube is available in adult and pediatric sizes. It 
cap be passed transnasally. The tube can be connected to any low 
vocuum aspirator. The double lumen tube allows for easy irrigation; 
th.. smaller tube may be connected to a bottle into which saline is 
slowly dripped to provide automatic irrigation. 
A longer tube with a mercury-weighted-tip is available for sump 
drainage in the lower intestine. 
Samples and prices are available from Busse Plastics, Great Neck, 
N. Y. Jl021. 
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FOLEY CATHETER WITH VALVE 
(RUSCH) 


Description - Foley bolloon catheter with a new outomotic volve. 
A stondord syringe tip is inserted into the valve and the sterile woter 
injected. To deflate the balloon, the tip of the empty syringe is inserted 
into the valve with 0 slight pressure. This opens the valve and the 
balloon deflates outomatically. 
The new catheter is pocked in the sterile "Stripseal" container of 
unbreokoble plastic which prevents accidental contaminotion and 
provides convenient ospetic hondling. 
The company states thot the new catheter is made by the multiple 
dipping process with a separately made balloon for exceptional 
dependability. It is available with 5 cc. or 30 cc. balloons in sizes 
12 to 30 French. Sterilizotion is accomplished by electron beam 
irrodiation and checked by bacteriological testing. 
Additional information is obtainoble from Rusch Incorporated, 25 
Grenville Street, Toronto 5, Onto 
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BUROWETS 
(PAN RAY) 


Description - A disposable dermatological wet dressing thoroughly 
sa:urated with Surow's solution diluted 1 :20. The problem of mixing and 
diluting Burow's Solution is elimited with Surowets. One dressing can 
:Je conveniently applied and used for }5 to 30 minutes. 
The new product wos designed for use as a soothing and astringent 
wet dressing for the relief of inflammatory conditions of the skin 
::"ising from swelling, bruises, athlete's foot, insect bites, poison ivy, 
"lIergic or other environmental skin conditions. For external use only. 
Each Surowet measures 7 1 /2" x 9 1 /2" and is made of absorbent 
non-woven fabric and can be easily folded for application on any area 
at the body. They are individually pocketed In laminated foil and are 
available in boxes of 12. 
Further information can be obtained by writing to Panray, division 
of Ormont Drug and Chemical Co. Inc., 223 South Dean Street, 
Englewood, New Jersey. 


OBElINS WITH FLUORIDE 
(MEAD JOHNSON) 


Indications - For diet supplementation in pregnancy and lactation 
to provide bosic vitamin-mineral support for the mother's diet, and 
supplemental nutritional elements (including fluoride) to contribute to 
sound tooth development in the unborn child. To be used when the 
fluoride content of the mother's water supply does not exceed 
0] p.p.m. 
Description - Each tablet supplies 1 mg. fluoride (from 4.94 mg. 
potassium fluoride); 132 mg. ferrous fumarate (equivalent to 200 mg. 
ferrous sulphate or 40 mg. elemental iron); 250 mg. calcium (from 
650mg. calcium carbonate); 100 mg. ascorbic acid; 400 I.U. Vitamin D. 
Formulation is phosphorus-free. 
Dosage - } tablet daily. 
Contra indications - Obelins with Fluoride tablets should not be used 
when the patient's water supply has a fluoride content exceeding 
0.7 p.p.m. Sefore prescribing, the physician should ascertain that the 
Nnter consumed is of known, low fluoride content. 


692 TABLETS - PROPOXYPHENE COMPOUND 
(FROSST) 
Indications - For the relief of mild to moderate pain where an 
alternative to established analgesics is desired. 
Description - Each film-coated tablet contains: Propoxyphene HCI 
65 mg. (l gr.); acetylsalicylic acid 225 mg. (3 1 /2 gr.); phenacetin 
160 mg. (2 1 /2 gr.) caffeine 32 mg. (1/2 gr.). 
One grain of propoxyphene in combination with acetylsalicylic acid. 
phenacetin and caffeine provides analgesia which approximates that 
of '/2 grain of codeine in combination with the same ingredients, e.g., 
"292" tablets. 
Dosage - One tablet t.i.d. or q.i.d. 
Caution - Nausea and drowsiness have occasionally been noted as 
well as dizziness in ambulant patients. Skin rashes, itching and g.i. 
disturbances (including constipation) have been observed. Propoxyphene 
has very liltle addicting liability although one case has been reported 


DISPOSABLE TOWEl.DRAPE 
(JOHNSON & JOHNSON) 


DescriptIon - A barrier towel-drape for use in any minor surgical 
or therapeutic procedure requiring a sterile field or positive bacterial 
barrier This new three-layered towel is disposable, moisture proof. 
lint-free and absorbent. Constructed with an impervious plostic film 
liner, it completely prevents "flow through" of air, liquids, exudates 
and microorganisms. It is impossible for pathogens to pass through the 
towel from one surface to the other. The 17" x 30" towel-drape is 
packoged in flat, easy to handle individual sterile packages or is 
available in bulk form designed for inclusion in hospital packs. 
The new towel, used in place of a woven colton towel, has 
applications in hospital obstetrical departments, laboratories, outpatient 
departments, emergency rooms and medical-surgical floors, wherever 0 
sterile field Or sterile drape is desired. and in doctors' offices ,industrial 
first aid stations, nursing homes, and by visiting nurses for procedures 
requiring a sterile field. 


VAGINAL IRRIGATION TRAY 
(SAXTER) 
Description - A sterile, disposoble, efficiently-packaged, vaginal 
irrigation tray. Packaged in a paper-wrapped plastic boot, the unit 
contains a } 500 cc. plastic bag with integral tubing (with clamp) and 
douche nozzle; plastic-coated, water-proof treatment pad; fenestrated 
drape; gloves; bacteriostatic cleansing agent and rayon sponges; towel. 
A plastic protective covering for the douche tip is also included. 
For further information write to: Baxter laboratories of Canada lid. 
Alliston, Ontario. 
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The answer: TUMS! 
These mild, minty- 
flavoured tablets will give fast relief 
from heartburn, gas and the 
other discomforts of acid indigestion. 
Keep TUMS in mind when 
your patients ask this question. 
Remember TUMS bring fast, long 
lasting, safe relief. . . and they 
cost so little too. 
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for the tummy 


DISPOSABLE MORTUARY SHROUD 
(BUSSE) 
Description - A new plastic shroud sheet for hospital use. This 
plastic shroud sheet is sold at the low cast of a paper sheet. It 
combines the strength of colton with the price of a disposable. Size is 
60" x 90", individually folded for ease in storing and handling. It 
is an opaque milk white, with a grained finish. 


\ 
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FUllER ANORECTAL SHiElD 
(WINlEY-MORRIS) 


Description - A protective shield especially designed to maintain 
anal, perianol or sacral dressings comfortably in place without binding 
and without use of tope. Styled on undergarment lines, the shield is 
made of a soft colton fabric, rubberized to prevent soiling or staining of 
clothing or bed linens. Other dressings are easily secured in ploce 
with a single safety pin. It is filted with an adjustable elastic waistband 
and held in place with two front tapes. While the past-operative area is 
completely protected, there is no interference with urination. Winley- 
Morris Co. ltd. 2795 Bates Rood, Montreal 26, P.Q., will supply further 
information. 
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PATIENT AID BOOKLET 


The Memorial Hospital of Long Island 
has prepared a booklet The Communicator 
Gnd Translator to aid hospital personnel in 
communicating with persons of many na- 
tionalities. 
Sentences expre
sing various need
. com- 
monlv uttered by hospitalized patients, are 
tran
lated into twelve different languages. 
The foreign-speaking patient can poi1l1 to 
the appropriate line of type in his language 
and the nurse (or doctor) can read the Eng- 


J- 


lish translation of the phrase. 
Example: Italian 
I want a glass of water. Desidero un bic- 
chi ere d'acqua. 
I want to get up. Desidero alzarmi 
[ am too hot. Sento ptroppo caldo. 
In limited quantities, the books cost one 
dollar each (U.S. funds). Checks should be 
made payable to the Department of Pastoral 
Care. Memorial Hospital of Long Beach. 
Long Beach, California. 
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For more efficient oral 
hygiene Steri/sol . e . tIle professiollal 
tIlerapeutic 111 out 11 ,va
h alld gargle 


New levels of achievement in the main- 
tenance of oral hygiene are now pos- 
sible due to the natural affinity of 
Steri/sol's active ingredient, hexeti- 
dine, for mouth tissues. Relatively 
unaffected by food and drink, Steri/sol 
maintains bactericidal and bacterio- 
static activity for hours. 
For bad breath, sore gums, minor oral 
infections or for sore throats due to 


colds, rinse and gargle with full 
strength Steri/soI. For prophylaxis and 
maintenance of a constant high level 
of oral hygiene, use Steri/sol night and 
morning. 


WARNER-CHILCOTT 1tWfê\1 
loronto.OntariO W 
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MADE BY THE MAKERS OF PERITRATE, SINUTAB, TEDRAL, GELUSIL 


BLOOD - A HUMAN RIGHT 


There is no substitute for whole blood. 
When an individual loses great quantities 
of his own blood through an injury or 
surgery. transfusion of whole blood or 
blood products is the only answer. Last 
year in Canada, one person in 66 required 
a transfusion of two or more units of 
whole blood. One person in 427 needed 
a transfusion of blood products. These 
needs were met because Canadians volunta- 
rily donated their blood through the Blood 
Transfusion Service of the Canadian Red 
Cross. Blood is available free of charge 
to anyone in hospital who needs it. Be- 
cause it is free. sick and injured Canadians 
saved more than $25 J /2 million la
t vear. 


This money-saving angle. however, is 
not to be most Important part of the Red 
Cross free Blood Transfusion Service. What 
is important is that through this service. 
an individual's most basic right - life 
can be preserved by his fellow men. 


The Canadian blood transfusion service 
is unique among similar services in the 
world. Recent obs
rvations have shown tha! 
the laboratory standards maintained b
 
the Canadian Red Cross are second to 
none. Societies around the world constantly 
seek the advice of Canadians for the oper- 
ation of their own transfusion services 


The Canadian Red Cross continues it
 
search for ways to improve its already high 
standards. and to play a more important 
role in the blood research projects carried 
on by doctors and research chemists. AI 
present, Red Cross research lal->oratories 
are concerned with certain blood plasma 
proteins, their isolation and refinement. 
The purpose of this research is to purify 
plasma proteins. Research also includes 
the application of the latest development
 
in chemistry to problems a
sociated with 
routine blood banking in order to increase 
the score and precision of testing in their 
blood depots across Canada. 
Diagnostic service
 are supplied to 
hospital laboratories that are not equipped 
to make certain detailed investigations of 
blood. Also. new methods of op
ration are 
constantly being assessed with a view toward 
more economical operation of the blood 
transfusion service as well as its general 
improvement. 


Canadians can be justly proud of their 
Red Cross blood transfusion service and 
blood research program for they are res- 
pected by many the world over. 


RED CROSS + 
IS ALWAYS THERE 
WITH YOUR HELP 


THE CANADIAN NURSE 



THE CLEAN WAY TO RINSE PATIENT UTENSILS 


AMSCO-GRAYdiverter valve 


Simple, clean, modern and effective. That describes AMSCO's popular 
Gray Diverter Valve. This chromed hoseless bedpan-emesis basin rinser is 
easily installed as part of the water closet. Both hands are free to hold 
the bedpan. The water closet flushes normally with the added feature of 
being equipped to spray-rinse patient utensils as soon as they become 
soiled. This immediate rinsing of each patient's utensil in the 
 
patient's room minimizes the possibility of cross contamination. A 
 
In existing or new construction, installation takes only minutes 
 
 ... CAN A D A 
and is accepted under the most rigid plumbing codes. -BRAMPTON ONTARIO- 
There is no cleaner and sater way to rinse patient utensils. 
Write for brochure SC-367R 
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1. 
PUll DOWN 

PRAY ARM 


1 


-4 


- - - 


} Af\1SCO-GRAY 
DI\'ERTER VALVE.. 
Catalog number 7-C 
type .::!. 


2 
FLUSH 


j" 


3. 
RINSE 
UTENSil 


. 


4. 
RAISE 
"PRAY ARM 
...THAT S IT! 



FOR PATIENT PROTECTION 

 


"" 



 


POSEY HEEL PROTECTOR 
Patent Pending 
The Posey Heel Protector serves to protect 
the heel of the foot and prevents irritation 
from rubbing. Permits patient to move his 
feet in bed with comfort and freedom. Cons- 
tructed of slick, plioble plastic, lined with 
Polyether foam to prevent pressure points. 
Designed with self-sizing open heel for com- 
fort and air circulation. Fitted with heavy, 
self-sizing liner which may be removed and 
laundered. Posey Heel Protector, Cot, No. 
HP-63, $3.75. Cotton Liner For Above, Cot. 
No. HI-63, $0.45 eo., $4.80 doz. 


NO. 66 
POSEY BElT 
Potent Pend ing 


This new 
Posey Belt 
provides safe- 
ty to a bed 
patient yet 
permits him 
to turn from side to 
side. Also allows sitting 
up, if belt is slackened. 
Made of strong, rein- 
forced white cotton webbing; with flonnel- 
lined canvas reinforced insert. Strop posses 
under bed after a turn around spring roil to 
anchor. Friction-type buckles. Buckle is un- 
der side of bed of patient's sight and 
reach. Also available in Key-Lock model 
which attaches to each side of bed. Small, 
medium and large sizes. Posey Belt, Cot. No. 
66. $7.80. Posey Key-Lock Belt, C<1I. No. 
K66, $13.65. 
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POSEY SAFETY BELT 
Patented 
Allows maximum freedom with safe re- 
straint. An improvement over sideboards, 
the Posey belt is designed to be under the 
patient and out of the way. 8elt and bed 
strap ore of heavy white cotton webbing; 
loop and pod of cotton flannel. friction-type, 
rust-resistant buckles. Small, Medium and 
Lorge sizes. Posey Safety Belt, Cot. No. 
S-141, $6.45. (Extra heavy construction with 
key-lock buckles, Cot. P-453, $19.50) 


J. T. POSEY COMPANY 
39 S. Santa Anita Avenue, 
Dept. CNJ 


Pasadena, Califarnia 91107 
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/fandom Commønls 


Letters to the Editor are welcome. Only 
SIGNED letters will he considered for 
publication. Name will be withheld from 
the published letter at the writer'., reouest 


ON OUR NEW FORMAT: 


I would like to take this opportunity to 
congratulate you and your staff on the 
"new look" of THE CANADIAN NURSE. The 
timing of the changed appearance to coin- 
cide with the Diamond Jubilee of publication 
seems most appropriate. 
You have chosen a distinctive cover 
design, and with the simple functional 
format the total effect is extremely pleasing 
and professional. All Canadian nurses 
should be justly proud of their magazine. 
It is always read with much enjoyment at 
ICN headquarters. 
-Valerie O'Connor, Acting Editor, In- 
ternational Nursing Review. 


I think the "new dress" of the JOURNAL 
is attractive and dignified. I feel sure you 
will receive many complimentary comments 
from the nurses and others. 
-A. Isabel MacLeod, President, C.N.A. 


Congratulations to THE CANADIAN NURSE 
for its beautiful new look! The cover 
design is indeed attractive as is the way in 
which the editorial material and advertising 
is handled. 
Best wishes on your sixtieth anniversary 
and for many. many more years of success. 
-Lucille E. Notter. Editor. Nursing 
Research. 


Congratulations on the new appearance 
of the JOURNAL. It is most attractive and 
I do think the articles are easier to read. 
-Doris E. Gibney, Assistant Executive 
Secretary, RNAO. 


May I add my word of congratulations 
to the many I am certain you are receiving 
regarding the new format. 
Though I am among those who found the 
previous style such a convenient size to 
hold, especially for night reading, I must 
agree that this one looks very professional. 
At first glance it looked bare, but its 
simplicity is growing on me. I believe it 
will become increasingly distinctive as we 
see succeeding copies. 
-Margaret M. Wheeler, Nursing Consul- 
tant, Division of Industrial Hygiene, Quebec. 


There are some shocks in life that have 
pleasant repercussions and encountering the 
new design for the first time has had this 
effect for me. Even the best intentioned 
of us are apt to look upon changes with 
a little skepticism, but there is little doubt 


in my mind that the larger-sized edition will 
enable our national JOURNAL to make a 
still greater contribution to the development 
of nursing in Canada. 
-Albert W. Wedgery, Reg.N.. Assistam 
Director, College of Nurses of Ontario. 


Congratulations on the new layout of 
Lhe JOURNAL. Looks "very classy!" 
-Vivian Wood, Faculty, The University 
of Western Ontario School of Nursing. 
London, Ont. 


January issue of the JOURNAL has just 
arrived - I do like the new format. looks 
as if we were really growing up ! 
-C. Aitkenhead, Director of Nursing. 
Sherbrooke Hospital. Que. 


The new edition of THE CANADHN NURSE 
is a credit to our profession. 
-Sister Barbara. St. Joseph's Hospital. 
London. Onto 


What an eye-catcher our January issue 
of THE CANADIAN NURSE! The effect of the 
contents is more readable, too. What 
strides the JOURNAL has made over the 
years! You are all to be congratulated on 
the high standard of information given. 
What a far cry to earlier days! It is keeping 
step with the nuclear age. 
To all participants in the production of 
our Canadian nurses' magazine. please 
accept our gratitude; your success and a 
continuation of progress are assured. 
In discussing the new look with some 
of our nursing staff, we all agreed that 
THE CANADIAN NURSE should have a more 
prominent place on the cover. and our 
name and address labels not so conspicuous. 
We shall miss the colored scheme too. 
Every good wish to you all. 
-Ella M. Roulston, Director of Nursing. 
Lady Willingdon Hospital, Ohsweken. Ont. 


Congratulations on the new format of 
the JOURNAL. As a sample of "things to 
come" it is taking its place with the better 
professional publications. 
-Sister Damian, Administrator. Provi- 
dence Hosp., High Prairie, Alia. 


Best wishes for your "New Dress" to the 
JOURNAL. 
--C. Nucci, M.D.. Montreal. 


Thank you for sending me a copy of 
THE CANADIAN NURSE, January issue, with 
my article in it. The new rover is attractive, 
but I think it will take a few issues to 
get lIsed to it as well as to the new 
format. I am ready to accept it. however. 
---Sister M. Felicitas, Director. School 
of Nursing, St. Mary's Hospital. Montreal. 


THE CANADIAN NURSE 



I was most favorably impressed with the 
new format. 
--C. J. Parsons, R. N., Alberta. 


What a delightful surprise to receive 
the new version of THE CANADIAN NURSE 
this month. The Journal Board is to be 
congratulated on the selection of this new 
format and cover style. 
The cover is simple and distintive, and 
the copy very readable and easy to follow. 
All in all. it is indeed a more professional 
looking publication - p
rhaps befitting 
the changing status of the modem nurse. 
---Sister Mary Grace, Administrator, St. 
Joseph's Hosp., Hamilton, Onto 


Congratulations on the January edition 
of our professional magazine THE CANADIAN 
NURSE. 
This new format is both distinctive and 
dignified and certainly does "eye justice" 
to the excellent material which lies between 
its covers. I am sure you would find the 
delighted response of the nurses on our 
nursing service and nursing education staff 
some small source of encouragement for 
all your efforts to bring THE CANADIAN 
NURSE to its present state. 
-Sister M. Celestine, M.5c.N., Director 
of Nursing, St. Joseph's Hosp., Hamilton, 
Ont. 


Congratulations on the appearance of our 
new JOURNAL. 
Our entire staff has read each article, 
advertisement and suggestion with renewed 
faith that you can and will bring new 
methods and ideas to those of us who are 
stîll engaged in nursing. but lack the 
opportunity of attending classroom sessions 
or other postgraduate activities. 
Keep up the Good Work! 
-Hotel Dieu of Saint Joseph, Nursing 
Staff, Perth. N.B. 


The cover selected has added a new 
dimension to THE CANADIAN NURSE in more 
ways than one. Congratulations to all 
concerned. 
--C. Lewis Gould. Uniforms Registered. 
Toronto. Onto 


May I take this opportunity to congra- 
tulate the editorial staff on the format of 
the January edition. The new size and 
layout seems a definite step toward a 
professional journal and is most acceptable 
as an aid in our attempts to reach such 
recognition 
-Margaret F. Munro. Saskatoon, Sask. 


Well. I received the new JOURNAL today 
as did many others in our office. I was 
quite interested in the reaction of the girls 
to the new format. I think most of them 
were quite pleased about the change. but 
there were others who were rather disap- 
pointed in the plain cover. Several remarked 
on the fact that the name and address 
being placed in the centre of the book 
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looked a little out of place. My opinion 
was that this placement was not intentional 
or permanent, and I voiced this opinion to 
some of the girls. Am I correct in this 
assupmtion ? 
Personally, I think the magazine has 
improved considerably with the new arrange- 
ment of articles and the size of the book, 
etc. I like it very much - except for the 
placement of the address label in the centre 
of the cover. 
-Ruby Harnett, Associate Director, Dept. 
of Nursing Service, Dept. of Health, St. 
John's, Nfld. 


It was with eagerness and anticipation 
that I awaited our first 1965 JOURNAL 
expecting, since a contest had been held 
and many entries sent in, a brîlliant if not 
artistic cover. Yes, I do like the simplicity 
and dignity, the distinctiveness and truly 
professional appearance of this the JOURNAL 
of all the nurses of Canada. However, to 
have these qualities alone representing us 
is, in my mind, to say that the nurses of 
Canada lack creativeness, imagination and 
feeling. How nice it would have been to 
see a bit of the human element around 
which our work and our hearts evolve. on 
our cover to represent us. 
In disappointment and sincerity. 
-Registered Nurse, Shawbridge, Que. 


AND ON OTHER MATTERS: 


I read with interest the letter by Helen 
Gemeroy of Quebec in the January issue, 
in regard to her opposition to the article 
"The Christian Nurse's Role." (Aug., 1964). 
I did not get the feeling from the 
inclusion of the article that the JOURNAL 
is making an assumption regarding the 
religious convictions of its readers. There 
are practicing nurses who do feel that a 
Christian belief has a definite part in their 
life. Let them express it. Is this not the 
purpose of the JOURNAL? In the January 
issue the main theme is obstetrical care. 
Of course this is not going to appeal to 
every nurse but it expresses the authors' 
experience and study. The articles will be 
read by those who are interested in this 
field. 
From my own experience I have never 
found my own convictions about religion 
damaging to any relationship with any 
patient. It has been on the contrary. 
Thank God for nurses who will stand up 
for what they see to be right. How can 
anyone perceive and measure the world 
and themselves, the problems and solutions, 
unless they have a system of values that is 
a yardstick to measure by? 
I am glad to see that TifF CANADIAN 
NURSE does not have a policy of censor- 
ship. We need more articles about the 
convictions of nurses who are nursing in 
this rapidly moving age. There are two sides 
of this coin called "profession". 
- Barbara Surbeck. R.N.. Edmonton. 



 


Coming 
This Spring 
From Appleton 


Drugs and 
Nursing Implications 


by LAURA E. GOVONI, M.A. 
with Faye Clark Berzon, M.S. 
and Marilyn Bellin; Fall, B.S. 


This new handbook is specif- 
ically designed as a nurse's 
guide to the intelligent admin- 
istration of drugs. All drugs are 
presented in logical and stand- 
ard sequence: U.S.P. Nome, 
Trade Name, Drug Group, Ac- 
tion, Uses, Route, Dosage, Con- 
traindications, Toxicity, and Side 
Effects. 


For the nurse, the invaluable 
feature of this book is the de- 
tailed discussion of Nursing Im- 
plications which is part of the 
coverage of each drug. Here 
the nurse is advised of pertinent 
clinical, emergency, and reha- 
bilitative aspects. With Acet- 
azolamide (Diamox), for ex- 
ample, she is told: (l) intake 
and output, (2) daily weight, 
(3) the diuretic effect usually 
lasts for 2 to 3 days only; for 
this reason the drug is generally 
given on alternate days. 


Based on a thorough and pains- 
taking study of the pharmaco- 
logic action of each drug and 
the physiologic changes which 
imply nursing responsibilities, 
this handbook is a voluoble aid 
to the experienced nurse and 
an invaluable text for the 
student. 


1965. Approximately 350 pages. 
Flexible Cover $4.95 


Order at your local bookstore 
or directly from: 


APPLETON-CENTURY -CROFTS 


Division of Meredith Publishing Company 


440 Pork Avenue South 


New York, New York 10016 
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RANDOM COMMENTS. 


(con't.) 


I was deeply touched by your article 
(Aug. 19664) "The Christian Nurse's Role," 
and passed it on - as I feel it is a much 
needed dimension in nursing. 
J too cast my vote for part-time nursing. 
-Alice Anne MacKenzie, R.N., Rock- 
cliffe Park. Ont. 


I wonder if I might ask you to make a 
correction in the recent "Nursing Profile" 
you published about me. In it, I was 
described as Assistant Director of Nursing 
at University Hospital, Saskatoon. Actually 
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my posItIon is Assistant Director of the 
Hospital and Director of Nursing. 
Many thanks for the very nice biography. 
-Madge McKillop, Saskatoon, Sask. 
[Our apologies for the error - Ed.] 


The advance notice of the neurosurgical 
and neurological articles due to appear in 
the March issue of the Journal (Feb. 1965, 
p. 110) advertises only those written by 
doctors. But there are also articles on 
neurosurgical nursing to which the me- 
dical articles are complimentary. Although 
these are written by nurses who are autho- 


begins with 
weight watching I 
Weight control and general well-being 
depend on avoiding extra calories. 
Using Sucaryl means you can keep 
an attractive silhouette, maintain your 
ideal weight-yet go right on enjoying 
fully sweetened, natural.tasting foods 
and beverages. 


Sucaryl Sweetens 
Without Calories! 


Sucaryl contains no calories at all. 
Whether you are just watching your 
weight, or are on a prescribed low- 
sugar diet, you can use Sucaryl in 
tablet, liquid or granulated form in 
cooking, freezing or canning, as well 
as in coffee and tea. It is not affected 
by heat or cold, has no bitter taste or 
after.taste. 


look for Sucarylat your 
drug store-and ask 
for your free copy of 
the 32-page colour 
booklet, "Calorie- 
Saving Recipes with 
Sucaryl". 


Sue aryl. 


Non-caloric Sweetener 


-Trade Mark ReQlatered 
eJ 


ABBOTT lABOR A TORIES LIMITED 


Hall'.. . Montreal . Toronto. Winnipeg . Vancouver 


rities on neurosurgical nursing, there is no 
mention of them in the editorial advertise- 
ment. 
The editors presumably believe that first 
class nursing articles are less attractive to 
their readers than some background inform- 
ation from the pens of doctors. Such false 
modesty is the curse of a profession accused 
of not having a mind of its own. 
Are any contributions more important 
than clinical articles written by nurses who 
I.now what they are talking about? 
- T. P. Morely, F.R.C.S. (C), Toronto 
General Hospital, Toronto, Ontario. 


ðn dlømo/liam 


It is with regret that we report the 
death of Dr. George Stewart Cameron in 
Peterborough, ant. Dr. Cameron was 
named an honorary member of the CNA 
in 1962 as a tribute to his work on behalf 
of Canadian nursing. He was chairman of 
the Joint Committee of the Canadian 
Medical and Nurses' Associations which 
sponsored the Weir Report in 1929. He 
retained a strong interest in nursing and 
contributed in many ways to its growth. 


Nurses across Canada were saddened 
to hear of the death of Dr. Kasper Nae- 
gele of Vancouver. Dr. Naegele had 
worked closely with nursing for many 
years. In 1961 he was asked by the Can- 
adian Nurses' Association to direct a 
Study of Nursing Education in Canada. 
He presented his report to the Biennial 
Convention in St. John's, Nfld. this past 
summer. Dr. Naegele was Dean, Faculty 
of Arts, University of British Columbia. 
He was a wise and courageous man and 
he will be sadly missed. 


Bernadine (Mancuso) Adams '30, On- 
tario Hospital, Mimico, ant. 


Sarah Archard '14. Victoria General 
Hospital, Halifax, N.S. 


Orphy (Brisbin) Austin '41, Frankie 
Eileen (Duffield) Bullen '18, Jean Leish- 
man .08, Margaret (Keyes) Rhuland '33 
Laura Rowan '20, Viola (Copp) Van de 
Weil '32, Marie (D'Altry) Willows '19. 
Toronto General Hospital, ant. 
Eila Terttu (Haahti) Dicker '54, 8t. 
Paul's Hospital, Vancouver, B.C. 


Muriel Frances Maud Frampton, '15, 
Emily Florence (Dowker) Gordon '34. 
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Royal Jubilee Hospital, Victoria, B.C. 
Eleanor Smyth (Moffat) Hutchins '31, 
Victoria Hospital, Prince Albert, Sask. 
Helen Jubinville '61, St. Boniface Hos- 
pital, Manitoba. 
Grace Dorothy (Macinnes) Kerfoot 
27, Brockville General Hospital, Ont. 
Marguerite (Mercier) Labelle '46, Hôpi- 
tal Ste-Justine, Montréal. 
Jeanne Labrosse '24, Olivette (Belain- 
sky Phaneuf '44. Hôpital Notre-Dame, 
Montréal. 
Lillian Jeane (Stevens) Mcintosh '20, 
Inez Harriet (Ketchum) Robson '37, Van- 
couver General Hospital, B.C. 
Janet (Cameron) MacNeill '32, Salem 
General Hospital, Salem, Mass. Mrs. Mac- 
Neill worked in Antigonish, N.S. for se- 
veral ye
rs. 
Elizabeth (Atwood) Outerbridge '55, 
King Edward VII Memorial Hospital, 
Bermuda. 
Mary-Ann Pacey '27, Plummer Memo- 
rial Hospital, Sault Ste. Marie, Ont. 
Helen Harriet Tyler, Grant Hospital, 
Columbus, Ohio. Miss Tyler had worked 
in St. Catherines, Onto for many years. 


In the Good Old Days 


(The Canadian Nurse APRIL 1925) 


It is told of Ruskin, the great Victorian 
art critic, that he was much annoyed by 
the muddy state of the road in which he 
lived at Heme Hill. He could scarcely 
venture abroad without his boots being 
splashed with mud from the wheels of a 
passing vehicle. 
In his eccentric way, he sent a sample 
of this road mud to a friend who was a 
famous analytical chemist, desiring him 
to analyse it. and tell him of what it was 
composed. 
The reply duly came. The chemist 
reported that the mud contained four in- 
gredients, viz., sand, clay, soot, and water. 
This set Ruskin thinking, and presently the 
poet, artist, .md idealist in him got the 
better of the grumbler and enabled him to 
look at the matter from a new viewpoint. 
"Sand?" said he. "Why, sand is only 
the crude form of the opal, one of the 
purest and loveliest of gems. Clay? The 
metamorphosis of clay is the sapphire, and 
all the loveliest porcelain in the world, 
wrought by the masters of handicraft. was 
just common clay once, dug out of the 
bowels of the earth. Soot? What is soot 
but carbon. and what is the diamond but 
pure carbon? Water?" 
And at that word his imagination pictur- 
ed the myriad dewdrops, Nature's jewelry, 
sparkling in the rays of the morning sun. 
"Dear, dear!" said he. "All this time 
, have simply been splashed with jewels. 
and I did not realize it!" 
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RESEARCH AID AVAILABLE 


A new publication, Research Project 
Summaries, describing selected research 
studies in the area of mental health has 
been issued by the Public Health Service 
of the U.S. Department of Health, Educa- 
tion and Welfare. Among the projects 
described are a number dealing with various 
aspects of schiwphrenia, most prevalent 
of the mental illnesses; research into the 
working of the brain, both chemical and 
psychological in nature; studies of dream- 
ing and sleep; an investigation into the 


use of h} pnosis; and studies on learning, 
emotions, sensory experiences, effects of 
drugs, and a variety of others 
Purpose of the pamplet is to present 
detailed information on a selected number 
of projects in the biological, medical, 
PS} chological, and social sciences. 
Single copies of Research Project Sum- 
maries, Public Health Service Publication 
No. 1208. can be obtained free from the 
Public Health Service, Washington, D. C. 
20201. 


I 
TERLING-QUALITY 
NJme Ping 


I -.J.-.a.. 


There is only one Sterling-Quality . . . the extra care pin that you wear 
with pride. And at so little cost that everyone should be "pinned" by 
Sterling! These plastic pins can be any color except gold or silver, lettered 
in any color including gold or silver. Sizes are as shown below, the length 
selected to suit your name! Supplied with standard pin back and safety 
clasp and lettered in blue on white plastic unless you specify 
other c<;>lor 
combination. Need two name pins exactly alike? The second IS half prIce! 


I 
I 


MRS. J. MARTIN, R. N. ] 


MISS P. RYAN, N. A. 


White Pearl- 
or-color like 


Single line 
Double line 


.60 .65 
.90 .95 


MRS. M. WilLIAMS, R. N. 
Supervisor of Nurses 


Please send correct amount with your order. Guaranteed: an} 
terlin
- 
quality name pin that becomes defective for any reason what.soever wtll 
be replaced free of charge. These are pins, not name tapes. which we also 
supply in great variety. 


STERLING NAME TAPE COMPANY 


365 Depot St.. Winsted. Connecticut 
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COME TO THIS 
GROWING 
SUBURBAN 
U.S. HOSPITAL 


Here, in friendly Connecticut, you will 
find opportunity for advancement at The 
Stamford Hospital . . : known as "the 
hospital with a heart". We can otter you a 
choice of services. . . educational assist- 
ance programs . . . health benefits, a 
retirement program and salary to match 
your ability and experience. Exciting New 
York City is only an hour away by train 
or car. Recent registration in '1' 
most Provinces is acceptable 
when applying for Connecti- 
cut registration by reciprocity. 


'. 
 


........, 
--. ... 


Write today for Our 
descriptive booklet: 
"Your Future at Stamford" 
Miss Beatrice Stanley, R.N. 
Director of Nursing 
THE STAMFORD HOSPITAL 
Stamford, Conn. 
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SfAMJO_Ø 


Driving 


. 
In 


Europe? 


FOR RENTING, LEASING OR PURCHASING 
IN ANY EUROPEAN COUNTRY 


Write for a free brochure to : 


EUROPEAN CARS SERVICE 


Suite 1002, 62 Richmond St, W, 
Toronto 1, Onto 
phone 366-2413 


Smoking and Health, Reference Book (Can- 
ada). 171 pages. Queen's Printer, Ottawa. 
1964. 
This handbook presents knowledge de- 
rived from research conducted in Canada 
and elsewhere concerning smoking and dis- 
ease. 
It should be particularly useful to those 
who are health workers in the community 
as well as to persons who are trying to give 
up the smoking habit. 
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Prevention of Hospital Infection - The 
Personnel Factor by Sir George Godber, 
R. E. M. Thompson, C. W. Walter, et 
al. 68 pages. The Royal Society of 
Health, 90 Buckingham Place Rd., Lon- 
don, S.W.I, England. 1963. 
Reviewed by Mile Vietoire Audet, Hô- 
pital Notre-Dame de l'Espéranee, Ville 
St-Laurent, Québee. 


.... 


This is a report of a meeting in London 
in 1963, concerning the prevention of in- 
fection within hospital. The meeting was 
attended by health department representa- 
tives, two bacteriologists, a professor of 
surgery, a supervisor of a central steriliza- 
tion department, and a urologist. 
One notices with satisfaction that the 
discussions centred around the human 
factor. Antibiotics, sterilizers and new 
equipment were reviewed, but each lecturer 
emphasized, in particular, the role of the 
individual in carrying out present-day tech- 
niques. 
In his opening address, Sir George God- 
ber reminded the audience that the problem 
of infection is ancient. Its present acuteness, 
however, is dependent upon several factors: 
1. The unjustified use of antibiotics, as- 
sociated with the belief that antibiotics can 
replace aseptic technique. Sir George il- 
lustrated this by quoting a urologist who 
said that there was so much infection in 
his department that he would soon have 
to return to asepsis! 
2. the undue attention given to equip- 
ment and services in comparison with the 
lack of interest shown in persons who 
handle this equipment and manage the 
s
rvices; 
3. the absence of constant attention to 
details which is the olily guarantee of sure 
aseptic technique. 
Dr. Thompson, a bacteriologist, stated 
that one can still find nurseries, even in 
our modem world, where 90 per cent of 
the babies harbor staphylococci. The fact 
that this situation is considered inevitable 
and normal is alarming. Dr. Thompson 
believes that the administration of anti- 
biotics to prevent infection is often the 
first step in using them to cover up an 
error in technique. This kind of usage 
eventually leads to substitution of anti. 
biotics for technique. He thinks that aseptic 
technique has deteriorated at all levels - 
in the operating room and at the bedside. 
Nurses are not trained as well as they 
used to be; they are no longer familiar 
with aseptic technique; today one can 
find only a few surgeons who can carry 
out aseptic technique without error. 
Hospital housekeeping is a major problem 
due to an increase in the number of pa- 
tients, a lessening of the number of 
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cleaning personnel, together with lack of 
supervision. As a rule. hospitals are dirty. 
It is easy to check this statement simply 
by rubbing your hand against the radiators. 
Operating rooms are occupied so many 
hours every day that it has become im- 
possible to keep them clean. 
No reduction of infection has been 
noticed where central sterilization exists. 
Geons have not become virulent by ma- 
gic, but the persons who handle the steril- 
ized material do not understand the mean- 
ing of the word "asepsis." Lack of basic 
knowledge, lack of training, together with a 
false appreciation of antibiotics can be 
blamed for this situation. 
Another bacteriologist, Dr. Lowbury, 
provided statistics showing that a large 
number of infections are passed on by 
the hands of the operator. He described 
various methods of culturing organisms, 
and the effects of scrubbing the hands with 
soap and water. He also discussed the 
effects of antibiotics on the skin. 
Dr. Carl Walter is of the opinion that 
infection is the result of a number of 
factors: lack of hygiene; and inadequate 
distribution of personnel on various shifts; 
ignorance; inadequate means of diagnosis 
in infection cases. 
A report published in 1951. by the 
Medical Research Council, states that con- 
trol of infection depends upon good isola- 
tion technique. perfect sterilization. ade- 
quate disinfection of equipment. and suf- 
ficient, well-trained personnel. According 
to Miss Parker, supervisor of a central 
sterilization department, the s e recom- 
mendations still hold true. Aseptic tech- 
niques and sterilization remain the two 
essential factors to the safety of the patient. 
With the coming of new techniques and 
new equipment, central sterilization is 
faced with multiple problems If a new piece 
of equipment cannot be cleaned. it must be 
used only once. Can it be wrapped and 
sterilized in the sterilizer? Sudmitted to 
Cobalt 60? Should it be handled with 
care? This information must be supplied by 
the manufacturer. 
Miss Parker adds that it is not enough 
to supply sterile equipment. The supervisor 
must also be concerned with the way 
it is handled by the technician, by the 
physician, and by the nurse. It' is essential 
that everyone know how to handle sterilized 
material correctly. 
Anyone who is interested in the problem 
of infection will find, in this volume, a 
wealth of scientific information, together 
with an appropriate reminder of the fun- 
damental rules of aseptic technique. 
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Evaluating Student Progress in Learning the 
Practice of Nursing lNursing Education 
Monographs No.5), by Alice R. Rines, 
76 pages. New York, Bureau of Publica- 
tions, Teachers Co!lege, Columbia Univ- 
ersity, 1963. Available from J. B. 
Lippincott Co., 4865 Western Avenue, 
Montreal 6, P.Q. 
Reviewed by Mrs. Vivian Wood, Lecturer, 
School of Nursing, University of Western 
Ontario, London, Onto 


A significant part of today's and tomor- 
row's nursing education will take the form 
of work in the clinical areas. As much as 
in lecture-based courses, evaluation of stu- 
dent progress is a necessary and difficult 
task. Unlike the lecture-based courses, how- 
ever, pencil and paper tests are not suitable 
evaluation tools for assessing progress in 
the practice of nursing. In the past and in 
the immediate future, observational tech- 
niques have been and will be used. 
Unfortunately, little information is 
available about the use of observational 
techniques of evaluation in nursing educa- 
tion. Some general guides are available but 
have little r:levance for the particular 
problems of nursing. 
Miss Rines' study, undertaken as part of 
her doctoral work. sheds some light on the 
way that observational techniques are used 
and proposes some changes that appear to 
have promise. She suggests that the stan- 
dards for which the student should be 
evaluated are the objectives of the course 
and the behaviors that can reasonably be 
expected of the student at her particular 
stage of learning. She then puts forward a 
planned program that combines various 
observational techniques. 
In this brief, but informative study, the 
author identifies and discusses the princi- 
ples of learning and evaluation and at- 
tempts to show the relationships between 
the concepts of learning and evaluation. 
These are applied to the evaluation of 
nursing practice. She emphasizes the need 
for a planned program of evaluation in 
the clinical situation. 
This concise study is of value for teach- 
ers of nursing who are responsible for 
the evaluation of a student nurse in the 
clinical area. Although the solution to the 
problems in perfecting evaluation forms 
may never be found, the author attempts 
to develop more efficient methods of 
evaluating student performance. The pro- 
ject was primarily written for the benefit 
of the nursing teacher. However, the fun- 
damentals and tools of evaluation that are 
discussed would be of value to any per- 
son who is responsible for evaluation. 
The study has six chapters and begins 
with a discussion of: terminology, concep- 
tual framework of principles, and purposes 
of evaluation. Many of the thoughts and 
considerations can be found in educational 
and psychological texts, but the author has 
conveniently stated them and then applied 
them to nursing situations. 
Four main techniques for obtaining data 
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about student learning behaviors are des- 
cribed concisely and clearly. However, 
this section is dealt with too briefly for 
the teacher who wishes to gain some 
understanding of the evaluation tools. Her 
treatment of rating scales is an example. 
The interested reader would not find suf- 
ficient depth in this study to satisfy more 
than superficial curiosity. 
Very little was said about student self- 
evaluations. In relation to this, the author 
did state that "in some cases, this type of 
evaluation seems highly over-rated." No 
reference is made to Miss Palmer's study 
in which she analyzed the results of self- 
evaluation of nursing performance based 
on clinical practice objectives. Unlike Miss 
Rines, Miss Palmer found that student self- 
evaluations are an effective tool for eva- 
luation. 
The fourth chapter is a description of 
learning concepts and their relationships to 
the student-learning process. Most of these 
concepts were selected from the fields of 
general education, education in psychology 
and nursing education. 
In her study, the author has implemented 
the above through data collected through 
interviews of nursing instructors who were 
faculty members in the colleges that partici- 
pated in the Cooperative Research Project 
in Junior and Community College Educa- 
tion for Nursing. The instructors described 
their own observational techniques of 
evaluation. Also, data were collected on how 
instructors reported on student behavior in 
learning nursing practice. 
A comprehensive evaluation program is 
outlined in the fifth chapter. Expected 
student behavior is measured in accordance 
with the learning pattern of students within 
the various clinical areas. In the final 
analysis, five guidelines are suggested. 
These concepts have embodied curriculum 
development, the learning process of stu- 
dents and teaching effectiveness. 
Some of the shortcomings of this study 
must be mentioned. First, evaluation tools 
were discussed in a superficial manner and 
appear to be written for the beginning 
reader in this area. Second, the author's 
very limited sampling of learning concepts 
presents a rather narrow view and can be 
rather misleading. In addition, the sporadic 
method in which the data were dispersed 
throughout the book interrupted its conti- 
nuity and flow. As a research study, the 
project leaned toward a descriptive study. 
One was looking for assumptions and 
hypotheses and limitations to be stated 
within the study. And, finally, although the 
bibliography listed is lengthy and varied, 
many current articles and texts regarding 
evaluation seem to be omitted. Neverthe- 
less, the study provides information where 
little has been previously available. Nurse 
educators who must evaluate using obser- 
vational techniques will find that this 
work provides some useful ways of think- 
ing about their task 


OF IMPORTANCE 
TO BUSY NURSES 


You Are Always Prepared with 
quick, dependable relief for it- 
ching, burning distress of: 


CHAFED SKIN 
ROUGH, IRRITATED HANDS 
BLISTERED, TENDER FEET 
MINOR BURNS 


If you have a iar of soothing Resinol 
handy for immediate use. Its special 
medication in lanolin relieves the dis- 
comfort of these skin irritations, in 
minutes - lessening the threat to yOur 
comfort and efficiency. 


Resinol Soap has fluffy, gently-cleansing 
easy-rinsing lather, specially agreeable 
and refreshing to tender, sensitive skin. 


For a professional sample of each, write 


RESINOl CHEMICAL CO., 
TCN-43, Baltimore Md. 21201 


RESINOL 


OINTMENT 
AND SOAP 


Creamalin 


ANTACID / TABLETS 
LIQUID 


ECONOMICAL. DEPENDABLE 
ALUMINUM MAGNESIUM HYDROXIDE GEL 


cw
 
AURORA OIilTA-AIO 
full tnformatlon available on request 


A Path to Quality by Helen K. Mussallem. 
Ed.D. 208 pages. The Canadian Nurses' 
Association. Ottawa, Onto 1964. 
The material in this manual, prepared by 
the author when she was a candidate for 
the doctoral degree, provides a plan for the 
development of nursing education programs 
within the general educational system of 
Canada. The study can be oÞtained at $::!.50 
per copy from C"N.\, 74 Stanley Ave., Ot- 
tawa, Onto 
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CONSTIPATION? 


for effective overnight 
laxative action 
prescribe 
...."..
 
.
.
 
Agarol 


taken at bedtime 
works gently 
to produce a normal 
bowel movement 
in the morning. 
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f In h;gh-style fashions 

 to; l\-"
C:
;T; SWAN 
\.:v ' f' BOB EVANS 
Le Sueur's, The Home of Nurses Uniforms. 
carries the largest stock and range of styles 
and sizes in Canada. If you would like a 
uniform with all the individuality and high 
style of a smart afternoon gown, that can 
still be eminently suitable professionally, then 
write: 


. ......- 



 TORONTO, CANADA, 


Psychology. Dynamics of Behavior in Nursing 
by Florence C. Kempf, R.N., B.S., 
A.M. and Ruth Hill Useem, Ph.D. 220 
pages. A W. B. Saunders Publication. 
available in Canada through McAinsh & 
Co., Ltd. of Toronto and Vancouver. 
1964. 


Reviewed by Miss Roberta Smith, Psy- 
chologist, Mental Health Clinic. Ontario 
Hospital, Broch-ille, Onto 
The preface to this book makes the 

tatement that vocational competence and 
professional sl.ill in a technical sense cannot 
be regarded as sufficient for the nurse of 
today; it is also necessary that she under- 
stand the concepts and principles under- 
lying human behavior. 
The writers have taken a novel approach 
to the study of psychology by nurses. The 
scheme of introducing the student to her- 
self. having her introduce a classmate and 
finally introducing the subject to the 
student is a sound one and likely to catch 
interest right at the start. 
The psychological concepts used through- 
out the book are sound and are presented 
in a rational order. The age divisions con- 
sidered seem valid and should be readily 
accepted by the student nurse. The suc- 
ceeding sections "Individual Personality" 
and "Group Relationships" follow in logical 
sequence. 
As outside reading. this book could be 
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THE HOME OF 
NURSES UNIFORMS 


Dept. CNI, 209 Wellington St. S., LONDON Onto 


very illuminating but as a basic text it 
seems to assume a wider I.nowledge of the 
fundamental concepts of psychology thal1 
the average beginning student of nursing 
is apt to possess. Herein lies a danger that 
the student may attempt to put into practice 
ideas that are inadequately founded or 
imperfectly understood. 


Communicable and Infectious Diseases, 5th 
ed., by Franklin H. Top, M.D.. M.P.H., 
and Collaborators. 902 pages. The C. V. 
Mosby Company, Saint Louis. 1964. 
This book is intended "as a text or handy 
reference for all persons whose professional 
duties necessitate contact with certain com- 
municable diseases or infestations." In this 
edition. many of the chapters have been 
revised or rewritten to up-date material. 
Two of the contributors are nurses. They 
describe specific nursing measures for each 
major disease as it appears in the text. 
One hundred and thirty-three illustrations 
and 15 color plates are found throughout 
the text. Material is presented concisely and 
clearly, usually under the headings: syn- 
onym; definition; history; infectious agent; 
epidemiology; immunity; pathology; symp- 
toms; complications; differential diagnosis; 
prognosis; treatment; nursing care; preven- 
tion and control. Reference lists and a glos- 
sary are included. 
This text is highly recommended as a 


valuable reference text for ward libraries, 
school of nursing libraries and for public 
health nurses. 


Pediatric Nursing. 5th ed., by Gladys S. 
Benz, R.N., M.A. 547 pages. The C. V. 
Mosby Company, Saint Louis. 1964. 
In this edition. the author has attempted 
to give the reader a broad. universal picture 
of child health, disease, and treatment. The 
bool. continues to "focus on the individual 
child as a family and community member 
and to delineate the role of the nurse in a 
variety of settings." 
This text is one of the few that presents 
basic material concerning human genetics, 
heredity, etc. Since much emphasis is placed 
on human growth and development in this 
book - and in other pediatric books - it 
seems logical that this I.ind of information 
be included. 
Certain sections. e.g., principles of de- 
velopment, have been presented in this edi- 
tion in a way which lends itself to greater 
clarity. The fonnat itself has changed from 
a page-width to a two-column set-up and 
mal.es for easier reading. Some new illustra- 
tions have added and the general layout of 
the book improved. 
This book should be very useful to both 
students and graduates studying and work- 
ing in a pediatric setting. 


THE CANADIAN NURSE 



--: 


'\ 
;1 

 
I 


VOLUME 61, NUMBER 4 


when selecting 
textbooks for 
next semester... 


. . . look to these authoritative 
up-to-date texts to meet 
you?'" expectations in all areas 
of your nursing cU1"riculum 


New 4th Edition! Morison 


STEPPINGSTONES TO PROFESSIONAL NURSING 
Text and Workbook for Student Nurses 


Completely revised and reorganized new edition of the most 
popular and widely adopted text in "Professional Adjustments." 
Can provide your students with a wealth of basic information, 
always with emphasis on their responsibilities as they learn the 
art of nursing. Effectivc1y and maturely stresses the "why" and 
the "how" of the adjustments the student must make while be- 
coming a professional nurse. Content has been completc1y re- 
vised to provide your students with a firm foundation for nurs- 
ing. Provides both a text and workbook in one comprehensive 
volume. Includes 64 perforated and punched worksheets bound 
into the back of the book. Now a hard-bound volume with a full- 
color cover, printed in two colors throughout for added reada- 
bility. Superbly illustrated, including a 32-page section of 64 
full-color illustrations which greatly aid student understanding. 
By lUELLA J. MORISON, R.N., M.A., Nurse Specialist, Ohio Department of Health, 
Columbus, Ohio. Publication date: February, 1965. 4th edition, 464 pages, 8'/2"'. 
1 OVa", with 74 photographs and line drawings and 64 iIIuslrations in full color. 
Price, $7.25. 
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New 5th Edition! 


Smith 


PRINCIPLES OF MICROBIOLOGY 


Completely updated and revised new edition of 
the most extensively used microbiology text in 
Schools of Professional Nursing. Comprehen- 
sively presents basic principles for the beginning 
nursing student. Can help her clearly see how to 
apply these principles to the nursing situation 
in a practical way. Presents the latest scientific 
thinking, discussing in detail new developments 
such as those in virology and bacterial genetics 
and those in preventive medicine and newly dis- 
covered diseases. Organized in an easy-to-teach 
six-unit format which includes laboratory exer- 
cises for schools with limited laboratory facili- 
ties. Superbly illustrated throughout. Makes ex- 
tensive use of tables and charts. Scientific names 
of microbes have been taken from Bergey's 
MANUAL OF DETERMINATIVE BACTER- 
IOLOGY and other accepted authorities. In- 
cludes comprehensive glossary. 
By ALICE LORRAINE SMITH, A.B., M.D., F.C.A.P., F.A.C.P., Asso- 
ciate Professor of Pathology, The University of Texas South- 
western Medical School, Dallas, Tex.; Assistant Professor of 
Microbiology, Department of Nursing, Sacred Heart Dominican 
College and St. Joseph's Hospital, Houston, Tex.; formerly In. 
structor in Microbiology and pathology, Parkland Memorial Hos. 
pital School of Nursing, Dallas, Tex. publication date: May, 1965. 
5th edition, 624 pages, 6'V4"1 9'V4", with 1 94 illustrations. 
About $7.50. 


A New Manual! 


Smith 


MICROBIOLOGY LABORATORY 
MANUAL AND WORKBOOK 


Entirely new laboratory manual and workbook 
includes 29 practical, effective exercises designed 
to demonstrate diagnosis, the prevention of di- 
sease, anù to show how microbiology is of prac- 
tical help in treatment. Helps the student build a 
body of knowledge that will be a component of 
the nursing structure and helps her understand 
the place of microbiology in the overall health 
scheme. 
By ALICE LORRAINE SMITH, A.B., M.D., F.C.A.P., F.A.C.P. Publi. 
cation date: April, t965. Approl. t48 pages, 10V2"1 7V4", with 
5 illustrations. About $3.00. 
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meeting your expectations 


New 5th Edition! 
Jensen's HISTORY AND TRENDS 
OF PROFESSIONAL NURSING 


Gritti n-Griffi n 


Completely r.ev
sed a':ld updated new 5th .edition of the most widely 
adopted text 10 Its subject area comprehensively analyzes and interprets 
significant historical events in their relation with current methods and 
thinking in modern nursing, while examining the place of nursing and the 
nurse in today's expanding medical research. Includes entirely new sec- 
tion on "Nursing in Canada." 
By GERALD JOSEPH GRIFFIN, R.N., B.S., M.A., Head, Department of Nursing, Bronl Community 
College of the City University of New York, Bronx, N.Y.; and H. JOANNE KING GRIFFIN, R.N., B.S., 
M.A., lecturer, Nursing Science, Department of Nursing, Bronl Community College of the City 
University of New York. With a special unit on legal Aspects by ELWYN l. CADY, Jr., ll.B., 
B.S. Med., and a special unit on Nursing in Canada by MARY B. MILLMAN, R.N., B.A. Publication 
date: January, 1965. 5th edition, 503 pages, 6V2"X 9V2", 43 illustrations. Price, $6.75. 


Hart 
THE ARITHMETIC OF DOSAGES AND SOLUTIONS 
A Programmed Presentation 
Completely new text-workbook saves you valuable class time in courses 
in "Solutions and Dosage" by providing a method of programmed in- 
struction by which students can review fundamental arithmetic proce- 
dures individually and at their own rate of speed. Programs written to 
ensure that practically all students get 95% of the answers correct. 
By lAURA K. HART, R.N., B.S., M.Ed., Instructor in Nursing, State University of Iowa College of 
Nursing, Iowa City, Iowa. Publication date: January, t965. 71 pages, 7"110". Price, $2.50. 


New 3rd Edition! 


Gebhardt-Anderson 


MICROBIOLOGY 


Well-illustrated new edition presents an easily understood, well-balanced 
survey of fundamental microbiology, immunology and applied microbi- 
ology. Exemplifies the current interest in the mechanisms of the life pro- 
cesses on the molecular rather than the cellular level. Incorporates vir- 
tually all recent advances in the field. 
By lOUIS P. GEBHARDT, M.D., Ph.D., Professor and Head, Department of Microbiology, University 
of Utah College of Medicine, Salt lake City, Utah; and DEAN A. ANDERSON, M.S., Ph.D., Professor 
of Microbiology and Public Health, California State College at los Angeles, Los' Angeles, Calif. 
Publication date: February, 1965. 488 pages, 6V2"19V2", with 90 illustrations. Price, $7.75. 


New 3rd Edition! 


Gebhardt-Anderson 


LABORATORY INSTRUCTIONS IN MICROBIOLOGY 


Revised new edition presents 72 experiments which include not only stan- 
dard exercises, but a number of unique new ones related to molecular 
biology, such as the IMViC test and microbial genetics experiments. 
By lOUIS P. GEBHARDT, M.D., Ph.D.; and DEAN A. ANDERSON, M.S., Ph.D. Publication date: Febru- 
ary, 1965. 3rd edition, 335 pages, 7V4"1 10V2", 15 illustrations. Price, $4.25. 
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with a complete line of up-to-date textbooks that effectively 
fill the requirements of your modern nursing curriculum 


New Brd Edition! 


Shafe r -Sawyer -M cC I uskey -Beck 


MEDICAL-SURGICAL NURSING 
New 3rd edition has been updated and perfected through dassroom use 
to meet all your current course requirements in "Medical-Surgical Nurs- 
ing". Provides the latest information on current thinking and preferred 
procedures for effective nursing care in all medical-surgical cases. 
Superbly i1Iustrated and printed in two colors throughout for added 
readability. Indudes revised chapters on: cancer, induding radiation 
therapy; personality disorders, induding alcoholism and drug addiction: 
endocrine disorders. induding nursing care related to the use of steroids. 
By KATHLEEN NEWTON SHAFER, R.N., M.A., former'y Associate Professor in Out-Patient Nursing, 
Cornell University-New York Hospital School of Nursing, New York, N.Y.; JANET R. SAWYER, R.N., 
A.M., Instructor, School of Education, Department of Nurse Education, New York University, New 
York, N.Y.; AUDREY M. McCLUSKEY, R.N., M.A., Sc.M.Hyg., Supervisor, Hamden Public Health 
and Visiting Nurse Association, Inc., Hamden, Conn.; and EDNA lIFGREN BECK, R.N., M.A., 
formerly Associate Director of Nursing Education, Muhlenberg Hospital School of Nursing, Plain- 
field, N.J. Publication date: May, 1964. 3rd edition, 889 pages, 7"x 10", with 192 figures. 
Price, $9.00. 


Koch-Puras-Pugh -Carter-Joel-Savich-Beyers 
WORKBOOK AND STUDY GUIDE 
FOR MEDICAL-SURGICAL NURSING 
Completely new workbook and study guide provides you with a valuable 
teaching tool to help your students in "Medical-Surgical Nursing" de- 
velop problem-solving techniques, communication skilIs and the moti- 
vation to study. Presents 22 patient-centered, problem-solving case stu- 
dies. Text is correlated with subject matter of Shafer et aI, MEDICAL- 
SURGICAL NURSING. 
By HARRIET B. KOCH, R.N., B.S., M.A.; BARBARA PURAS, R.N., B.S.N.: MARY ANN PUGH, R.N.. 
B.S.N.: lOIS s. CARTER, R.N., B.S.N.; ALMA l. JOEL, R.N., B.S.; DOROTHY SAVICH, R.N., B.S.; and 
MARJORIE BEYERS, R.N., B.S., M.S., all of the Evanston Hospilal School of Nursing, Evanston, III. 
Publicalion date: June, 1965. Approx. 248 pages, 7'14" X IDY2", illustrated. 


New 6th Edition! larson-Gould 
Calderwood's ORTHOPEDIC NURSING 
A revised and updated new edition of the outstanding text which for 
more than 20 years has set the standard for teaching the nursing of pa- 
tients with abnormalities of the skeletal system. New edition is the most 
up-to-date and profusely illustrated text in the field. Provides a compre- 
hensive, up-to-date presentation of the complete medical and surgical 
nursing care of the patient with orthopedic conditions. Indudes all new 
methods of treatment, new techniques and new equipment for nurs- 
ing care. 
By CARROll B. LARSON, M.D., F.A.C.S., Professor of Orthopedic Surgery and Chairman of the 
Department of Orthopedic Surgery, State UnIversity of Iowa, Iowa City, Iowa; and MARJORIE 
GOULD, R.N., B.S., M.S., Supervisor of Orthopedic Nursing, State University of Iowa, Iowa City, 
Iowa. Publication date: May, 1965. 6th edition, approx. 580 pages, 6'Y4"X 9'1...', with 359 
figures. About $7.75. 


lerch 
WORKBOOK FOR MATERNITY NURSING 
The only comprehensive, up-to-date workbook in maternity nursing 
available today. Written specifically to help students thoroughly under- 
stand the theory of obstetrics, the art of maternity nursing and infant 
care and the important facts involved in conception and birth. 
By CONSTANCE LERCH, R.N., B.S.Ed., Philadelphia, Pa. Publication date: March, 1965. 272 pages, 
7V4"X 10'1"", 27 illustrations. Price, $4.25. 


New 4th Edition! 
deGutierrez-Mahoney and Carini 
NEUROLOGICAL AND 
NEUROSURGICAL NURSING 
Completely revised, profusely i1Iustrated new 
edition of the most widely adopted text in this 
field. Presents the basic principles of nursing 
care for patients with diseases of the nervous 
system. Provides an up-to-date guide to the pre- 
vention of complications, both physical and psy- 
chological, in any patient with a chronic, disabl- 
ing disease. Most comprehensive book in print 
on symptomatology, treatment and nursing care 
of neurologic difficulties. Organized on a disease- 
entity basis. Emphasizes the responsibility of the 
nurse in the recognition and prevention of com- 
plications. Incorporates only those diagnostic 
procedures, new or modified, which are univer- 
sally accepted. 
By C. G. deGUTIERREZ-MAHONEY, M.D., Director, Department of 
Neurology and Neurosurgery, st. Vincent's Hospital and Medical 
Center, New York, N.Y.; Clinical Professor of Neurosurgery, New 
York UnIversity Post-Graduate Medical School, New York, N.Y.; 
and ESTA CARINI, R.N., Ph.D., Chief, Nursing Services, State of 
Connecticut Department of Mental Health, Hartford, Conn.; 
formerly Department Head of the Neurological Division and 
Instructor of Neurological and Neurosurgical Nursing, st. Vin- 
cent's Hospital, New York, N.Y. Publication date: April, 1965. 
4th edition, approx. 424 pages, 6'Y4"X 9'1...', with 95 illustrations, 
including 2 in color. About $7.50. 


New 4th Edition! Matheney-Topalis 
PSYCHIATRIC NURSING 
Expanded, updated new 4th edition helps your 
students to dearly see how to apply basic princi- 
ples of psychiatric nursing and to utilize inter- 
personal skills in any dinical area of nursing. 
Effectively shifts the emphasis from understand- 
ing psychiatry to understanding the patient, pre- 
senting this vital information in a dear, easily 
understood manner at a basic level. Completely 
revised and expanded to indude all the latest 
information. Indudes five entirely new chapters 
to provide increased. more effective coverage 
of the subject. 
By RUTH V. MATHENEY, R.N., Ed. D., Professor and Chairman, 
Department of Nursing, Nassau Community College, Garden City, 
N.Y.; and MARY TOPAlIS, R.N., B.S., M.A., Chairman, Department 
of Nursing, Fairleigh Dickinson University, Rutherford, N.J. 
Publication date: May, 1965. 4th edition, approx. 280 pages, 
6Y:z"x 9'12''', 46 illustrations. About $4.50. 


THE C. V. MOSBY COMPANY 
 Publishers 
3207 Washington Boulevard 
 St. louis, Mo. 63103 
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ZJate4 to 'Rememk't- 


April 29 - May 1, 1965 
REGISTERED NURSES' ASSOCIATION 
OF ONTARIO 
ANNUAL MEETING 
ROYAL YORK HOTEL 
TORONTO, ONT. 
" " 


May 15, 1965 
On May 15, 1915 No.4 Canadian Gen- 
eral Hospital (University of Toronto) 
C.A.l\f.C. left Canada for active service. To 
celebrate the 50th Anniversary of that event 
a Reunion of personnel will be held at Rose- 
dale Golf Club, Toronto. 
Anyone who has not received notice of 
the Reunion plans should get in touch 
with: 


May 3-7, 1965 
NATIONAL LEAGUE FOR 
NURSING CONVENTION 
CIVIC AUDITORIUM 
SAN FRANCISCO, CALIFORNIA 
Theme Commitment to Action. 


ERDA MOORE 
APT. 504, 7 EDMUND AVE 
TORONTO 7, ONT. 
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1 Wondersole is shaped to match 
the contour 01 the loot. Supports 
body weight evenly, over all parts 
01 the foot. Lets you stand and 
walk longer without stram. 
THE s 2Je.
 FOT 
with.......... 


2 



 


Wondersole TN 


For name of your nearest dealer. write: 
NATURALIZER DIVISION, BROWN SHOE 
COMPANY OF CANADA, LTD., PERTH, ONTARIO 


.Prices quoted are Suggested Retail Prices 
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May 13-14, 1965 
MANITOBA ASSOCIATION OF 
REGISTERED NURSES 
ANNUAL MEETING 


" 


May 26-28, 1965 
ALBERTA ASSOCIATION OF 
REGISTERED NURSES 
ANNUAL MEETING 
JASPER PARK LODGE 
JASPER, ALBERTA 


" " 


May 26-28, 1965 
ANNUAL MEETING OF 
REGISTERED NURSES' 
ASSOCIATION OF B.C. 
HOTEL VANCOUVER 
VANCOUVER, B.C. 


" 


May 26-28, 1965 
CANADIAN HOSPITAL ASSOCIATION 
HOTEL VANCOUVER 
VANCOUVER, B.C. 


May 27-28, 1965 
SASKATCHEWAN REGISTERED NURSES' 
ASSOCIATION 
ANNUAL MEETING 
HOTEL BESSBOROUGH 
SASKATOON, SASK. 


May 31 . June 1, 1965 
OPERATING ROOM NURSES' SECOND ONTARIO 
CONFERENCE 
ROYAL YORK HOTEL 
TORONTO, ONT. 
Sponsored by the Operating Room Nurses 
of Greater Toronto. Enquires should be 
directed to: 
Miss June Shortt, Reg.N. 
990 A venue Road. Apt. 202 
Toronto 7. Ontario, Canada 


" " 


May 31 . June 3, 1965 
56th NATIONAL CONVENTION 
OF THE CANADIAN PUBLIC HEALTH 
ASSOCIATION 
MACDONALD HOTEL 
EDMONTON, ALBERTA 
Persons wishing further information, 
please contact: 
Mrs. B. Ebert. Chairman. 
C.P.H.A. Accommodation Chainnan, 
Dept. of Public Health, 
305 Administration Building. 
Edmonton. Alberta. 


" " 


May 31 - June 11, 1965 
SEMINAR FOR SENIOR NURSING EXECUTIVES 
UNIVERSITY OF WESTERN ONTARIO SCHOOL OF 
NURSING 
LONDON, ONT. 


" 


May 31 - June 18, 1965 
TRAINING COURSE IN REHABILITATION 
MANITOBA REHABILITATION HOSPITAL 
WINNIPEG, MAN. 
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A highly successful five-day institute was 
held by the Canadian Conference of Catho- 
lic Schools of Nursing at L'Esterel. Quebec, 
in January. 
Tbe theme of the educational conference 
was S.o.S. for Action and nearly 250 
delegates from all 10 provinces enthusiasti- 
cally prepared to meet the challenge. 
Miss Noëlla Bertrand, dIrector of the 
school of nursing science at Laval Univer- 
sity, Quebec City, opened the conference 
with an address demanding that we be no 
longer passive. "We have studied and dis- 
cussed," she said, "now we must act." 


Reporting progress rather than just 
promise, a panel of nurse educators spoke 
on the shortened programs for hospital 
schools of nursing now in effect. Sister 

fary Fanchea, director of nursing of 
Providence Hospital. Moose Jaw, Sask., 
described the 29-month program that has 
been developed there. Stressing the inherent 
needs of Providence Hospital and the 
proven value of a truly educational 24- 
month program, she set forth their plan 
to gradually change from a 36 to 24 month 
course. Although the students are still 
required to supplement service needs, 
Providence Hospital School is able to 
foresee the probability of this improved 
program being in effect by September, 1966. 
Sister Thérèse Castonguay, director of 
the school of nursing, Regina Grey Nuns' 
Hospital told of the educational program 
initiated there in 1962. Explaining the 
background aspects, Sister emphasized that 
the program was on a research basis, but 
this experiment was again showing that 
in a controlled program nurses can be 
well prepared for first level positions in 
the two-year period. 
A report on the Quo Vadis program 
was given by Miss Margaret MacKenzie. 
The special problems of this experimental 
Toronto school for older women as student 
nurses were outlined and the objectives and 
aims explained. 


A brisk question period followed the 
report. and many questions concerning the 
financing of such programs; the acceptance 
of the students in parent hospital and else- 
where following graduation: the available 
facilities; provincial registration were an- 
swered by the panel members. 
An interesting workshop was planned for 
the second and third days bv Dr. Edith M. 
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fcDoweIl. Special Advisor to the c.c.c.- 
N.S., and by 
fiss PhyIlis Conway, Execu- 
tive Secretary. FoIlowing each of the four 
addresses on aspects of the changing scenes 
of nursing education, the delegates were 
divided into groups for discussion concern- 
ing that aspect. Dr. McDowell spoke on: 
Organization and principles of facuIty func- 
tioning in curriculum development; objec- 
tives and aims and their definitions; cur- 
riculum pattern and structure; and 
imprementation and evaluation. 


Dr. McDowell cleverly directed her 
remarks toward demands for action in our 
schools and offered many concrete pro- 
posals that could be implemented by 
faculties at once. She requested we stop 
educating for obsolescence and keep pace 
with the times. With the increasing social 
emphasis on education, she pointed out, we 
could now make senior matriculation a 
requirement to enter diploma programs. 
Another topic that afforded much group 
discussion was the establishment of facuIty 
libraries and facuIty continuing education 
programs. 


The Executive Committee wisely realized 
that too much work, hov.ever stimulating. 
would soon dull the intellect, and planned 
an early finish for the Wednesday. L'Esterel 
is a beautiful winter resort in the Lauren- 
tians, and the hotel provided transportation 
to the ski slopes for those amious to try 
this sport. Other delegates tried Ski-doo-ing 
over the frozen lake or went sleigh-riding. 
skating or hiking. Much excitement and 
fun was afforded by run-away horses, 
ski-doos that got stuck in the middle of 
the lake and Sisters flying downhill on skis. 
The annual dinner held that evening was 
a relaxed, informal occasion with group 
singing and much laughter. 
The institute returned to business 
Thursday morning with a symposium pre- 
sentation on the expectations and responsi- 
bilitie
 of nursing service to the young 
graduates. Miles M. Hebert. T. Aubry and 

fme O. Sarrazin-Robitaille provided in- 
teresting points of views. 


The annual meeting of the C.C.CN .S. 
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Cyrano I 1\ 
would have loved it f 
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NeO-Synephrine 


(brand of phenylephrine! hydrochloride 


Cyrano de Bergerac was a sensi. 
tive man. He, especially. would have 
eppreciated the gentle effective 
ection of NEO-SYNEPHRINE to 
unstuff his peerless proboscis. 


NEO-SYNEPHRINE Nasal Spray 
gives prompt. dependable decon- 
gestion of the nasal membranes for 
the fast symptomatic relief of hay 
fever, head colds and sinusitis. The 
first spray shrinks the turbinates, re- 
stores nasal ventilation and stops 
mouth breathing. The second spray, 
a few seconds later. improves sinus 
ventilation and drainage, Excessive 
rhinorrhea is reduced. 


FOR ADULTS: 
NEO - SYNEPHRINE ANTIHISTAMINIC 
Y..% SOLUTION in 20 ml. plastic sprays 
and glass dropper bottles 30 mi. 


FOR CHILDREN: 
NEO-SYNEPHRINE PEDIATRIC %% 
SOLUTION in 20 mi. plastic sprays and 
15 ml. dropper bottles. 
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S.O.s. Reports (con't.) 


and Ihe committee reports occupied the 
remainder of Thursday and part of Friday 
morning. Miss R. Dussault gave the closing 
address; she outlined the responsibilities 
of Catholic nurse educators. 
The enthusiastic participation of the 
delegates in the conference and their desire 
to utilize the resolutions of the conference 
in their own schools indicates that the 
theme - S.O.S. for Action - will lead to 
an active year in Catholic nursing schools 
across Canada. 
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C.C.C.N.S. Conference Site 


DOUCHE 
POWDER 


answers feminine hygiene problems 
. safely 
. effectively 
. discreetly 


Soothes, deodorizes, removes vaginal dis- 
charge in leukorrhea, trichomoniasis and 
other forms of vaginitis. Mucosolvent action 
of the fruit ferment I 'Caroid" assures rapid, 
effective action. Easy to use-pleasantly fra- 
grant. Recommend with confidence for 
routine feminine hygiene. 
Contains the ferment-cleanser Caroid 
(brand of Papain) with Boric Acid, Sodium 
Borate (dried), Zinc-Phenol sulfonate 
(dried), plus excipients, antiseptic deo- 
dorant and soothing oils with a pleasant 
fragrance. 
CAROFEM Powder available in box of 12 
individLal douche r:ackets or 8 oz. container. 
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PROJECT X CONTINUES 


. 
. 


The special collection of books and 
periodicals about nurses and nursing estab- 
lished in the New Westminster Public 
Library by the local Chapter of the 
R.N.A.B.C'. in 1%2 - and reported on 
by Monica Angus in the April, 1964 issue 
of this JOURNAl - continues to be a source 
of satisfaction not only to the nurses 
of the area. but to the Public Library as 
well. 


From tho;: point of view of the public 
librarian, this sort of project is a most 
valuable one. The book-budget of our 
public institutions must be stretched to 
cover the broadest possible area since it 
mu
t supply materials to appeal to all 
the taxpayers who provide its funds. For 
this reason. the development in depth of a 
collection of books on one special field 
of knowledge. such as nursing science, can 
rarely be attempted - or even justified. 
When the New Westminster Chapter 
of the R.N.A.B.C. approached us with the 
offer to establish and maintain a special 
collection, we welcomed the opportunity 
to develop our resources in this field. Since 
its inception three years ago $1.000 has 
been given by the nurses' group. The 
whole of this amount has been devoted 
to the purchase of books and periodicals 
and to the binding of the latter, for the 
Library makes no charge against this fund 
for cataloguing and processing the books. 
In selecting the books for puchase. the 
Library has been pleased to be able to 
utilize the professional knowledge of the 
nurses themselves. The collection acquired 
so far numbers 175 volumes. These ma} 
be borrowed by the general public as well 
as by the R.N.A.B.C'. members and are 
obviously being very well used. Fight 
journals are subscribed to on a regular 
basis and back files of these are bound 
for reference use. 


Canadian Library Week. 1962. seemed 
to us an appropriate time to inaugurate this 
fine cooperative venture - and Canadian 
Library Week. 1965 seems an equall} 
appropriate time to report that "Project 
X", three years later. is pleasing notl! ih 
sponsors as well as those who use ih 
facilities! - AMY M. HUToIFsoN. I ibrerian. 
New Westminster Public Library. 


INFORMATION WANTED 


Anyone knowing or having inform.llion 
concerning the whereabouts of Elizabeth 
Catherine Andrews. who resigned from em- 
ployment at the Vancouver General Hos- 
pital, in 1950. is asked to contact the Jour- 
1/al editorial staff. Information of value will 
be made available to the above-named 
nurse. 
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So that their knowledge 
of menstruation 
is not a blend of fact and fiction... 
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We have prepared a booklet for teen girls called 
"It's Time You Knew." It will help clarify their 
understanding of menstruation, because it ex- 
plains in terms a girl understands why menstrua- 
tion is part of a woman's life. When she takes this 
home with her, she will better understand what 
you have explained. Also available for distribution 
is "Accent on You," a booklet answering questions 
younger girls ask-or would like to ask-about 
menstruation. And for your instructional use, we 
offer a set of the classic anatomical drawings in 
color by R. L. Dickinson, M.D. illustrating the 
female reproductive system. Laminated in plas- 
tic for permanence they are suitable for grease- 
pencil use and erasure. 
We will be happy to provide you with sample 
copies of the two free booklets for your evaluation 
(you may then order as many as you need) and 
with a free set of the anatomical charts. 
While you are discussing the subject, tell them 
the facts about Tampax. Tampax is too small to 


impair standard anatomic virginity - but many 
young girls are misinformed on this subject. 
Tampax permits normal menstrual flow with no 
possibility of occlusion. Also, it eliminates any 
danger of infection from the anal region. Tampax 
is hygienic, too: tidy to insert, easy to dispose of. 
Tampax is available in Junior, Regular, and 
Super absorbencies. Explicit directions for inser- 
tion are enclosed in each package. 


TAM PAX 
Internal sanitary protection for better menstrual hygiene 
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-------l l 
P.O. Box 627. Barrie, Onto 
I Please send me a free set of the laminated Dickinson I 
I anatomical charts, and samples of the two booklets along I 
I with an order card for easy reordering. I 
I Name I 
I I 
I Address I 
I I 
I C
 I 
L_______________________
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BUILD YOUR 
PRESTIGE 


seeing 


THE NATIONAL HOSPITAL 
QUEEN SQUARE, LONDON, 
W.C.I., ENGLAND 


HEART OF EUROPE 
By plane rt., from 


THE WORLD! 
YOU (AN AFFORD 
IT NOW! 
$ 314 
$ 319 
$124 
$139 
$111 


(Neurology and Neurosurgery) 
POST.GRADUATE NURSING EDUCATION 


LONDON BY BOAT RT. 
Dep. from Montreal Apr. 30 


FAMOUS BAHAMAS 
By plane from Toronto rt. 


One year courses are open to graduates of accredited 
Schools of Nursing with good educational back- 
ground. 
Three Months academic teaching in the School of 
Nursing under guidance of Sister Tutor assisted by 
teaching Staff of Senior Neurologists and Neurosur- 
geons. 


CHARMING BERMUDA 
By plane from Toronto rt. 


MAGICAL MEXICO 
By bus from Toronto rt. 


FOUR SEASONS TRAVEL 
101 Bloor W., Toronto 5 
Tel. W A. 5-5555 (7 lines) 


Eight months Clinicol experience. 
Five weeks vacation. 
Certificate and bodge of the Hospitol owarded to 
successful Students. 
Full graduate salary paid throughout the year. 
This work hos a special oppeal to nurses interested 
in research and the humanitarion ospect of Nursing. 


and many other interesting suggestions 
GROUP OR INDIVIDUAL TRIPS 
Apply for free colorful folders at 


FOR PROSPECTUS APPLY TO THE MATRON 


NEUROLOGIC AND NEUROSURGICAL 


REPRINTS AVAILABLE 


We are pleosed to announce thot reprints of the neurologic and neurosurgicol 
articles from the March 1965 edition of THE CANADIAN NURSE are available 
at 35!t per copy. 


These up-to-date articles, written by well-known experts in these fields, will be 
of porticulor value to students in schools of nursing. 


Order your reprints today. 
The supply is limited. Write to : 


THE CANADIAN NURSE, 
1522 Sherbrooke Street West, 
Montreal 25, Quebec. Canada. 


270 


APRIL 1965 


THE CANADIAN NURSE 



I" 
... 


. ., 


" 


......... 


Nelp Prevent 
"L/GNTS DUT" 
RESTLESSNESS 


- 


with medicated 


derrnassage 
 


skin refreshant and body rub 


On every ward, when you turn out the lights, some one wakes up . . . and wakefulness thrives 
on minor irritations. Skin discomfort, particularly, can disturb your patients during the night- 
time hours. But as nurses in thousands of hospitals know, a body rub with Dermassage may 
add that one welcome touch of relaxation which tips the balance in favor of rest and sleep. 
Dermassage comforts, cools and soothes tender, sheet-burned skin. It relieves dryness, cracking 
and itching and helps prevent painful bed sores. 
You will like Dermassage for other reasons, too. A body rub with it saves your time and energy. 
Massage is gentle, smooth and fast. You needn't follow-up with talcum and there is no greasiness 
to clean away. It won't stain or soil linens or bed-clothes. You can easily make friends with 
Dermassage - send for a sample! 


"SEE IF YOUR HANDS DON'T TELL YOU THE DIFFERENCE" 


Now distributed in Canada by LAKESIDE LABORATORIES (CANADA) LTD. 


. trademorlc 


1875 l.sli. Stre.t, Don Mill.. Ontarl. 
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the disposable 
injection unit 
with the 
sharpest needle ever 
IS-D1 
PL STIPAK 


sterile disposable hypodermic unit 


- 


PlASTIPAK disposable syringes for all parenteral uses are available 
in a full range of sizes, with or without ultra-sharp YALE disposable 
needles attached. Supplied sterile, pyrogen-free, non-toxic... discarded 
after use to avoid danger of cross-infection. Design of peel-apart pack- 
age for 2'12 through 10 cc. sizes permits easy detection of accidental 
damage and aseptic removal of contents. Package, syringe plungers, and 
needle hubs are color-coded by needle gauge to simplify identification, 


1 B 
 0 I BECTON, DICKINSON & CO., CANADA, LTD., CLARKSON, ONTARIO 


..D, PLASTIPAK. AND YAU ARE TRAC!EMARKS 
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Jhe fleart 0/ 
n urjin9J: 
Ynterperjonal Relationj 


The central focus of nursing can 
be thought of as the "heart of nursing." 
What is the central characteristic of 
nursing practice? What feature does 
the profession of nursing want to 
emphasize as the core focus of its 
work? The practice of nursing is in- 
deed diverse. A number of important 
characteristics could be placed at the 
centre. This paper will explore some 
of the possibilities and make the sug- 
gestion that interpersonal relations be 
considered as the "heart of nursing." 
The profession of nursing is an 
organism of humans rather than a 
human organism. The profession is a 
collectivity of individual nurses - each 
a human being - each a practitioner 
from a particular standpoint. chosen 
according to his or her particular bent. 
Thi
 fact is represented through struc- 
tures such a<; provincial nursing asso- 
ciations. A nurses' association speaks 
with one voice; it states and supports 
the common aims of many nurses 
who join their organization. However, 
nurses as persons must first have ifl- 
dividual opinions: in time. these al- 
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ternatives are the base from which 
the common aims of the group wiII be 
chosen. The same is true of the "heart 
of nursing." Individual nurse opinions 
as to the hub of the profession's work 
are at this time very diverse; a broad 
spectrum of choices is open for the 
selection of the central characteristic 
of nursing. 
The heart of nursing can be selected 
as the hub from which all else radiates 
outward and around which other 
features of nursing revolve. In the 
human organism. the heart is indeed 
a central organ; when it stops working 
the individual dies - life is ended. If 
the "heart." as the symbol of the 
central feature of nursing. is to be 
given similar value. then whatever is 
chosen as the core - the central 
force in the nursing profession - 
must indeed have the faculty of sustain- 
ing the life of the profession. Thus. 
the heart of nur<;ing would be the most 
cherished. the most studicd and under- 
stood aspect of practice. It would be 
the last part of the professional work- 
role that would be given away. Nursing 
has either established or aided in 
setting up many of the other more 
recent disciplines in the health field - 
dietetics. social work. occupational 
therapy. more recently practical nurses. 
Some nurses refer to this tendency as 
a "giveway program," a program of 
greater proportion than some political 
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give-away programs that reach the 
newspapers. The "heart" of nursing 
",ould be the last aspect to be given 
away. Sociologists speak of the "dirty 
work" of a profession which consists 
of the chores which are given to 
another less well-educated worker. 
These aspects are at the shedding end 
of the profession - the practices that 
are peeled off and taught to others and 
in time cease to be an important part 
of the professional work-role. But. the 
heart of a profession - its core - 
would be the last to be "given away" 
and. when it was ahdicated or passed 
on to another group, the profession 
would. in essence. figurati\ely speak- 
ing. die. The heart of nursing. seen 
in this sense. demands the attention of 
every nurse for it stands for that which 
as!>ures the on-going life of the pro- 
fession. It is the most meaningful. the 
point at which nursing as a social force 
for the improvement of mankind 
makes its most telling impact upon its 
clients. \\ hat shall we put at the core 
of nursing and endow with this impor- 
tant life-giving meaning? 
The choices arc many. Carefull). 
we must consider them if the choice 
among alternatives is to he a useful 
one. A useful choice nleets the ulti- 
mate test - the life of the profession 
is assured. We must not settle for a 
popular cliche! A lofty principle might 
be a fundamental factor in nursing and 
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yet not serve as an instrument to evoke 
concern of nurses in sustaining the life 
of the nursing profession. A glibl) 
stated objective might serve only for 
a gcneration and then lose its rallying 
force. (My personal view is that "the 
needs of the people" is one such ob- 
jective.) _ 
Each nurse has her own general 
notion of what should be central and 
seen as the heart of nursing. 
Some nurses would put warmth, 
sympathy, tender-loving-care, at the 
centre of nursing. Indeed, this choice 
might be a very good one for thc 
acutely ill medical patient. However, 
with increasing knowledge about psy- 
chiatric patients there is also enlarged 
awareness that somehow the mentally 
ill, in many instances, are he1ped 
toward chronicity by evoking and 
using mere sympathy as a way of 
maintaining their pathology. More 
than TLC, man needs to have oppor- 
tunity to use and develop his intelli- 
gence; and he needs help in gaining 
useful explanations of his experience, 
especially during illness. To sympa- 
thize with the traumatic circumstances 
in the life of a psychiatric patient is 
often to preclude requiring the patient 
to look at his participation in the<;e 
events, at useful alternatives that were 
indeed open to him. and requiring him 
to recognizc his reasons for not 
choosing health-provoking experiences 
that were available. Warmth extended 
to a patient who has an automatic 
reaction of abhorrence to closeness of 
any kind. initially at least, may in- 
crease rather than decrease the dif- 
ficulties of the patient. Tenderness is 
only one feature of a larger core 
phenomenon; the meaning of experi- 
ence is more important in the psychic 
health of a person than is warmth or 
sympathy. 
Some psychiatric nurses would put 
perceptive ohsen'ation and intelligent 
interpretation at the heart of nursing. 
With psychiatric patients - if not 
with all patients - these ingredients 
in the nurse practitioner are absolutely 
essential. Without them. inept pattern<; 
of living. or organic dysfuctioning that 
requires heroic emergency measures, 
may not be recognized and life saving 
intervention may then not be instituted. 
But these intellectual competencies are 
intra-personal; as stated. they do not 
require of the nurse other important 
atributes, such as self-awareness. re- 
flection. and introspection - which 
also influcnce nursing practices and 
are necessary to the growth of the 
nurse. 
Intellectual competence of the nurse, 
to use the broad range of scientific 
knowledge. is an extremely important 
factor in professional nursing. But. it 
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too, is but one facet of interpersonal 
relations. 
Some surgical nurses would make 
cOllrar;e the heart of nursing. Thev 
know' the importance of this 
 trait iñ 
the nurse - so that she may withstand 
daily the reactions of patients to 
mutilating surgery, disfigurement from 
unexpected accidents, and the defects 
of birth that surgery attempts to 
correct. Indeed. courage is a desir- 
able ingredient - it requires the nurse 
to have a conscience. to know how 
to show concern, to deternlÎne inter- 
ventions in light of the fact that she 
cares. But, sh'õuld this trait be central 
to all nursing? 
Some nurses, particularly adminis- 
trators and educators. would make 
leadership the central feature. But 
leadership is an elusive matter; it is 
both role and function. The role of 
leader can be thrust upon an individual 
by circumstances and it is indeed dif- 
ficult to teach. The function of leader- 
ship goes on in any group of humans 
- whether we like it that way or not. 
Given a difficult situation, leadership. 
as a function. will emerge; some indi- 
vidual will seize the opportunity. then. 
like as not, set it aside once the crisis 
is dealt with. Moreover, the kind of 
leadership that is needed in a profes- 
sion such as nursing changes. From 
the beginning of nursing and almost 
to the present time, the leaders that 
nursing needed and had were the kind 
that made pronouncements. There 
were two major types. The very earliest 
leaders wcre of an inspirational sort; 
they saw it as their major task to 
inspire lofty ideals in the minds of 
students nurses. There also were the 
persuaders - the nurse leaders who 
took as a major ta<;k the persuasion of 
other professionals and the public of 
the need for nursing services. Their 
message was that nursing serviccs 
were worth having; that they made a 
difference in terms of health of people. 
They had to persuade college adminis- 
trators to take nurses into academic 
institutions for purposcs of scientific 
development and academic study of 
nursing. 
These leaders spent enormous 
amounts of time - usually their 
personal time - persuading, inspiring. 
and "seeding the clouds" so that the 
future of nursing was ensured. I would 
not want to be misunderstood on this 
point: the great nurse leaders of the 
past and many in the present were 
dedicated workers. As leaders, their 
work. however, was mainly that of 
inspiring and persuading. Leaders of 
the early days were catalyst.f who in- 
spired others to concern themselves 
with providing opportunities for nurses 
to render nursing services and to im- 


prove the implementation of services. 
A second major type may be called 
the diagnosers. These are the nursing 
leaders who tell us what is wrong 
with nursing, who pinpoint the issues 
and problems and dilemmas. There is 
a shade of difference between these 
diagnosers and the inspirational lead- 
ers: the latter speak in ternlS of what 
nursing should do, ought to do, must 
do; the diagnosers try to formulate 
what is at fault, to locate the difficulty. 
There are. for example, those who 
diagnose the problem as "disunity 
among nurses" or "anti-intellectualism" 
among nurses. 
A third and new type of leader is 
in the making and is sorely needed 
if nursing is to keep pace with the 
knowledge explosion and to advance 
with other scientific disciplines and 
professions. These leaders are the nurse 
scientists - the ones who dig out hard 
facts, who evolve explanatory theories, 
and who help underpin nursing prac- 
tices with the results of sensitive ob- 
servation, perceptive analysis, and 
systematic researches. In short. while 
there is still need for inspirational and 
persuading leaders, there is even 
greater need to move from the preach- 
ing stage to the point where our 
pronouncements are investigated and 
our practices refined by disciplined 
application of scientific knowledge and 
research. A nursing science is in the 
making and nurse scientists in greater 
numbers are needed to help formulate 
the key concepts of this science and to 
show its relationship to nursing prac- 
tices and nursing research. While these 
new leaders are vital to the future of 
the profession, shall we make them 
central, the heart of nursing? More- 
over, while research is vital to the 
future of the profession, it will not in- 
volve the large majority of nurses and 
we must not make central that which 
concerns only the avant-garde nurses. 
It seems to me that interpersonal 
relations is the core of nursing. Basic- 
ally, nursing practice always involves 
a relationship between at least two 
real people - a nUl se and a patient. 
The relationship serves as the vehicle 
within which a nurse carries on many 
important sub-roles in her work-role 
- mother surrogate, technician. man- 
ager of the environment of the patient. 
health teacher, socializing agent. or 
counselor. Any of these roles go on 
when the nurse is in contact with a 
patient and his family. The way in 
which she produces the effects of her 
teaching or of the application of a 
technical procedure has a good deal to 
do with the interaction betwecn nurse 
and paticnt. The development of a 
science of interpersonal relations is 
currently being spceded up. There are 
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many researches underway that prom- 
ise more definitive scientific knowledge 
about the impact of one human being 
upon another. These research findings 
suggest that a professional relationship, 
as between a nurse and a patient, can 
be a growth-provoking one or it can be 
one that reinforces and makes more 
definite the socio-psychological diffi- 
culties of the patient. 
When interpersonal relations is 
taken as "the heart of nursing" a 
dynamic core is selected. Whe; the 
relationship of nurse to patient(s) is 
studied. and new scientific findings are 
utilized. then changes in nursing 
education are suggested. As the indi- 
vidual nurse gains insight into inter- 
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Teaching hospitals are an integral part 
of the education of medical studenls and of 
the continuing education of medical faculty 
and practitioners. A medical hierarchy in 
the functional structure of the teaching 
hospital. hased on knowledge and skill in 
dealing with the medical problems of pa- 
tient
. includes the various levels of house 

taff. the medical students, and the clinical 
medical faculty. These form a cohesive 
learning-teaching service group and apply 
knowledge and skill to solving of patients' 
medical problems. Staff. students. and fa- 
culty ask que
tions of one another. They 
are scientific investigators - some with 
much knowledge and skill. some with little. 
It is not always as obvious. however. 
that a teaching hospital is a place where 
investigation in nursing is going on - 
where each patient's nur;ing problems are 
investigated. questioned. and studied by a 

imilar nursing hierarchy of student
. clinic- 
al faculty. and hOIl
e staff. More frequently. 
the faculty. not always expert clinicians 
them
elves. enter the hospital at specified 
times to supervise students. The students 
frequently. even in programs purporting to 
he "professional" hy virtue of their inclu- 

ions in senior colleges or universities. are 
not practi
ing prohlem-solving. decision- 
making. or nursing management in relation 
to p.ltient"s nur
ing problems. Rather. they 
dre engaged in repeating certain procedures 
that characterize the more technical aspects 
of nursing - those that have already been 
delegated to less extensively prepared mem- 
her; of the nursing team. 
In the teaching hospital. there has heen 
little evidence th.lt a method of learning 
that will continue throughout the practising 
life of the nurse i
 being demonstrated. or 
th.lt the p.ltient
' nursing prohlems have 
hcen u
ed as the 
timulu
 for this continued 
learning Rather. it frequentlv appears that 
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active phenomena, as these influence 
her relationships with patients, her 
professional work. improves. No fixed 
fonnula exists for IPR - they depend 
upon ability to recognize changes in 
self and others and in situ to prevent 
disruption and sevcre anxiety concern- 
ing the unknown. As a nursing service 
staff develops consciousness of its in- 
terpersonal practices. services to pa- 
tients improve. The behavior of nurses 
in relation to patients having different 
kinds of health problems provides an 
area for research into nursing prac- 
tices and from this a science of nurs- 
ing will develop. And. as the nurse 
sees herself as a participant in an 
interactive situation with a patient she 
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the faculty. examinations. ward progress or 
proficiency report
 are seen as stimuli for 
learning, and these of course disappear at 
graduation. 
Has nur;ing ever had an apprenticeship 

ystem of education to parallel that of other 
professions? In law and medicine. for 
example. the apprentice learned from am 
independent practitioner - u
ually in a 
one-to-one relation
hip - and read the 
hook
 available in the field. Nursing 
has not had a large numher of competent 
independent practitioners to whom students 
were assigned on a one-to-one basis. Tn 
nursing's early hi
tory there were private 
duty nurses who were independent pract- 
itioners - many of whom were undouhted- 
Iy competent - hut 
tudent
 were generally 
not a
signed to these "masters" as apprent- 
ices. Rather. student
 seemed to he ap- 
prenticed to hospitals. to phy
icians. to 
patients. rather than in any way to ma
ter 
nurse-practitioners. It well may he. incred- 
ible as it seems. that nursing ha
 not yet 
had its true form of apprenticeship edu- 
cation and what now is needed is to provide 
this apprenticeship. assuredly in a modified 
form. before advancing to truly profes
ion- 
al educ.ltion. 
The present stage in nur;ing - with 
its rapid increa
e of nursing textbooks 
(rather than watered-down medical text- 
books). nursing journal
. and descriptive 
nursing case hi
tories and with the definite 
empha
is on the preparation of master 
nurse-clinician
. hoth in the faculty and in 
the practice setting
 - may be more akin 
to cla

ical apprenticeships than would be 
the period immediately pa
t. If t"'e nurse 
training system ha
 been more of an appren- 
tice
hip to hospital
 and physician
. thi
 
might p.lrtially explain why nurses have 
gravitated so readily into hospital adminis- 
trative dutie
 and into medic.II technic.II 


takes more responsibility for what she 
does. 
Interpersonal relations provides a 
dynamic centre for the study and im- 
provement of nursing care and for the 
growth of nursing in the process. If we 
take this core. we shall be forced to 
look at our relationships not only with 
patients but with other disciplines. We 
shall be forced to grow up - to strive 
for colleague relationships with doc- 
tors. social workcr;. and others. We 
shall seek to establish professional 
nursing as a vital career for the intelli- 
gent. college-bound young girl. and 
use our energies for full development 
of nursing as a social force that pro- 
motes health and growth in others. 


OF 


APPRENTICESHIP? 


duties. since so few really ever had the 
experience of being apprenticed to a master 
nurse-clinician in any organized. consistent. 
and continuing way.. . . 
Schools do not belong in service agen- 
cies and it is well to note here that the 
first modern school of nursing - that 
founded hy Florence Nightingale - was. 
in fact. .m autonomous school with its own 
hudge!. which used St. Thomas'
 Hospital 
in its teaching program. This pattern. how- 
ever. wa
 not carried on in [North Ame- 
rical. Attempt
 to get nursing schools on a 
sound ha
i" have re
ulted in considerable 
disunity hetween those nurses who practice 
in the clinical settings and those nurses who 
teach nursing. and it has sometimes seemed 
that hospitals and physicians have encour- 
aged this di
unity to the disadvantage of 
nur
iJlg in general. The inevitahle conflicts. 
di
agreements. and tension
 that 0 c cur 
among the practitioners and educators of 
all occupations and profes
ion
 are healthy 
and 
erve a useful purpose in gro\\th so 
long as communication remaiJl
 open and 
so long as each group feel
 some identity 
in the occupation or profe
sion a
 an entity 
or whole. Tn nursing. however. for many 
rea
on
. thi
 identity state has not heen 
strong in all instances. and communication 
ha
 not always been open. 
Disunity seems to have resulted in nursing 
getting il
 cue
 for action (in practice. edu- 
cation. and research) from ph}sician
. hos- 
pitals. educators. soci.11 scientist
. and others 
rather than from the societv it purports to 

erve. This disunity also seems to activate 
cri,c
 situations and expedient short-term 

olution
 - perhap
 becau
e of the at- 
tempt by Illlr
ing In 
erve too many ma
ters. 
- Smith. Dorothy M. Nursing Education 
and Nur
ing Sen ice. Journal of thi' Aml'ri- 
c"" l!,f..di<,,( A H(le ;at;o". 191: 41 fi-18 
Februar\ 19fi5. 
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Quebec Nurses 
Search for 
EconoIllic Security 


Today's emphasis on social alld economic welfare has captured the attention of 
nurses as it has all other members of society. Like their colleagues throughout 
Canada. nurses in la Belle Province have taken a very active part in improving 
the economic status of members of their profession. 


Thousands upon thousands of words 
have been written and spoken about 
labor relations. It is a subject that 
many members of the nursing profes- 
sion find almost impossible to re- 
concile with their concept of "profes- 
sionalism" ; yet it is a topic of utmost 
importance to nurses today and will 
continue to be in the future. 
In recent years, several of the 
provincial nurses' associations in our 
country have devoted increasing atten- 
tion to the labor relations problems 
of their members, not the least of 
which has been the Association of 
Nurses of the Province of Quebec. 
Due to considerable publicity being 
directed to the situation in our prov- 
ince during the past year, many nurses 
across Canada undoubtedly are asking: 
"Have the Quebec nurses yet reached 
a solution to their problems? What 
are the pwblems? What will be the 
solution ?" 
Many reports - not all accurate - 
have caused confusion and, as a result, 
misunderstanding. We will attempt to 
answer these questions. insofar as 
possible, and, from the point of view 
of the professional association, set 
the record straight. 


Mi
-s Wheeler is Nursing Consultant. Div- 
Ision of Industrial Hygiene. Quebec Ministry 
of Health. and Assistant Co-chairman, 
Committee on Labor Retltions. ANPQ. 
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HISTORICAL BACKGROUND 
As is true of all spheres of activity, 
history is important to an understand- 
ing of the subject at hand. The fol- 
lowing quotation puts the historical 
fact into perspective: 
From the days of Jeanne Mance and. 
later, Florence Nightingale, the training of 
nurses has stressed dedication to service, 
self-sacrifice. loyalty to the hospital and 
unquestioning obedience to those in author- 
ity. This tradition of service is strengthened 
by the public's expectation of the nurse. 
As a result, the profession itself and the 
public also, have tended to view as some- 
what unethical any forthright effort on 
the part of nurses to improve their working 
10t. 1 
Coupled with this is the fact that 
nursing arose as a religious service 
and, from this "we see the origin of 
the tradition of nurses as unpaid or 
underpaid workers.":! In addition, lay 
nurses from their origin until as late 
as the 1920's and even 1930's. lived 
in residence. Since room and board 
were provided, it was generally consi- 
dered unnecessary for them to have 
very much money. 
The decade of the '40's saw nurses 
begin to "live out" in fairly large 
numbers. They now were required to 
meet expenses directly - as did all 
other citizens - for rent, food, light, 
heat. telephone, transportation, etc. 
Assuredly, they were not offered 
"charitable" reductions in these costs 


just because they were nurses and 
working for low salaries! This, then. 
led nurses to the realistic need of 
having to give voice to the hitherto 
traditionally-forbidden topic - money. 
Small successes were achieved by 
nurses in their early efforts to improve 
their working conditions: but it was a 
difficult and slow procedure. Exces- 
sively high hospital budget deficits 
became constant immovable objects in 
the path of salary adjustments up- 
wards. It must be remembered that 
the depression years were not long 
past. During those years, many nurses 
had heen glad to accept work in 
hospitals for room and board because 
of the high rate of unemployment. 
Hospitals had tried to rclieve the 
situation by employing graduate nur- 
ses in greater numbers. This, however. 
did not obviate the need to discontinue 
perpetuation of such conditions in 
post-depression years. 
Because of the consistent difficulties 
being encountered by nurses in their 
efforts to improve working conditions, 
the profes<;ional nursing associations 
recognized the need to give direct 
assistance. In 1944, the Canadian 
Nurses' Association went on record 
as approving the principal of collective 
action for registered nurses. It also 
encouraged provincial associations to 
set up committees to study and deal 
with these problems. In the '40's, many 
of these associations - including the 
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\NPQ - e<;tablished such a com- 
mittee. 


DEVELOPMENTS 
At the outset, the Labor Relations 
Committee of our province, like most 
of the others, directed its efforts 
toward counseling members and giving 
them assistance. individually or in 
groups. concerning labor relations 
problems. Frequently, contact was 
made with employer groups in an at- 
tempt to solve particular problems. 
At the end of the decade, our 
Association, began to prepare and 
publish recommandations regarding 
salaries and personnel policies. Fol- 
lowing intensive study of nurses' 
salaries and working conditions across 
the country. in neighboring American 
states and in related professions and 
competitive occupations, these recom- 
mendations were rcviewed and revised 
regularly. usually once a year. After 
each revision. copies of the recom- 
mended scale were sent to all employ- 
ers of nurses and to each member of 
the Association. Also. meetings were 
held at least once a year with hospital 
association and government authorities 
for purposes of interpretation and to 
<;olicit support in having the recom- 
mendations put into effect. This prac- 
tice continues to the present day. 
Since the majority of nurses work in 
hospitals. their salaries had a direct 
effect on the salaries of the large 
number of nurses working in other 
fields. 
Due to the traditions mentionel 
earlier. the first salary recommenda- 
tions were essentially lower than they 
should have been - a factor respon- 
sible for the slow progress of many 
years. However. the discrepancy bet- 
ween what existed and what would 
have been a satisfactory level was so 
great, that appropriate recommenda- 
tions would have been totallv disre- 
f?arded by employer groups. Many of 
today's impatient nurses fail to under- 
stand how essential it was to gain the 
cooperation and support of employers 
in recognizing and accepting the re- 
commended salary scale; indeed. to 
get them to even recognize the role 
of the Association in this matter. as 
well as the need for such a role. 
Any improvement was a major step 
forward. Always to be reckoned with 
were the inevitable hospital budget 
deficits. Hospitals were operatin!! on 
funds drawn from public subscriptions. 
many of them having no endowment 
funds. A salary increase to anyone 
group of employees in a hospital would 
automatically require similar considc-. 
ration for all othcr employec<;: this!'" 
in turn. would drastically affcct the 
budgct and rcsult in cven hi
her dcfi- 
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cits. Nevertheless. slow but steadv 
improvement was achieved to the ex- 
tent that the Association leaders deem- 
ed it wise. in those early years, to 
keep the annual recommended in- 
creases at a constant level rather than 
bring them truly "into line" and risk 
losing the goodwill and support that 
had been gained. 
Gradually, most of the English- 
language hospitals and some of the 
French-language hospitals did accept 
and adopt these recommendations. 
They did not always put them into 
effect immediately, but usually did 
so within a few months after receiving 
each new set of recommendations. 
In late 1950's, due to considerable 
unrest among the nurses in the prov- 
ince and to their justifiable impatience, 
the recommended salary scale was in- 
creased quite drastically to bring it 
to the proper level more rapidly. The 
hospitals. of course. expressed inability 
to put the total increase into effect 
immediately; however. many did so 
within a nine-month period. 
In thc meantime. other hospital 
workers were having their needs met 
through collective bargaining. Unions 
had succeeded in interpreting the con- 
cept that hospital workers were entitled 
to salaries comparable to workers in 
other fields. Accordingly. unions for 
non-professional workers in hospitals 
became quite prevalent. 
Because large numbers of nurses 
in many hospitals were receiving lower 
salaries than their colleagues in other 
institutions (salaries very much below 
the recommendations of the Associa- 
tion) they too accepted the invitation 
of unions to join their ranks. Many 
nurses outside the Montreal area join- 
ed professional syndicates. These syndi- 
cats, originated by a Catholic nurses' 
association, are presently independent 
and known as SPIC (Syndicats profe.r- 
sioYlnels des Infirmières Catholiques). 
Many other French-language nurses 
in Montreal and in Some outlying 
areas joined I'Alliance des Infirmières. 
an affiliate of the Confederatinn of 
National Trade Unions (CNTU). These 
groups also achieved limited. but 
<;tcady success. 
The advent of hospital insurance 
brought many changes. but bv no 
means eliminated all the problems. 
The new concept of health care being 
the responsibility of governments re- 
moved the former charitable characte- 
ristic of hospital care. Hospitals were 
now being financed by tax monies to 
which. incidentally. nurses contribute 
on an equal basis with other citi7ens. 
From the outset of this new develop- 
ment. the ANPQ made repeated and 
persistent advances to governemental 
authoritie<; to insist on proper salaries 


tor nurses. Contrary to accusations 
made against the Association to the 
effect that it had "generously colla- 
borated" with the Quebec Hospital 
Insurance Service, it never generously 
collaborated. It collaborated to the 
degress that should be expected of a 
mature, professional organization, de- 
dicated to service of the public, during 
a period of adjustment. Prior to the 
institution of hospital insurance, the 
Association made an insistent request 
for its recommended salary scale to 
be paid from the outset. The reply 
was that this was impossible, but the 
government promised to adopt the 
basic salary recommendation in three 
stages within the year. The promise 
was kept. This pattern has been 
repeated three times. 
The Quebec Hospital Insurance 
Service has repeatedly said that if 
hospitals would include the ANPQ'S 
recommended salaries in their bud- 
gets, duly justified. they would be 
accepted and paid. This also has 
proven to be true. 
A few years ago. a Joint Hospital 
Committee was formed in the province. 
comprised of representatives of the 
Quebec Hospital Association and the 
Catholic Hospital Association. This 
Committee proceeded to recommend 
salaries for nurses but not in accord 
with the Nurses' Association recom- 
mendations. Our Association protested 
stenuously. We are confident that had 
this Committee supported our recom- 
mendation. as they had previously. 
and encouraged their member hospitals 
to include these recommendations in 
their budgets. the problems of the past 
few vears would have been avoided. 


SITUATION AT PRESENT 
In the Province of Quebec. there are 
approxibately 6.000 nurses in unions. 
The recommended salary scale of the 
ANPQ has usually been used as a basis 
for their negotiations. Indeed. on fre- 
quent occasions. representatives of 
the Association have been rcquc<;ted 
to attend arbitration hearings to sup- 
port the requests of the nurses - in 
unions - and they have done so 
willingly. Many nurses in unions have 
been assisted. individually or in groups, 
by our Labor Relations Committee. 
Mistakenly. many nurses in the 
province believe that their professional 
association is against the principal of 
unionism. This. of course. is indisput- 
ablv false. The Qucbec Nurse<;' Act 
coñtains a clause that pcm1it<; the 
district associations to bargain on 
behalf of their member<;.:! Clause 17 
state.<; : 
Fach local as
ociation ma\ negotiate. 
conclude and sign as agent and prox} in 
the name of any group of memher<; of the 
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local association residing and practlsmg in 
the territorial jurisdiction of the said local 
association who shall have requested them 
to do so, collective contracts or agreements 
with any category of employers. 
If the Association had been opposed 
to such a principle, it would not have 
asked for the inclusion of this clause 
in its Act. There are eleven districts 
and none was ever asked to bargain 
for any of its members. 
The nurses in unions encounter a 
problem that does not affect other 
nurses. Under the Labor Code, the 
province is divided into two zones: 
The Montreal area is Zone I and the 
remainder of the province is Zone II. 
Generally speaking. the salaries in 
Zone II are lower than those in Zone 
I. Consequently, nurses in contracts in 
Zone II. being subject to this system, 
are usually accorded lower salaries in 
their contracts. The Association went 
on record asking that nurses be ex- 
cluded from the zoning system. It 
continues to protest this policy. 
There remain some 17,000 nurses 
who are not in unions. Approximately 
600 of these are employed in the 
Provincial Civil Service and continue 
to be underpaid. Efforts by the ANPQ 
to have their salaries increased have 
resulted in some improvement; but 
they are still far from satisfactory. This 
fact. coupled with the continued lack 
of support by many hospital autho- 
rities and some other employer groups, 
has led the Association to believe that 
perhaps collective bargaining is the 
best method of regulating working 
conditions for all its members. 
In those institutions and organiz- 
ations that pay the salaries recom- 
mended by the Association and adhere 
to the general policies. the nurses 
seem satisfied. The great dissatisfaction 
exists, mainly, among nurses in 
hospitals and government service that 
do not follow this practice. Since these 
organizations are all financed by public 
funds. it is difficult to understand why 
this situation continues to exist. 
Satisfied persons seldom understand 
or concern themselves with the pro- 
blems of the dissatified. Nurses are 
typical in that sense. Our justifiably 
dissatisfied nurses have become more 
and more vocal about their unhappy 
state. Increasingly, large numbers have 
asked for some kind of collective 
action to overcome their problems. 
To thoroughly acquaint its members 
with all aspects of collective bargaining 
and with various legislative Acts that 
affect nurses. the Association has held 
five study davs throughout the pro- 
vince during the past year. Experts in 
collective bargaining. legislation and 
lahor law attended and discussed these 
topics at length. Though many nurses 
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find professonalism and unionism dif- 
ficult to reconcile, the majority recog- 
nize that they are not incompatible. 
CURRENT DEVELOPMENT 
At the Annual Meeting in October, 
1964. a large number of nurses re- 
quested the establishment of collective 
bargaining by the Association of Nur- 
ses. The following resolution was pass- 
ed: "That the Association of Nurses 
of the Province of Quebec take steps 
now to exan1Ìne the measures which 
would be necessary to provide for col- 
lective bargaining in the interest of its 
members." 
Though the district associations have 
the power to bargain, if collective bar- 
gaining is to be done by the profes- 
sional association, we now believe that 
it would be preferable for it to be done 
by the parent body. This would re- 
quire a change in our Act. 
The Association of Nurses of the 
Province of Quebec is a mandatory 
body. with the equivalent powers of 
the College of Physicians and Sur- 
geons or the Bar over its members. 
The Labor Code of the province re- 
quires that individuals have the right 
of "free association"; also, it requires 
that an "association" (bargaining unit) 
be composed either of employees or 
employers; both groups cannot be in- 
cluded in the same unit. Employers 
in this context are considered to in- 
clude management representatives such 
as head nurses. supervisors or ad- 
ministrators. Therefore. in the philo- 
sophy of Labor Relations, the Nurses' 
Association, in its present structure, is 
considered by the unions to be in- 
eligible as a bargaining group since it 
includes in its membership both the 
employer and employee groups. 
This is a debatable point. All mem- 
bers of the ANPQ are equal as mem- 
bers of the Association - the question 
of employee-employer relationships 
does not exist. Also, under the French 
system of 'cadres." separate levels can 
belong to the same union. but not in 
the same unit. 


WHAT WILL BE THE SOLUTION? 
The Labor Relations Committee is 
presently carrying out an intensive 
study of the entire subject. Many pro- 
fessional organizations today are seri- 
ously questioning whether they should 
directly conduct collective bargaining. 
Several are inclined to believe that they 
should set up parallel corporations. 
The main strength in the profession 
taking this responsibility directly, 
would be the preservation of standards. 
Dr. John Crispo's statement: "As long 
as professional groups remain in con- 
trol of their own collective bargaining. 
the ends and means will be subject to 


their control,"t merits thoughtful con- 
sideration. The presently existing nur- 
ses' unions have experts in labor rela- 
tions. They have well-developed struc- 
tures and are operating quite effective- 
ly. We believe that the merits, or 
otherwise. of leaving bargaining to 
these organizations should be evalu- 
ated. However. the very important 
question of standards must be safe- 
guarded. The setting of standards is 
the responsibility of the professional 
association. The union's main concern 
is regulating working conditions and 
employer-employee relations. 
As we proceed to find the right 
solution. the following positive facts 
command serious thought: 
I. The system of hospital insurance in 
operation throughout Canada has tended to 
equalize salaries and to maintain equal 
standards. 
2. On January I, 1965, the Quebec Hos- 
pital Insurance Service accepted. in the 
budgets of those hospitals whose nurses 
were not in contract and who requested it, 
the basic salary recommended by the ANPQ 
for 1965. 
3. The latest contract signed by the Al- 
liance des bzfirmières, including the fringe 
benefits, reached and in some aspects sur- 
passed ANPQ recommendations. 
4. Increased state control of services IS 
evoking many changes. 
Weare prompted, then. to ask: is 
collective bargaining going to continue 
to be necessary for the profession? The 
future will have to reveal the answer. 
Some challenges that face the pro- 
fession incude: adoption of classifica- 
tions in all employment situations; a 
clear definition of functions; credit for 
special preparation; and the main- 
tenance of standards to justify the eco- 
nomic demands of the profession. 
Though nurses have a legitimate in- 
terest in and right to economic and so- 
cial security. th'é y must not allow them- 
selves to overlook professional respon- 
sihility. 
The past year has seen uS devote 
many, many hours to these complex 
problems. We feel confident that with 
concerted effort and goodwill. we shall 
find the solution that will best meet 
the needs of the nurses and the people 
of our province. 
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The need to adopt systematic pro- 
cedures in the selection of students 
for admission to schools of nursing 
is of vital concern to nurse educators. 
This is true for all types of nursing 
programs, and not only because of 
the necessity to obtain the best pos- 
sible students. Admission procedures 
are also important for the design and 
perfonnanee of the ""hole curriculum. 
A prominent Canadian nursing educa- 
tor, commenting on the importance of 
admission policies in nursing school 
programs, states: 
Selection may be conceived as one step 
in the 
tudenfs whole nursing school 
program. In setting up the program for 
the nursing school. the needs and capacities 
of the student must be considered. Informa- 
tion concerning students' educational and 

ocial backgrounds and their various stages 
of mental. emotional and physical develop- 
ment is e......entiaI. if the curriculum is to 
be built on these foundations, and articulate 
as closely as possible with what has gone 
on b
fore. Careful selection of students 
can supply much of this information. 1 
The penalties for poor selection of 
students is too great to be ignored. 
The most important consideration, the 
quality of nursing care admini<;tered 
to patient<;, many suffer significantly. 
Poor academic grades may result in 
failure and lead to withdrawals. Such 
failures are costly, both to the student 
and the school. In addition to the 
ob\-ious costs to the students, there 
are costs of less than optium utilization 
of facilities and faculties. More im- 
portant, the missed opportunities for 
students who would have completed 
the program satisfactorily, but who 
were not accepted. represent important 
penalties for poor admission policies. 
This is an important consideration in 
light of research evidence showing that 
two out of every three students who 
enroll in a school of nursing will 
e\-entually graduate.:! 
Nurse educators. therefore. cannot 
afford to ignore admissions policies and 
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procedures. Nevertheless, many schools 
appear to need serious study and 
improvement in this area. Dr. Helen 
Mussallem's study of Canadian schools 
of nursing found that "almost half of 
the schools had not formulated admis- 
sion or selection policies." 
Only 24 per cent of the schools 
surveyed had selection policies for 
admission of students that were based 
on the objectives of the school; and 
only one-half experienced an attrition 
rate over a three-year period that 
compared favorably with the national 
average for schools of nursing in 
Canada. 3 
Today, the pressure is high to turn 
out the best possible graduates from 
hospital schools of nursing. 4 The 
expanding need for medical services, 
combined with the increased com- 
plexity of modern day medical and 
nursing techniques, demand and in- 
creasing flow of competent nursing 
graduates into the profession. 5 Improv- 
ed selection procedures should aid 
significantly in this effort. However, 
improvement in these procedures is 
not easily accomplished: sources of 
reliable information are limited and 
difficult to utilize; few formal measures 
of some of the most important at- 
tributes for Success in nursing have 
been available. Thus, the creation of 
an effective admissions procedure is 
a challenging and difficult task for 
nursing school faculties. 
This paper will briefly review the 
various tools that may be used by 
nursing personnel in the selection of 
student nurses. The main emphasis 
wiIl be on psychometric pre-admission 
nursing tests and their utilization in 
a school of nursing program. 


Interview 


Review of High 
School necords 


The usual criteria used in assessing 
applicants to a school of nursing are 
related to general ability, academic 
achievement, physical and emotional 
health and personality qualities. 6 Figure 
I illustrates the tools used to obtain 
information for the application of 
these criteria. 
Let us consider some of the 
strengths and weaknesses of each of 
the above sources. GeneraIly speaking, 
each has some usefulness - but also 
some serious limitation. Consider first. 
letters of recommendation. 
Thorndike and Hagen state: 
The letter of recommendation is such 
an unstructured document that it is hard 
to study by sound research techniques... 
However, several investigators have attempt- 
ed to make analyses of the content of the 
letters and to scale them with respect to 
the enthusiasm of the endorsement they 
provided. A moderate degree of agreement 
has been found between different letters 
written about the same person... The 
between-letters reliability would be repre- 
sented by a correlatIon of +.40. 7 
Thus, effective use of letters of 
recommendation implies application of 
sound judgment that can only be 
obtained through experience. 
The interview, a favorite tool for 
studying people, is wisely used by col- 
leges, professional schools and schools 
of nursing. For admission purposes, 
the strength of the interview lies in 
its flexibility and adaptibility. Thorn- 
dike and Hagen have commented: 
Evidences for the validity of the impres- 
sions or conclusions derived from interviews 
is spotty and contradictory. Interview 
procedures are basically subjective, variable 
and heavily dependent on the skill of the 
interviewer. It has been repeatedly demons- 
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Psychometric 
Tests 


Fig. 1 


trated that different interviewers interview- 
ing the same person, came up with quite 
varied impressions of him.8. 9 
Xsrades are normally considered the 
best predictors of academic success 
in nursing schools. They are far from 
perfect predictors, however, and usual- 
ly do not provide any measure of the 
equally important emotional or per- 
sonality factors. Another tool used 
is the student's health record. However. 
policies toward students' health as a 
factor in nursing success vary, depend- 
ing on the school. In one study, it 
was noted that: "over 73 per cent of 
the schools replying considered good 
general health and a good health 
history of primary importance. while 
44 per cent stated that candidates 
should not have any lung diseases." 1(1 
Past practice, therefore, indicates that 
the health record is useful and im- 
portant in admissions. 
The above four tools for evaluating 
prospective students are widely used 
by many schools of nursing. Two of 
them, secondary school grades and 
health records. provide data that has 
some uniformity and relative dependa- 
bility. The other two, interviews and 
letters of recommendation, are not 
nearly as reliable, but deal with im- 
portant factors about which grades 
and health records provide almost 
no information. As a means of sup- 
plementing interviews and letters of 
recommendation with a more stand- 
ardized measuring device, a growing 
minority of nursing schools are using 
psychometric tests for admissions pur- 
poses. These tests are sometimes 
referred to as "aptitude" or "pre- 
admission nursing tests." 


BACKGROUND INFORMATION 
In Canada, the use of psychometric 
tests as part of the admission program 
has been increasing. In 1949. only 13 
'ichools had established a selection 
testing programY By t 952, 24 schools. 
or 21.6 per cent of Canadian schools. 

tated that they gave a battery of 
tests. l2 A more recent study completed 
in t 961, revealed that approximately 
23 out of 55. or 41.8 per cent. of 
'ichools of nursing in Ontario were 
either thinking of or using some form 
of psychometric tests. This rising use 
of psychometric tests requires that 
school of nursing admissions officers 
be familiar with their purpose<;. con- 
struction, uses and limitations. 


FUNCTIONS OF PRE-ADMISSION TESTS 
A test has been defined as "an 
instrument designed to measure any 
ability, quality, skill or knowledge"l:! 
(of an individual). TIle test may be 
regarded as a means of sampling those 
attributes that are considered irnpor- 
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1. 
May not be 
predictors 


infallible as 
" 


2. 
Do not measure 
motivation 
/ 


SOME SHORTCOUn
S 
eF 
PRE-ADMISSION TESTS 


/ 


5. 
May depend on 
knowledge acquired 
and be more favorable 
for some 


T 
4. 
Candidate may 
not have test 
sophistication 


tant to the area in question. in this 
case, nursing. The basic function of 
the test is to predict success or be- 
havior of one sort or another' and 
the test of its worth is how well 'those 
predictio
s are made. Various ways 
of assessmg test predictability will be 
discussed later. 
When properly applied. nursing 
pre-admission tests have been found 
to be valuable in predicting success 
in nursing school programs. For ins- 
tance, Jack R. Martin, in his study 
"The Correlation Between Pre-admis- 
sion Tests and Graduation from 

ursing School," found that a signi- 
ficant correlation existed between thc 
,>cores of nursing applicants and the 
scor
s. of graduates on the pre- 
admission tests. 14 Therefore in situa- 
tions where the app]ican'ts' back- 
grounds are appropriate. 15 such tests 
provide infonnation that is helpful in 
identifying those who have a good 
chance of becoming licensed nurses. 
[n addition to student selection, 

d
i
sion tests also serve in designing 
mdl\lldual student curricula. Consider, 
for example. an arithmetic test such 
as that .foun
 in the. George Washing- 
t
m 
mve
sIty Nursmg Aptitudes Se- 
rIes. 
 (This battery of pre-admission 
nursmg tests was one of the first 

vailable.) If a student scores very low 
In such a test. while doin o well on 
other tests, she way be assi
ned extra 
work in arithmetic. This c'án be ac- 
complished through the use of a tutor. 
a programed mathematics book. or a 
refresher course. Also. the instructor 
in the school of nursing responsible 
for the teaching of pharmacology 
(w
ere arithmetic is needed) may give 
gUIdance and individual attention to 
those students who needed the extra 
work. 
. A third. f
nction of the pre-admis- 
'>Ion test IS In providing guidance to 
the student who has been admitted to 
a nursing schoolP The test results 
may be uscd to provide direction. both 
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Fig. 2 


in c1asswork or in other actiVItIes. 
When counseling, a member of the 
nursing school faculty will be able to 
utilize test infonnation in understand- 
ing and defining a student's problems 
and in helping her to work through 
them. In summary, admission tests 
may be used to evaluate candidates, 

o des!g
 their curricula, and to help 
In gUldmg and counseling students 
after admission. 


WEAKNESSES OF ADMISSIONS TESTS 
Admissions tests are not infallible 
as predictors. No standardized test is. 
For example. in the National League 
for Nursmg Pre-entrance Guidance 
Test, the following results were 
achieved: "24 out of 80 students in 
the 30th percentile or abme failed to 
receive licensure - and 7 students 
who scored below the 30th percentile 
became licensed nurses." IH For the 
test to be a perfect selèction device. 
every student who scored above the 
minimum acceptable score would have 
to be successful on the licensing 
examination and every one below that 
score would have to be unsuccessful. 
A second limitation of any stan- 
dardized test is that it does not 
measure motivation. To date. there is 
no known method for measuring thb.. 
These selection tests are designed only 
to m
as
re. ability. They do not give 
any Indication of how the candidate 
will apply herself. The alert. indus- 
trious student who receives a lower 
score than a lethargic. uninterested 
student, may be morè devoted to the 
nursing of patients than the latter. 
Then. there is the "margin of error" 
factor with any selection test. Physical 
factors, such as fatigue, illness, anxiety. 
may affect the applicant's perfonnance. 
Another influencing factor that may 
work against the candidate is her lack 
of experience in taking objective tests. 
The more experienced candidate may 
be test-wise and the results may not 
be indicative of her true abilitv. Less 


intonned candidates are thus at a 
disadvanta
e. Some of the tests depend 
to a certam extent on the knowledge 
acquired; thus some questions may be 
more favorable for some candidates 
than others. Figure 2 illustrates the 
shortcomings of admissions tests. 


SELECTING A PRE-ADMISSION TEST 
Selection requires care for several 
reasons, some of which arise out of 
the nature of the tests themselves. First 
it is impossible, in most cases, t
 
measure directly a specific factor. One 
cannot measure whether or not a recent 
high school graduate will graduate 
from a nursing program, for example. 
To be sure, a prediction can be made 
in many cases, with good accuracy: 
Nevertheless, no direct measure for 
success in a nursing program exists. 
In a test designed to provide a 
forecast for such success, only indirect 
measures are possible. The test de- 
signer works with those attributes that 
can be measured. He attempts to select 
for measurement those attributes that 
seem fundamental to success. For a 
program involving much mathematics. 
the test would probably contain some 
mathematical problems to solve. A 
well-designed test concentrates on 
factors critical to successful perfor- 
mance in the activity or behavior in 
question and measures those factors 
accurately. Thus, the admissions of- 
ficer responsible for selecting a test 
must first satisfy herself that the test 
is relevant for the intended use . that 
it does. in fact, consistently m
asure 
that which it is supposed to measure; 
that it is appropriate for the group to 
which it will be administered' and 
that it can be administered with' reas- 
onable effort and cost. Those four 
characteristics of a good test are 
c.orT

only referred to as validity, re- 
liabilIty, norms, and practieabilitv. 19 
They are illustrated in Figure 3. . 


Validity 
Validity is concerned with the 
degree to which the test in question 
measures that which it is supposed to 
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measure.:!O Are the test results (when 
administered singly or in combination) 
actually significant in predicting suc- 
cess in the program ? 
In the selection of students for 
schools of nursing, one measure of a 
test's validity is the degree to which 
it predicts whether or not these ap- 
plicants will be successful in complet- 
ing the program of the school and in 
passing licensing examinations. The 
most vital question - "how successful 
will the applicants be in their future 
careers ?" cannot be answered with the 
data currently available. The facuIty 
may wish to know "how does the test 
perform in our situation ?" One cannot 
answer this until the test has been used 
many times. One can, however, cal- 
culate the correlation of scores at 
admission with marks obtained in the 
examinations in the first year of the 
program. Sometimes this information 
is available from the organization that 
produces the test. Sometimes the 
designer of the test must be ask for 
the relevant data. In many case, it is 
usually good practice for the school 
using the test to measure validity by 
correlating test scores with the sub- 
sequent performance. Generally, grades 
on examinations or over-alI averages 
are the most convenient measures of 
performance to use. 


Reliability 
Reliability is defined as "the degree 
to which a pupil would obtain the 
same scores. if a similar test were re- 
administered to her. "21 If the subse- 
quent scores are close to the original, 
the reliability is deemed to be high. 
"Does the test realIy work?" is a 
question raised. As used in psychome- 
trics, the term reliability thus refers 
to the test's stability or consistency. A 
test's reliability may be usualIy obtain- 
ed from the manual. If the publishers 
have not included this information in 
the manual. the prospective user should 
write to them asking for it. 


Norms 
Nom1s are "measures based on test 
scores which describe the performance 
of a specified group."22 Norms are 
used to test the applicabilitv of the 
test for the groups that the school will 
be testing. The predictability of the 
test is usually ascertained by adminis- 
tering it to a test group and comparing 
their subsequent performance to the 
test scores (a procedure we have 
recommended for users). The validity 
and reliabilitv measures are calculated 
from the scóres of these test groups. 
The tcst group usually has certain 
characteristics with certain distributions 
of ages. of ethnic backgrounds. of 
income groups. of intelligence, etc. Test 
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norms describe some of these charac- 
teristics of the group. If the norms 
of the test group differ widely from 
your applicants, then the test may not 
be a good prediction. Information 
about the norms of the test group is 
usually available in the test manual. 


Practicability 
This is the last consideration in 
assessing an admissions test. Is the 
cost of the test reasonable? Are the 
tests easy to administer? Is it required 
that the tests be administered by 
qualified people? Does the agency 
send in the results to the school and 
assist with prediction estimations? Does 
the agency, as part of its services. 
provide the school with achievement 
test during the three-year program? 
All these are vital considerations that 
the admissions people must take into 
account. 23 


SUMMARY 
The need for an increasing number 
of competent nurses rises every year. 
At the same time, changing concepts 
of nursing care and medical technology 
demand that the calibre and training 
of nursing graduates also rise. Th
 
implications for careful selection of 
students applying to schools of nursing 
are manifest. 
The traditional tools for assessing 
candidates with high school grades. 
interviews, letters of recommendation. 
and health examinations do not provide 
any systematic means for assessing 
important aptitude and personality 
attributes. 
The use of psychometric pre-admis- 
sion tests is increasing every year. 
Nurse educators who are using or 
considering such tests should take care 
to assess, choose and use them care- 
fully. 
Several such test are available to 
nursing school admissions personnel ; 
but they should not be selected 
or administered haphazardly. Instead. 
prospective users of such tests should 
find the answers to several questions 
before choosing one. Does the group 
used in the initial test and design of 
the test closely represent the group 
vour school used to obtain students 
(are the norms representative) ? Do the 
tests predict success in the areas ap- 
propriate to your program? Has the 
test high validity? Does the test suit 
your program ? 
The answers to the above questions 
will never be clearly positive. Pros- 
pective users must carefully weigh the 
strengths and weaknesses of the par- 
ticular test being considered before 
deciding to select one. Subsequent 
use of the chosen test should take 
into account its inadequacies. Users of 


such tests should periodically compare 
the actual perfommnces of students 
against test scores achieved prior to 
admission. 
Finally, admission tests do not 
replace existing selection tools. Pro- 
perly used, they augment the traditional 
tools and can improve the calibre of 
the admissions job. 
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/n hospital, the first line supervisor is the head nurse. Her understanding and 
application of good interpersonal relations determine her 
success in this role. 


The development of the study of 
human relations is due to the efforts 
of research workers in the social 
science fields. As a science, it is re- 
latively new. Industry has prompted 
and sponsored much research in this 
area and has adapted some of the 
results into personnel management, 
not only to increase production and 
profits, but also to help employees find 
personal satisfaction in their work and 
in their relationships with co-workers. 
The result has been stabilization of 
staff and increased production and 
profits. 


Close Contact with Staff 
Personnel management is not solely 
the responsibility of the personnel di- 
rector. It begins with the "first line" 
supervi
or who works constantly with 
employees. 1 In most hospitals, it is the 
nursing admini<;trator - not the per- 
sonnel director - to whom nurses 
look for clarification and application 
of personnel policies. Obviously. a 
nursing supervisor must possess know- 
ledge of personnel management respon- 
sibilities; she must understand and be 
able to explain the terms of the poli- 
cies and the reasons for their existence. 


Miss SelIs is a head nurse at the War 
\femorial Children's Hospital. London. On- 
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and know when exceptions are possi- 
ble. 2 This knowledge provides the su- 
pervisor with a guide for decisions she 
may be called upon to make. More- 
over, it may prevent her from making 
a decision that would reverse a previ- 
ous one, thereby causing dissatisfac- 
tion among the staff. 
In the hospital. this first line super- 
visor is the head nurse. Of all those in 
administrative positions it is she who 
has the closest contact with the staff 
and patients on her ward. She directs 
the planning, the teaching. the coor- 
dination of patient care, and supervises 
the execution of the latter. From her, 
stems the general atmosphere of the 
ward regarding the standards of nurs- 
ing care. and the degree of harmony 
and cooperation among the staff and 
with other departments. Obviously. she 
must possess. along with other leader- 
ship skills. the ability to work with 
people. 
Human relations has been defined 
as "the application of all the social 
science disciplines to personnel man- 
agement."3 The head nurse must have 
some knowledge of the social scicnces; 
but before she can apply this knowl- 
edge to her relationships with others, 
she must first understand herself. 
Stevens 4 lists three wavs to achieve 
better understanding of s'elf: 
I. Recognize that 
'elf-understanding is 
necessary and ha,ic to under,tanding others. 


We must be able to recognize our own 
fears, prejudices, and faults. We must un- 
derstand why we have them before we can 
take steps to eradicate or at least repress 
them so that our behavior toward others 
does not produce a negative or antagonistic 
response. This wilI help us to be more un- 
derstanding and tolerant of the faults and 
prejudices in others. 
2. Realize that knowledge about one's 
motivations is essential to achieve psycho- 
logical and social harmony. 
3. Realize that goals must be defined, un- 
derstood and accepted - then assure that 
they can be reached. We should know what 
we wish to do, what we hope to become. 
and how we wish to accomplish this. We 
must then take the positive attitude that it 
can be done. Often, we need the help and 
counsel of a person more able and experi- 
enced to help us overcome a prohlem. We 
should not depend on ourselves completely5 
since each of us is bounds by habits and 
prejudices of which we may be unaware. 
Care should be taken in defining and set- 
ting goals. Those set too far beyond our 
reach lead to frustration and a defeated at- 
titude: on the other hand. goals set jusl 
beyond our grasp tend to spur us to greater 
achievement. 
The head nurse who has learned to 
understand herself. is better adjusted 
to face reality and to help others do 
so. She will rcali7e that neither she nor 
anyone else can reach an "unrealistic 
mark of perfection."6 


APRIL 1965 


21\3 



Five Basic Requirements 
According to industrial manage- 
ment, first line supervisors should 
meet five basic requirements.' Since a 
hospital is considered an industry, 
these same requirements can be ap- 
plied to head nurses. 
I. She must hG\'e a thorough knowledge 
of her work. For example, the head nurse 
of a chest surgery unit should have had ex- 
perience and preparation in this field, and 
know the specialized kind of care these pa- 
tients require. She must be familiar with the 
equipment in use and be prepared to cope 
with emergencies in a calm and efficienl 
manner. She must be abreast of new devel- 
opments and methods in her field of nursing. 
2. She must ha
'e a knowledge of her re- 
opments and methods in her chosen field 
of nursing. 
sponsibility is, of course. to the patients. 
She must be sensitive to all their needs - 
physical, spiritual. mental, social, and eco- 
nomic - and contrive. in various ways, to 
meet them so that the best possible nursing 
care is given, This responsibility for patient 
care has been delegated to the head nurse 
by the director of nursing who expects her 
to uphold the standards and philosophy of 
nursing service and the hospital.8 
The head nurse has a responsibility to 
the doctor to create a "therapeutic environ- 
ment"9 for his patient. With him, she plans 
patient care and to him she reports her own 
observations and those of her staff. She also 
owes him the courtesy of maintaing the pa- 
tient's confidence in him. 
The head nurse has a responsibility to 
her staff to give them good leadership in 
nursing care and in personal relations; to 
help them grow professionally. and to attain 
job satisfaction. 
To herself she has the responsibility of 
seeing that the above are accomplished to the 
best of her ability. 
3. She must ha
'e s/..ill in inflructing. 
Teaching both patients and staff is an im- 
portant aspect of the head nurse's role. 
4. She must have skill in impro\'ing meth- 
odç, Inflexibility does not leave room for 
progress. nor does it assure that one method 
is best in all situations. Initiative and crea- 
tiveness are great assets to any leader as 
well as a willingness to use any feasible 
plan proposed by another staff member, 
Her prestige will not suffer; rather it will 
be raised. by admitting that others have 
contributions to make. lO 
5. She mllst hG\'e skill in working with 
people. This requirement is one of utmost 
importance; without it, the first four are 
ineffectual. People want to be recognized as 
individuals; to have their efforts, and work 
identified and appreciated. Their response to 
the leader who realizes this. will make any 
effort on her part more than worthwhile. 


Uses Various Methods 
"Every individual brings to his job 
a complex pattern of behavior. attitu- 
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des and concepts which are a result of 
his total previous experience."11 It is 
a wise leader who realizes this and 
adopts a method of leadership best 
suited to achieve the desired results. 
The head nurse has three basic meth- 
ods of leadership at her disposal. 
These are: autocratic. democratic and 
"laissez-faire" . 
Continuous use of the autocratic 
method is the way of the dictator - it 
stifles any ingenuity and initiative on 
the part of the staff and leads to dis- 
satisfaction and unrest. Situations do 
arise. however. when it is necessary 
for the head nurse to be autocratic. 
On the other hand. continuous use of 
laissez-faire methods can lead to utter 
confusion and the staff becomes a 
rudderless ship. At times, and in cer- 
tain situations, this method can be ef- 
fective and satisfying since it allows 
others the satisfaction of testing and 
applying their own proposals. The 
democratic method allows for the par- 
ticipation of all in the planning for pa- 
tient care. and in organization. It pro- 
motes professional growth and har- 
mony. A mixture of all three is best 
and it is one of the skills of a good 
leader to know when to use which 
method. 12 
A cause of many misunderstandings 
is the lack of good communication. 
The head nurse must remember that 
communication is a two-way street; 
she must acquire the ability to listen 
as well as to tell. Also. unspoken com- 
munication can be just as important as 
oral or written means - expression 
and gestures often relay what words 
do not. The head nurse must make 
her communication clear to her staff. 
plan for their responses. or feed-back. 
and be receptive to it. Her staff will 
not hesitate to come to her if they can 
be certain she will listen attentively 
and appraise their proposals objec- 
tively. A receptive attitude and an hon- 
est attempt to consider a suggestion 
will often help to offset a negative de- 
cision. 1 :! 


Developing Leaders 
An effective head nurse helps her 
staff grow professionally. One method 
is by delegating responsibility and 
helping the staff member to accept it. 
Often. in the bustle of ward activity. 
the head nurse becomes so bogged 
down and harried by her responsibili- 
ties that the position of a leader may 
appear very unattractive to the young 
staff nurse. Each nurse who holds a 
leadership position should encourage 
and help other nurses to prepare to be- 
come better leaders than she is her- 
self. 14 
Five "i's" are suggested to help at- 
tract potential leaders: 13 


I. Identify the leadership characteristics; 
2. interpret the role of the leader; 
3. inspire the ambition to become a leader; 
4. instruct for leadership; 
5. initiate the climate for leadership. 


Summary 
The staff naturally looks to the head 
nurse for guidance, support, and praise. 
The head nurse who is able to estab- 
lish and maintain good personal rela- 
tions will very likely have a group of 
enthusiastic 16 and conscientious work- 
ers who will strive to help her gain 
her goal of improved patient care. 
Sister M. Gerald has divided admin- 
istrators into three classes: 17 
I. The few who make things happen; 
2. the many who watch things happen; 
3. the majority who do not know what has 
happened. 
All of us who are, or aspire to be. 
head nurses hope we will belong to the 
first group. We must remember that 
these skills are not an end in them- 
selves - they are only tools - and the 
strongest tool a head nurse has is "the 
power of example."18 
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lung Cancer and Smoking 


The province of Saskatchewan has experienced a striking increase in the incidence 
of lung cancer which is comparable to the situation revealed by national studies. 


By virtue of its cancer program. it 
is estimated that cancer clinics have 
access to at least 95 per cent of all 
cases of cancer occuring in Saskat- 
chewan. Since these patients are ade- 
quately documented and followed, we 
have a unique opportunity to study the 
pattern of lung cancer, and indeed all 
forms of malignant disease. 
I would like to describe briefly our 
experience with lung cancer during 
1945-57 inclusive. For this purpose 
I have divided the cases under discus- 
sion into two parts, 1945-51 and 1952- 
57. These two periods were chosen 
deliberately since the maximum bene- 
fits of modem management were not 
fully available until around 1950. Since 
that time the facilities available in 
this province for the treatment of lung 
cancer compare very favorably with 
any other centre on the North Ameri- 
can continent, from the surgical, 
radiotherapeutic and chemotherapeu- 
tic standpoints. It would seem likely, 
therefore, that our results in treatment 
of lung cancer should be at least 
equivalent to the average results in 
other parts of the wor\. 
During the years 1945-51, 332 
patients were seen in whom a firm 
diagnosis of bronchogenic carcinoma 
had been made. Of this number 76 
per cent were deemed inoperable - 
in other words, three out of every four 
cases seen during this period had no 
chance of survival from the outset. Of 
the remaining 23.1 per cent subjected 
to surgery. 11.6 per cent were found 
to have non-resectable disease. giving 
a total of 88.5 per cent who had no 
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hope of cure. In the remaining 11.5 
per cent, some appropriate form of 
resection was feasible. At least these 
patients had a chance of surviving but 
this leaves only one patient in 10 with 
any hope of cure. 
It might be reasonably assumed 
that during the next period. 1952-57. 
as a result of advances in surgical and 
anesthetic techniques, increasing ex- 
perience of the surgeons, broader 
spectrum antibiotics, increased know- 
ledge of electrolytes and fluid balance, 
more powerful and efficient radiation 
sources and the increasing number of 
chemotherapeutic agents available. that 
the results of treatment might have 
shown some improvement. During this 
time 611 patients were seen - nearly 
double the number in the previous 
period. and indication of the increasing 
incidence of the disease. Exactly the 
same state of affairs within one or 
two per cent was obtained. In no area 
had any improvement been effected. 
Once again three out of four patients 
were incurable while the number in 
whom a resection was possible was 
unchanged at 10.7 per cent. 
The five-year survival figures were: 
1.5 per cent during 1945-51; 2.8 
per cent during 1952-57 ; 2.4 per cent 
over the whole period. If this is trans- 
lated into actual figures only five pa- 
tients out of 332. 17 out of 611. and 
a total of 22 out of 943 managed to 
survive for five years. 
These results are the worst I have 
ever seen. I think they accurately as- 
sess the current situation. All authori- 
ties are agreed that the treatment of 
lung cancer is most unsatisfactory. It 
is quite apparent that even with the 
most modem treatment available we 
are almost completely unable. at the 


present. to control this disease. More- 
over, as far as I can determine, no 
further measures have as yet been 
devised that might give some hope of 
improvement in the future. In my 
opinion the time has arrived when 
not only the medical profession but 
also the public - the people contract- 
ing disease - must be made aware 
of the poor results of modem treat- 
ment. This information, coupled with 
the knowledge of the increased in- 
cidence, should at least give them cause 
for reflection ! 
As an introduction to the problem 
of cigarette smoking and lung cancer, 
it was decided to analyze the smoking 
habits of Saskatchewan high school 
students. This survey was conducted in 
March. 1964 and was sponsored by 
the Saskatchewan Division of the Can- 
adian Cancer Society. The success of 
the survey pays tribute to the Society, 
the Department of Education, school 
trustees, Teachers' Federation, high 
school principals and teachers, the 
Department of Public Health and last, 
but not least, the pupils themselves. 
In all, 43,587 questionnaires were 
completed - approximately 98 per 
cent of the students in this group. Only 
25 had to be discarded. Single ques- 
tions on some of the questionnaires 
were not answered but this number 
was minimal and in no way affected 
the validity of of the results. It is quite 
apparent from the analysis that the 
students were truthful. The results 
represent the true state of smoking 
habits among the students of Sas- 
katchewan. 
The survey was conducted for three 
main reasons: 
I. To determine the magnitude of the 
problem and to prasent to the people 
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of Saskatchewan, information on what their 
children were doing. It seemed unlikely 
that they would be materially interested in 
the smoking habits of children from 
Oregon. Massachusetts, or the United 
Kingdom. 
2. To try to ascertain if there were any 
particular areas in the students' smoking 
pattern that might be drawn to the attention 
of the various bodies concerned with these 
problems. 
3. If, as seems likely, a wide program 
designed to influence smoking habits is 
developed, then probably the best indica- 
tion of the success or failure of such a 
program would be a repeat survey at a 
suitable time. Out of the 43,587 students 
in the study there were 21,692 boys and 
21.681 girls, a remarkable division of the 
sexes. 
Forty-six per cent of the boys and 
35 per cent of the girls were regular 
smokers - a regular smoker being 
defined as a person smoking more than 
onc cigarette a week. Compared with 
other surveys. these figures show a 
marked similarity to the American 
pattern. In the United Kingdom, the 
incidence of students smoking is some- 
what less - a reflection on the lower 
incomes and the higher price of ci- 
garettes. 
If we analyze results by age, it can 
be seen that the number of students 
smoking rises as they grow older. The 
girls seem to reach a peak at age 16 
with almost 40 per cent regular 
smokers; the boys at 19 with 58 per 
cent smoking show no signs of level- 
ling off. 
Among the questions asked was one 
relative to the smoking habits of 
parents. Sixty-five per cent of the 
fathers and 35 per cent of the mothers 
smoked. It would seem that by age 
16 the percentage of high school girls 
smoking regularly exceeded the per- 
centage of their mothers while boys, 
although close to the percentage of 
smokers among their fathers. still had 
a little way to go. At what age do 
these children start smoking? One- 
third of them smoked before the age 
of 10. Twice as many boys as girls 
had this experience. Whether it was 
due to the more inquiring mind of 
boys or mere bravado is not known. 
It was found that 72.9 per cent of all 
students who are destined to become 
regular smokers have smoked before 
they entered high school and. by this 
time, the girls have almost caught up 
with the boys. It would appear that 
if this trend is to be reversed. then 
educational efforts in the public schools 
is mandatory. 
How many cigarettes do the children 
smoke? As might be expected. few 
of them are heavy smokers during 
their younger years - 80 per cent 
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smoking less than five cigarettes a day 
with girls smoking less than boys in 
the 14-year group. With increasing 
age, the number of cigarettes smoked 
daily increases rapidly so that by age 
18, 66 per cent of the boys are smok- 
ing more than five cigarettes a day, 
30 per cent more than lOa day. The 
girls again tend to be less heavy 
smokers. 
One area on which infonnation was 
sought. was the reasons why smokers 
smoked and why non-smokers did not. 
One-quarter thought they smoked be- 
cause their friends did. Over one-third 
did not know why they smoked - a 
very honest answer. Few admitted 
smoking to appear grown up. The 
parents' smoking habits were thought 
to have very little bearing on the 
students' smoking habits. If we analyze 
the habits of parents of both smokers 
and non-smokers, the foIlowing results 
are obtained: 
A total of 71.6 per cent of the fathers 
of student smokers smoked while 60.3 per 
cent of the fathers of non-smokers smoked. 
This result is highly significant. 
Forty-one per cent of the mothers of 
student smokers smoked and of the student 
non-smokers, 3 1 per cent of the mothers 
smoked. This again is a highly significant 
figure and has been shown in other 
surveys. 
The smoking habits of the parents 
have a direct bearing on the smoking 
habits of their children. The fact that 
the children are unaware of this makes 
this influence more insidious. If one 
considers parental precepts generally 
plus the fact that cigarettes are readily 
available in the home. this association 
does not appear to be unreasonable. 
If the reasons for not smoking are 
examined. two of the main ones for 
60 per cent of the students seem to 
be that either they never wanted to or 
having tried it did not like it. Expense 
does not seem to be a major objection 
nor does parental discipline. Only 14.3 
per cent claimed that the dangers of 
smoking were the primary reason for 
foregoing this habit. 
In reply to the question "Are you 
aware of the hannful effects of smok- 
ing ?" 90 per cent of smoking students 
and 94 per cent of the non-smokers 
answered "yes". 
An awareness of the harmful effects 
was apparently no deterrent. Possibly 
this is a natural response in this day 
and age of atomic bombs and interna- 
tional tensions. It might. however. be 
worthwhile finding out the extent of 
their knowledge in this regard before 
declaring that any approach in this 
area was likely to be unsuccessful. 
We asked the non-smokers if ex- 
pense in any way influenced them not 
to smoke. Only 7.2 per cent indicated 


that cost had kept them from smoking. 
One question related to the amount 
of money spent each week on them- 
selves - in other words, how much 
pocket money a week did each student 
have. It appears that some of the older 
students may well have more money 
to spend a week than their parents. 
As the amount of money available 
for pleasure increases, so does the 
number of cigarettes smoked. 
The type of cigarette smoked was 
another question. At age 14 the great 
majority of the students smoked filter 
cigarettes or both types. Comparative- 
ly few of them smoked plain cigarettes 
only. At this age it appears that many 
students smoke what they can get. 
By the time they are 19 years, a more 
definite pattern has emerged and. in 
examining the various age groups of 
students, this trend is uniform. As 
students grow older. more of them tend 
to smoke plain cigarettes. This was 
much more noticeable in the boys. 
This pattern may be a reflexion 
of an extra "kick" given by unfiltered 
cigarettes. It would be interesting to 
compare the awareness of the dangers 
of smoking against the type of cigaret- 
tes smoked. 
One question related to thc smokers' 
attempts to give up the habit. Of the 
total number of students who have 
smoked at some time. one-third had 
never tried to stop. one-quarter tried 
to stop and failed, one-third had suc- 
cessfully given up the habit. [t is 
probable that in this latter group were 
occasional smokers who decided that 
they did not like it or did not like it 
enough to warrant the expense. Fur- 
ther analysis of this area seems indicat- 
ed. 
Many other questions were asked 
relative to age. to the time of becom- 
ing regular smokers. to the means 
of acquiring cigarettes. class grades. 
participation in sports and to where 
smoking was done. We have been able 
to demonstrate the extent of the prob- 
lem but the solution to it may be more 
difficult to work out. 
During the course of interviewing 
large numbers of adult patients attend- 
ing the Clinic, questions relative to 
their smoking habits are routinely 
asked. [t seems that among the non- 
smoking adult population. the reasons 
for not pursuing the habit are siml1ar 
to those given by the non-smoking 
teen-age population. i.e.. that they 
never wanted to, or, having tried. 
didn't like it. 
If this group of non-smokers was 
made the object of further study, it 
might be possible to identify the basic 
reasons for their choice and if so a 
rational approach to the problem of 
smoking might be feasible. 
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COUNSELING 


IN 


NURSING 


To the nurse's traditional role lza.'ì been added that general counselor. 


Counseling involves verbal and non- 
\ erbal interaction between two or more 
persons with a common purpose. In 
assessing the need for counseling, we 
must first consider the type of world 
in which we live and recognize that 
it is very different from a few genera- 
tions ago. Since the beginning of time, 
men have been seeking, giving and 
receiving advice, though not on a 
formal or arranged basis : in most cases 
it was incidental and unplanned. 
Counseling then, may be considered 
as old as man's experience, yet new 
in our time. 


WHY COUNSELING SERVICES? 
We live in a highly complicated, 
rather impersonal modem society char- 
acterized by incessant and rapid 
change - particularly in the field of 
technology. Canada is rapidly becom- 
ing an urban society. It is predicted 
by the Gordon Commission that 80 
per cent of the population will live in 
urban centres by 1980. This rapid 
change from an agricultural-centred 
society to an industrial-centred one 
tends to upset customs and traditions.. 
One change leads to another, and this 
pattern of change creates uncertainty 
of life, causing anxiety. 
Many people are upset by the 
"weakening" of old customs and tra- 
ditions that has accompanied changes 
in our society. Man has more problems 
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because he knows more. but he cannot 
apply his basic values to these changed 
conditions as rapidly as scientific 
concepts advance. 
Custom is a great stabilizer in social 
living. The human mind accepts change 
far more slowly with reference to institu- 
tional and habitual ways of thinking than 
with reference to the tools it employs or 
the new facilities it is prepared to take 
into use. l 
What of the family in this type of 
society? This primary group in which 
we learn to be human has lost many 
of its former functions, partly because 
of the rural to urban shift. Today, it 
usually consists of husband, wife and 
offspring and is no longer a se]f- 
sufficient economic unit. Its structure 
and role have changed considerably 
from that of the large family with its 
kinsmen and remote relatives of a few 
generations ago. The large family gave 
,support and sustenance in daily acti- 
vities as well as in times of crisis. By 
generating warmth and affection to its 
members, it created an atmosphere in 
which security and confidence could 
develop. The small "nuclear" family, 
consisting of husband. wife and off- 
spring, frequently have to look else- 
where for emotional support and 
assistance. 
In summary, the need for counseling 
services has roots in: a complicated. 
changing, impersonal and mobjIe so- 
ciety which generates insecurity ; and 
the loss of a philosophy to hold people 
together in time of crisis. Sweeping 
changes in the modem economic. 
socia] and sometimes political struc- 


ture, together with the increased 
knowledge of human behavior and the 
recognition of the individuality and 
uniqueness of each person, have con- 
tributed to the development of coun- 
seling services. 


WHAT COUNSELING INVOLVES 
Everyone engages in counseling, 
either in the role of counselor or client. 
The ability to communicate with others 
is indispensible in our culture, and the 
interview is the most widely used method 
of communication. Based on establishing 
mutual understanding between two people, 
the interview occurs through the process 
of interchanging feelings by listening, 
thinking. talking, clarifying. a problem, 
and setting the stage for the next steps 
in solving the problem. 2 
Every problem has two aspects - 
its intellectual and its feeling aspect, 
a reality situation and an emotional 
problem. No set of rules or definite 
plan exists for helping the individual 
solve his problems. There are, however, 
some guidelines. 
Human life has many motivating 
forces which cannot be overlooked. 
Increasing our awareness of the role 
that feelings play in human relations in- 
volves growth in our understanding of 
personality, growth in our sensitivity and 
skill in perceiving and talking about feel- 
ings in others as well as growth in our 
understanding of our own feelings.3 
Obviously. an undcrstanding of be- 
havior and its cause is essential if one 
is to counsel others. 
What are the principles of behavior? 
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Firstly, behavior is meaningful and has 
a cause. It is a response on the part 
of the individual to meet his inner 
needs nò matter how ridiculous or 
"ornery" the behavior may appear on 
the surface. It is his way of dealing 
with the problem he faces; it is the 
best he is able to do at the time. 
Secondly, behavior is conditioned 
by biological and constitutional factors 
as well as by the individual's total life 
experiences. These are unique to him. 
With each new adventure he develops 
ways of action and reaction which are 
his alone ; hence, he remains different 
from any other human being. 
Thirdly, behavior is motivated by 
emotions and feelings as well as by 
reason and intellect. Each person 
develops his own values and nonns, 
which are specific to him. He inter- 
prets situations in tenns of his own 
feelings and reasoning. 
Fourthly, behavior is conditioned by 
the way emotional needs are met or 
unmet. These needs include: accept- 
ance, achievement, belonging, indepen- 
dence alTd" self-esteem. , J 
How can change be brought about 
during this interaction between two 
people? What changes? Counseling 
is based on human need and the re- 
. 
ognition of the intrinsic worth of the 
;, individual. It is, therefore, important 
that the counselor established rapport 
with the client. I Perhaps the most 
important way to achieve this is to 
see the person as he realTy is. We 
cannot assume that all people are alike 
or that they resemble ourselves, or our 
relatives. Each person is a unique 
human being who is different from 
anlyone we know or have known. 
"Throughout life he remains a unique 
individual - wanting. hoping, striving 
for, expecting and perhaps fearing 
things different from anyone else." 4 
The counselor must believe in the 
intrinsic worth and dignity of each 
person and have respect, concern and 
an active interest in him. 
Counseling is more than advice..: 
giving; in fact, it is advisable to with- 
hold advice. It is best to use the 
client's own ideas and resources. The 
counselor's efforts are directed toward 
developing the ability of the client to 
"do for himself", rather than at "doing 
things to and for him". 
The interview should move at the 
client's speed. He needs to understand 
so that he can act on his own. Thus 
it is important to begin at the client's' 
level with his thoughts and feelings. 
The counselor must keep in mind that 
she functions to produce change that 
will enable the client to make wise 
future decisions. as well as to manage 
the immediate ones. 
The counselor must try to create 
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a climate wherein the clients feels like 
talking. The client will talk when he 
is ready; he is more likely to talk 
freely if the counselor is a wann, 
responsive person. . 
Broadly speaking, a person will disclose 
himself to an interested audience who is 
warm, permissive and concerned. Skill in 
elicting and reinforcing self-disclosure can 
be learned. It is already taught in college 
courses in interviewing techniques.1! 
Again, the counselor must b
ar in ' 
mind that behavior is influenced not 
only by reason and intellect, but by 
emotions and feelings. The counselor 
does not and cannnot feel the same 
as the client, but she can try to under- 
stand how he feels. She expresses 
concern and interest not only by 
action, but by her expression and 
willingness to care about him. This 
means she supports him emotionally 
while, at the same time, she attempts 
to maintain a balance - a sense of 
proportion - in thinking objectively 
about the problem and being subjective 
about the client. 


ERReRS IN COUNSELING 
Nurses are practical and accustomed 
to action. They frequently feel a need 
to "do something" for the patient. 
The process of counseling is complicated. 
It includes listening, waiting and sharing 
silence and feelings. These are difficult for 
nurses who are practical, who "know just 
what should be done" and who tell people 
quickly how to do it.6 
A false assumption often made by 
professionals is that people only have 
to be told in order to start action. We 
cannot assume that people learn simply 
because we impart health infonnation 
to them. There is a tendency for the 
nurse who is conducting an interview 
to "take over". She defines the prob- 
lem. outlining her course of action 
rather than the client's. 
The patient should be given the 
opportunity to verbalize his feelings. 
Recognition and acceptance of his 
feelings of anger. hostility, fear or 
guilt may rid him of anxiety and. 
suspicion. While he has these feelings. 
it is useless for the counselor to try 
to reason with him, He is not ready. 
The counselor's main role here is to 
support by taking time to listen. She 
should think about what she hears and 
of the meaning the words have for the 
patient. She should attempt to under- 
stand his meaning and to avoid inject- 
ing her own point of view. She learns 
when and when not to interrupt. It is 
best for her to refrain from using 
personal examples when giving explan- 
ations. 
The nurse who acts as counselor 
cannot assume that the patient wants. 
advice ; nor can she assume to know 


the reason for his behavior. She must 
take time to find out what the patient 
wants, what he has planned and how 
he feels. She must remember that he 
has to find his own way with this and 
future problems. 
The nurse should refrain from 
"talking down" to the patient. This 
applies equally when talking to chil- 
dren. She must try to see each indi- 
vidual as a whole, as a person of 
worth - a somebody - a unique 
individual who belongs to a family 
and who is a member of society. She 
must keep in mind that each person 
has to contend with his own physical, 
emotional and social development. 


SUMMARY 
Acceptance and understanding of 
the person as a unique individual fonn 
the basis of the counseling process. 
The counselor must first accept the 
client. his capabilities and his limita- 
tions. This attitude of non-judgmental 
acceptance is of utmost importance to 
the relationship. In our culture the 
individual has been taught to hide 
rather than reveal his true feelings. As 
a result. he builds up defense mech- 
anisms since he is fearful of having 
his weaknesses uncovered. 
Understanding is a sharing process. 
Both counselor and client bring some- 
thing to the relationship; both take 
something from it. Probably no human 
being ever fully understands another ; 
but we can try to understand how the 
other person feels. why he holds cer- 
tain atitudes. the way he sees and 
reacts to people and events. The 
counselor should automatically put 
herself in the other person's shoes and 
look at the problem through his eyes. 
not through the eyes of an outsider. 
The counselor tries to understand her 
own reactions. her emotional involve- 
ment. her own prejudices and values. 
Understanding requires unusual sensi- 
tivity and alertness. 
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One out of every five nurses lacks the working capacity of an average eight-year-old 
boy or eleven-year-old girl. 


There is no exact definition of 
physical fitness. Ideally, one should 
have sufficient physical power to carry 
on an occupation without fatigue and 
enough stamina to enjoy the recreation- 
al pursuits of one's choice. It remains 
to be proven that physical fitness be- 
yond this is of any value for health 
or happiness. Despite claims to the 
contrary, it has yet to be proven that 
exercise prevents degenerative cardio- 
vascular disease, which is responsible 
for two-thirds of all adult deaths. 
Men who were athletes between the 
ages of 18 and 30 do not live any ]on- 
ger than their colleagues who never 
flexed their muscles - although there 
is growing evidence that exercise pro- 
grams continued past middle age may 
reduce the fatality rate from coronary 
artery disease and increase longevity. 
Recent years have seen renewed in- 
terest in physical fitness, not only as 
it is related to national and interna- 
tiona] athletics, but as a genera] prob- 
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lem in the fields of health and edu- 
cation. As integral members of the 
health professions, nurses should un- 
derstand what is meant by fitness, and 
should know what their own levels 
of fitness are within the limitations 
imposed by the difficulties of exact 
measurement. 
Fitness has been divided into 
static fitness (the absence of any defor- 
mity or disease); dynamic fitness (the 
ability to perform strenuous physical 
work of unskilled nature); and motor 
fitness (the ability to perform skillfu] 
tasks. such as throwing. jumping, or 
tight rope walking). Most experts in 
the physical education field stress dy- 
namic fitness since this seems to best 
measure .over-all ability to do work. 
In tests such as push-ups or chinning 
the bar. the limiting factor is fatigue 
of localized muscle groups. The object 
of dvnamic fitness tests in children and 
youñ g adults is to exercise large mus- 
cle groups with sufficient intensity to 
fully utilize the reserves of the heart 
and lungs. The only exercises found 
to approach this idea] are running - 
on a treadmill for laboratory studies- 
or working on a stationary exercise 
bicycle (called a bicycle ergometer) 
on which a frictional load can be in- 
creased. 
When the speed and incline of the 


treadmill or the frictional load on the 
bicycle arê gradually increased, the 
test subject reaches a point where she 
feels unable to continue. This is the 
maximal point, and it depends not only 
on the physical capacity of the indivi- 
dual, but also on motivation, ability 
and willingness to stand physical pain 
and discomfort, and other psycho]o- 
gica] factors. Assuming these factors to 
be equal, it is found that most young 
women must stop working when their 
pulse rate rises to 210 beats per min- 
ute. and serum lactic acid rises above 
100 mg. %. One way to measure the 
capacity of an individual is to have 
her exercise until she drops. If she 
refuses to do any more, even though 
her pulse rate is below 200 and lactic 
acid below 50, a low degree of motiv- 
ation can be assumed. Understandably, 
this method is not too popular; it is 
inaccurate because some subjects give 
in too easily and, finally, it is dan- 
gerous for patients with heart and 
lung disease. 
For these reasons. attempts have 
been made to measure fitness with sub- 
maxima] tests. One way is to measure 
the rate of recovery after the test 
exercise is completed. usually by fo]- 
lowing pulse rate. A second method 
is to gradually increase the work per- 
formed on a treadmill or on a bicycle 
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and take as the cut-off point a given 
pulse rate of 170 or 180. The amount 
of work done before the pulse exceeds 
the given value is taken as the working 
capacity. Work tests demand a physical 
effort that most of us are completely 
unaccustomed to. The reader should 
pause and ask, "When is the last time 
I was ever driven to the point of ab- 
solute over-all physical exhaustion?" 
Perhaps once in a race in school; for 
many, the answer is never. 
Pulse rate is used in most exercise 
tðts because of convenience in getting 
this information, and also because it 
has been shown to parallel the metab- 
olic strain of the exercise. The best 
way of measuring the amount of work 
a person is doing is to determine the 
oxygen consumption. The best measure 
of the maximal working capacity is the 
oxygen uptake at peak work load, the 
maximal oxygen consumption. Oxygen 
consumption is often eliminated from 
exercise studies on large groups of sub- 
jects because of the work involved in 
obtaining accurate gas analyses. For- 
tunately, it has been shown that pulse 
rate usually parallels oxygen consump- 
tion and sufficiently accurate informa- 
tion can be obtained from pulse rate 
alone. The following outlines our ex- 
perience with two types of exercise 
tests in groups of nurses in this hos- 
pital. 


180 


80 


I. The Harvard Step Test was developed 
in the Fatigue Laboratory of Harvard Uni- 
versity. Its chief advantage is that no special 
equipment is required. The subject steps up 
onto and down from a bench 17 inches 
high. 30 times a minute for 5 minutes or 
until compelled to stop because of ex- 
haustion. Immediately after the exercise. 
she sits quietly on a chair while her pulse 
rate is counted for the periods 1-1 1 /2. 2 
-2'/2, and 3-3'/2 minutes after the exercise. 
The fitness index is then calculated from 
these values: 
Fitness index equals 
duration of exercise in seconds x 100 


2 x sum of the three 1/2 minute pulse counts 
The stepping is done in time with a 
metronome beating 120 times a minute, up 
one, up two. down one ,down two - 30 
times per minute. This is a difficult exer- 
cise, and most of the nurses needed much 
encouragement and cajoling to keep going 
after the first minute. Only 7 of 20 nurses 
tested completed the full 5 minutes. This is 
one drawback of the test - it dep::nds a 
great deal on will power. Also, post-exer- 
cise pulse rates may not accurately reflect 
the working capacity of a subject. 
Twenty students nurses were tested on 
two occasions with this test. The fitness 
indices of each individual were similar for 
both trials. and ranged from 16 to 82 with 
a mean of 54. This compares favorably 
with values of 37 to 54 found in female 
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university students. For comparison pur- 
poses, it is noted that a fitness index of 
172 was found in Roger Bannister (using 
a larger, 20-inch step) at the peak of his 
running career. 


n. The test used most frequently in our 
laboratory was developed in Sweden, and 
requires an accurately calibrated bicycle er- 
gometer. The subject pedals for three six- 
minute periods, and the work load is ad- 
justed so that the pulse rate is about ] 30 
for the first period. 150 for the second and 
175 for the third. The work load is given 
in units of watts or kilogram-meters per 
minute and depends on the setting of an 
electronic brake on the bicycle. The rate 
of pedalling is kept constant at 60 r.p.m. 
The pulse rates obtained on the test are 
plotted against the work load and, from a 
straight line joining the 3 pulse rates, the 
work load corresponding to a pulse rate of 
170 beats per minute is found. Studies have 
shown that at this pulse rate the subject is 
working at 70-85 per cent of maximal. and 
this value is taken as a (submaximal) phys- 
ical working capacity to compare one sub- 
ject with herself at different times. or with 
others. An example of the pulse rate group 
of one subject is shown in Figure 1. It is 
remarkable how constant the pulse rate is 
for any given subject at a given work load, 
and this alIows this type of indirect meas- 
ure of work capacity. 
Bicycle-working capacity studies 
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Figure 1 
Graph of pulse rate vs work load in a 13-year-old boy. The 
pulse for any given work load is constant after 2 minutes of exer- 
cise. Exercise performed for 6 minutes at each load, plotting the 
pulse rate during the 6th minute. Straight line relation between 
pulse rate and work load. The work load that would be required 
to produce a minute pulse rate of 170 is obtained by extrapolation 
of the line and reading from the graph. 
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WORKING CAPACITY (bicycle) Kg.M I min. 


Figure 2 
Comparison of fitness as measured by the Harvard Step Test 
and a bicycle ergometer. There is a correlation between the two 
tests - but not a close one. Note that the 2 subjects with highest 
scores in the step test did very poorly in the bicycle test, and 
1 subiect scored well in the bicycle test but was 4th lowest in the 
step test. 
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have been completed on over 150 nur- 
ses in this hospital over the past 5 
years, and some of the findings are 
outlined: 
In the group of 20 stdent nurses who 
"volunteered" for the step test, the 
mean physical working capacity was 
520 kg. M/min. (range 420-700). The 
relationship of the working capacity 
obtained on the bicycle to the fitness 
index (step test) is given in Figure 2. 
There was a correlation between the 
two tests - but this was not close. 
This is one of the difficulties of dif- 
ferent fitness tests: no two tests give 
exactly the same relative answers. 
Tests that measure the response of the 
individual during an exercise are be- 
lie\ed to be superior to those that 
record pulse rate recovery after an 
exercise. 
No significant differences have been 
found in the working capacities of 
first. second. or third year student nur- 
ses. The hard life of a student nurse 
apparently does little for physical fit- 
ness. 
One entire first-year class of nurses 
(a total of 31) was tested on three 
occasions. The mean values for work- 
ing capacity in kg. M/min. were: 
September - 515; December - 550; 
and March - 528. There is no signif- 
icant difference between these values. 


Based on the initial values, over one- 
third of the students showed increases 
of over 25 points in their scores, but 
decreases of over 25 occurred in over 
25 per cent to offset any change in 
the average. The mean values for this 
group of nurses was 531 kg. M/min., 
compared to 850 for nurses tested in 
Sweden. and 964 for local medical stu- 
dents. 
Incomplete results in our laboratory 
and others suggest that there is little 
or no increase
in working capacity in 
girls after the rapid growth spurt be- 
tween ages II to 13; in fact. adoles- 
cence may be associated with a gradual 
decline in working capacity. In con- 
trast, boys show a rise after the growth 
spurt at ages 13 to 14. and continue to 
improve their working capacity scores 
past age 20. Studies of local school 
children have shown that girls have 
lower working capacities than boys 
from age six upward. It is interesting 
to speculate how much of this differ- 
ence is due to inborn biological dif- 
ferences and how much may be due to 

ocial custom and methods of upbring- 
mg. 
Unless the fitness is very low to 
start with, improvement in the working 
capacity as measured by tests such as 
this will not occur after playing golf 
or volley-ball twice a week. The first 
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\ ear students whose tests results have 
been described. were given two phys- 
ical education sessions weekly; their 
scores showed no significant improve- 
ment. Interval training with high in- 
tensity work loads for short periods 
of five minutes or less produces the 
most rapid gains in fitness levels with 
the least expenditure of time. 
To know whether a strong effort 
to improve the fitness level of any 
group is worthwhile becomes a philo- 
sophical exercise that wilI probably 
never get further than the comfort of 
the television chair. The most impor- 
tant problem confronting any nation 
wishing to improve the general level 
of physical fitness becomes one of 
motivational research. For most of us, 
being able to run a four-minute mile 
makes about as much sense as driving 
a 350 horse power automobile two 
miles from our homes to our place of 
work. However. when it is pointed out 
that one out of every five nurses 
does not have the working capacity of 
an average eight-year-old boyar 11- 
year-old girl, perhaps there is good 
reason for complaints of excessive fa- 
tigue at work and a lack of enjoyment 
of daily activities. Put in this perspec- 
tive, it would seem that every school 
of nursing should maintain an interest 
in physical education and fitness. 
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Early in the spring of 1964, Kenora 
General Hospital invited me to con- 
duct a twelve-week nursing inservice 
education program from June to Sep- 
tember. As previous experience had 
not included teaching in this kind of 
program. I accepted the challenge with 
pleasure. 
The Kenora Hospital is beautifully 
situated on a high promontory over- 
looking the lovely Lake-of-the-Woods. 
The newly enlarged hospital accom- 
modates 100 patients. Staff are re- 
cruited through international nursing 
journals and as a result, nurses from 
far places - New Zealand, Jamaica, 
England, and the Philippines - as 
well as from Canada are employed. 
This interesting group tends to be 
transient, but a small core of faithful, 
permanent staff members serve as head 
nurses and supervisors. Registered nur- 
ses, registered nursing assistants, nur- 
se's aides, and orderlies share the 
responsibility for nursing care. 
During the spring, Miss Evelyn 
Wood, Director of Nursing, and I ex- 
changed correspondence regarding pos- 
sible plans; books, equipment, facili- 
ties, and topics of interest were dis- 
cussed. On arrival there was little left 
to do except set the program in action. 
Since the staff already had educa- 
tional preparation in the basic content 
and practice of nursing, a greater re- 
sponse to the program was anticipated 
if the nurses themselves expressed in- 
terest in specific areas, rather than en- 
countering a preconceived plan. The 
objectives of this inservice course were 
to provide an opportunity for review 
and reinforcement. to motivate staff to 
further study, and, hopefully, to stim- 
ulate a new viewpoint on nursing - 
personally and professionally. 
Experience can be a noble teacher. 
However, unless a person recognizes 
the limitations of basic education (in 
any field), and is prepared to learn 
from experience, experience can be 
limited to repetition of previous knowl- 
edge without adding to personal or 
professional growth. It can be enriched 
through reading, discussing, and 
searching for new knowledge. 
My orientation to the work setting 
included a complete tour of the hos- 
pital; a review of hospital policies; an 
introduction to personnel; and a meet- 
ing with community agency members, 
women's auxiliary members, and staff 
at a special tea. A brief meeting of 
nursing personnel to discuss the ob- 


Miss Nevitt is a Canadian who is cur- 
rently assistant professor, Department of 
Public Health Nursing. Wayne State Uni- 
versity College of Nursing. Detroit, Michi- 
gan. 


THE CANADIAN NURSE 



jectives of insenice education and top- 
ics of stud\- for the summer was also 
arranged. - 
Nothing hamper., creativity more 
than rigid adherence to preconceivcd 
ideas and patterns. "It has always been 
done!" deserves the retort. "Does that 
make it right?" As this was the first 
organized inservice program at this 
hospital. absolute freedom to plan and 
to function was possible. This was a 
real asset. 
The natural reserve of the staff was 
a normal reaction. Perceptions differ 
and the "teacher image" can mean dif- 
ferent things. depending on an indivi- 
dual's experiences with teacers. I de- 
cided to become acquainted with the 
nurses by working among them for a 
short period. experiencing the prob- 
lems they experienced, meeting the de- 
mands they met, using the equipment 
they used. and getting to know the 
patients they served. 
Meanwhile. books were selected and 
ordered to add to the small but grow- 
ing library. Some were basic texts for 
quick reference. but many were vol- 
umes from which an interested nurse 
could gain considerable knowledge in 
depth about a variety of medical and 
nursing problems. Nursing journals 
\\-cre added to the shelves and through 
use of them in class discussions. the 
nurses grew to appreciate their value 
as a means of keeping abreast of new 
information. Books and journals were 
available on loan for two-week periods. 
Their extensive use gave some indica- 
tion of the range of interest. 
Although a large classroom was 
available for use. a smaller room is 
more conducive to informality and free 
discussion. and a small lounge was 
therefore transformed into a study- 
library-classroom. 
Listings from the National Film 
Board of Canada had already been ob- 
taincd and a schedule of film showings 
was planned for the entire summer 
Each film was shown three times on 
the scheduled day at 11 :00 A.M.. 2:00 
P.M.. and 7:00 P.M. Audio-visual aids 
are usually an attraction and these 
were well attended. Discussion follow- 
ing the films was often limited because 
of the demands on time for service to 
patients. Films were usually chosen to 
illustrate one of the topics discussed 
in class (compare the following sched- 
ule with that of classes). 
 


Film Schedule 
1. The Eve of the Beholder - illustrates 
individual differences in perceptions. 
2. AIII!l'r at Wor!. - effective and in- 
effective way, of using feeling, of anger 
are iIIu,trated. 
3. COlltil/lIlJ/U Ohser\"atioll - shows ob- 
,ervations and understandings necessarv for 
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dealing with disturbed patients. 
4. Faces of Depressioll - illustrates a 
combination of the I
,ons in classes I and 
3. 
5. Halldlillg and Care of the Patiell1 - 
shows correct and incorrect methods of 
caring for patients in the anesthetic room. 
operating room. and postoperatively on the 
ward. 
6. Nursery SepsIs - demonstrates meth- 
ods of preventing ,raphylococcal infection 
in the nursery. 
7. Stalldard Obstetrical ROll1illes - un- 
fortunately, this was a very old film; prin- 
ciples that still applv to the stages of labor 
were well illustrated, but reels dealing with 
the care of the newborn and postpartum 
care were outdated and therefore not shown. 
8. Care of the Newborn - illustrate, 
nursery care very well. 
9. Nurse-Patiellt Relationships - em- 
phasizes the importance of the nurse's self- 
understanding in developing satisfactory re- 
lationships. 
10. Children in Hospital - an excellent 
film illustrating the range of behavior 
among children in hospital and showing 
how they can be helped to adjust. 
I I. The Thread of Life - explains the 
theory of genetic development as illustrated 
by a model of the DNA and RNA construc- 
tion. 


The different levels of preparation 
and responsibility of the nursing staff 
provided natural groupings for class 
mcetings. Since head nurses and super- 
visors bear the greatest burden of re- 
sponsibility for nursing care. the op- 
timum opportunity for study and dis- 
cussion was provided for them. Plans 
for two half-hour meetings daily - to 
correspond with the 9:30 A.M. coffee 
break. and at 2:00 P.M. when the pace 
of nursing activity had slowed - were 
made. Refreshments were sent from 
the diet kitchen for these meetings. 
The attendance indicates a high level 
of interest and well organized wards. 
Arrangements for classes with the 
remaining groups of personnel were 
planned in cooperation with the head 
nurses. Only they were competent to 
decide when nursing service demands 
would best permit staff to attend. Nur- 
ses' aides met for one half-hour at I: 1 5 
P .:\1. for two weeks: a four-week ses- 
.,ion with the nursing assistants and 
orderlies followed. As time was at a 
premium. we did not go into depth of 
study in these groups, but the goal was 
to stimulate interest and motivation. 
Method., included lecture presenta- 
tions, discussions. and the use of visual 
aids. Topics of interest arose out of 
discussion and plans for subsequent 
meetings evolved around these. The 
folio\\- iog schedule wili illustrate the 
range and scope of the program. Some 
topics \\ere discussed \\-ith all groups. 


but the schedule best illustrates the dis- 
cussions with the head nurse group. 


Class Schedule 
I. The professioll of IIursillg criteri.t 
of a profession. value of membership in 
professional organizations, the International 
Code of Nursing Ethics, the legal aspects 
of nursing practice. and professional ideals 
2. Plallning patiellt care - levels of re- 
,ponsibility. records. recording and reporl- 
ing, responsibilities and policies regarding 
medications. 
3. Human needs and human beha,'ior - 
in health and in sickness, through the stud\ 
of the developmental stages of life 
4. The maternity cycle. 
5. Cardiac alld vascular diseasl's 
6. Diabetes. 
7. The careers - radiation and nursing 
care. 
8. Fluid and electrolyte balance 
9. Allesthesia and patient care 
10. Pre- and postoperative carl'. 
11. Safety in the hospital. 
12. Prillciples of eflec/h'e il/terpersollal 
relationships. 
13. Trellds ill IIursillg educatioll. 
14. II/ternatiollaf health concerns. 


A demonstration of the ne\\est 
equipment for use in intravenous ther- 
apy was given. This was particularh 
\'aluable becau<;e the nurses are some- 
times required to initiate intravenou
 
therapy. and the discussion enabled 
them to clarify several points. 


Associated Proiects 
Orientation tours and classes \\-ere 
arranged for registered nurses who had 
been inactive in nursing for several 
vears but who wanted to return tc> 
ímrsing practice. These were brief peri- 
ods and classes were centred around 
specific problems in nursing proce- 
dures as proposed by the nurses. 
Through the combined efforts of 
staff, past and present. a manual for 
the care of obstetrical patients wa
 
produced. 
An evaluation of the safet\ meas- 
ures used in handling medicatï"ons \\-as 
made. This \\-as facilitated b\' use of 
the Self-Eraillorioll Guide for -Ho,fpiral 
Nllr.fillg Sen'ice Medicatioll Safer\. 
prepared by the 'J"ational League for 
Nursing. New York. It prO\ed a les- 
son as well as a basis for de\'eloping 
new policies. 
Written evaluations of the program 
by the staff shO\\-ed that the greatest 
benefits dcri\'Cd were: new perspect- 
i\'es. re\- iew of fundamental principles. 
and a renc\\ed intere.,t in reading and 
studving. Thus. our objecti\es 
 \\-ere 
achiévcd. It is hoped thåt the moth'a- 
tion \\-as strong enough to keep the 

taff abrcaq of de\ elopmcnt<; in nurs- 
mg. 
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EIllotionally 


Distur bed 


Children 


Description of a treatment program in a general hospital. 


Child psychiatry is a recent arrival 
in medical science. Its origins are with- 
in the twentieth century and many of 
its pioneers are still at work through- 
out this continent and Europe. Kanner 
states in his introduction to Child 
Psychiatry: 
It took a series of steps, including the 
development of cultural attitudes to make 
possible the inclusions of children in the 
domain of psychiatry. In the first decade. 
several major events occurred which gave 
impetus to the new insights into the individ- 
uality of human beings, and its application 
to children. Compulsory school attendance 
had been legislated in most civilized coun- 
tries and children were expected to pursue 
their grades in a well planned, succession 
of steps. Most pupils lived up to these 
expectations; but there were many who did 
not, regardless of the help they received. 
Binet and Simon. working in Paris at that 
time, established a scale or psychometric 
test that set up a norm of performances for 
scholastic ability. It was then possible to 
learn to what extent any individual pupil 
conformed to or deviated from the normal 
or average. 
During this same period. psychia- 
trists began to establish a classification 
of mental illness. With such a frame 
of reference it became possible to 
predict the course in certain defined 
areas of disrupted behavior. Freud 
gave meaning to illness through his 
dynamic insights into human behavior. 
He saw maladjustment as a concatena- 
tion of events having constitutional, 
social, family and childhood factors in 
its genesis. His discoveries regarding 
the influence of childhood events in 
the development of adult mental life 


Dr. McTaggart was for four years head 
of the in-patient unit for disturbed children 
at the University Hospital. and an Assistant 
Professor in the Department of Psychiatry, 
University of Alberta. He is presently with 
the Department of Psychiatry. University of 
British Columbia. 
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focused concern on children as legiti- 
mate objects of scientific curiosity. 
In the 1920's, the formation of 
juvenile courts and child guidance 
clinics gave hint of the dimensions of 
the problem. Throughout the western 
world, since the Second World War, 
there has been an increasing awareness 
of children who require hospitalization, 
observation and treatment in terms of 
mental illness. 
In Alberta. the needs of emotional1y 
disturbed children have received con- 
siderable community, medical and psy- 
chiatric recognition in recent years. 
Provincial child guidance clinic out- 
patient services have been in operation 
for a number of years. The provincial 
government. following submission of 
accumulative information gathered by 
the Canadian Mental Health Associa- 
tion, agreed to enlarge facilities for dis- 
turbed children by creating a pilot 
project for them at the University Hos- 
pital. This centre was seen as a short- 
term diagnostic unit. hopeful1y to be 
used as a screening procedure for chil- 
dren who might go on to intermediate 
or long-term care. 
In October, 1957. the first unit of 
this type was opened in Saint Justine's 
Hospital, Montreal; the Montreal Chil- 
dren's Hospital followed one year la- 
ter, opening their unit in September. 
1958. The unit in Alberta. opened in 
January. 1960, is thus the third to be 
set up in Canada. It consists of an 
eight-bed ward, set up within the hos- 
pital and operating within the close 
liaison and cooperation of the depart- 
ment of pediatrics and psychiatry. It 
has space for working personnel, a 
large group therapy room, (visible 
through one-way screen mirrors, and 
wired for sound), an adjoining kitchen 
and dining-room areas. 
The most frequent referrals to this 
unit are children whose svmptoms 
would be considered as the manifesta- 
tion of angry behavior. The pre<;enting 


complaints as outlined by the parents 
usually involve a long list of problems 
such as unruliness at school and home; 
unacceptable, aggressive behavior; run- 
ning away; temper tantrums; and re- 
sistance to eating and sleeping. Usual- 
ly the complaints are of many month's 
duration and, in some cases, years. 
They have become the focus of family, 
community, and often school attention. 
It is important to gain some under- 
standing of these children through 
awareness of the attitudes operating 
within the family, and sub-culture. 
Often, veiled or open resentment in 
the family is directed toward the 
child. If this rejection takes the 
form of outright hostility and neglect 
on the part of the parents, partic- 
ularly if it occurs early in the life 
of the child. he often develops an 
attitude that "people are no damn 
good" and dictates his life to diffuse 
retaliation against society. In less ex- 
treme degrees, the parents do not con- 
sciously reject. but have difficulty in 
giving love because of their own prob- 
lems. These people require face-saving 
mechanisms. Clinically, they may be 
seen as perfectionistic. They coach 
their children to be perfect and blame 
them when they do not meet their ex- 
pectations in order to vindicate their 
own attitudes. Such a parent complains 
that his child could do better if he 
would only try. Nobody can point a 
finger at the parent because he is 
usually backed up by a number of 
so-called factual events. 
Often. the child regards himself as 
the sole cause of the trouble. His reac- 
tion may take three paths: he can 
specialize and surrender, then lay the 
groundwork for future perfectionistic 
behavior; he may withdraw into a 
more comfortable world of his own 
fanta<;ies: or he may rebel against the 
parent and make unrealistic demands. 
exhibiting a variety of behavior prob- 
lems ranging from eating and sleeping 
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disturbances to overt delinquency. 
It is important for the psychiatrist. 
at the outset. to define two broad 
areas of angry behavior. In the first 
category, where the child is a product 
of overt ignorance and neglect. his be- 
havior is really part of a learning 
problem and as such is conforming. 
Such a child was Jimmy - a ten-year- 
old boy from the outskirts of town. 
Jimmy's father was unemployed and had 
a previous prison record; his mother was il- 
literate. Although the parents were loyal to 
each other. they, and several other families 
in the area, experienced a strong sub-group 
..ense of rejection by the larger and wealth- 
ier society on whose outskirts they lived. 
This family. frustrated because of the 
father's inability to find a job, actually con- 
doned their children's delinquency with the 
idea that they would "get even" with so- 
ciety. As a child, Jimmy was raised with the 
conventional emphasis on honesty and re- 
spect for property. At the same time, his 
parents expressed bitterness with the larger 
society with which they had to struggle. 
Jimmy began to steal from stores and his 
loot was eaten by his parents or sold. He 
became involved with a group of delinquents 
who. one by one. were sent to the local re- 
form school. Eventually, the leader of the 
gang was convicted and Jimmy decided that 
he would be better off in the reform school 
with the group. than on his own. supporting 
the family. He arranged for his own capture 
by the authorities and, when he presented 
on the unit. gave no evidence of anxiety. 
In essence. he viewed himself as conform- 
ing. and was not particularly concerned as 
to his previous conduct. He had a deep 
sense of anger toward all people in author- 
ity and toward all who respected society's 
limits. At the same time, he had a strict 
sense of loyalty for the buddies in his gang 
and for people with similar backgrounds. 
His anti-social behavior was, in a sense, 
a learned phenomena within the sub-group 
setting. On the basis of his behavior - 
which remained essentially unchanged - it 
was recommended that he be re-edu- 
cated in a residential setting that was OrI- 
ented to long-term rehabilitation. 
In another child. rejection in the 
family was veiled as a projection of 
parental problems. In such a situation. 
anxiety is often a paramount feature 
in the child's rebellion and. as such. 
should respond to therapeutic inter- 
vention. 
Samuel was an eight-year-old fire-setter 
who had been going about his business for a 
number of years, to the great displeasure 
of the neighborhood. His problem culmi- 
nated in a Page One exposée in a local 
newspaper. The Þoy was admitted to 
the ward and quickly estaþlished a repu- 
tation by sketching on the blackboard in 
the play room. a picture of the University 
Hospital going up in flames. The picture 
was left for a number of davs until a 
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room-mate could no longer tolerate the 
situation and erased it. When the father 
was told of the incident, he could scarcely 
contain his laughter and remarked on his 
son's ability to so rapidly establish notoriety 
in a new setting. 
There is a rule on the ward that no one 
is allowed to smoke. It was with some 
displeasure that we learned that Sam 
was smoking on and off the ward. This 
activity was aided and abetted by his father 
who supplied the boy with cigarettes and 
the needed money. When this was discussed 
with the father, he seemed to gain a con- 
siderable degree of satisfaction, knowing 
that the boy was able to beat the rules of 
the hospital. 
In this situation. we see father's un- 
resolved conflicts being vicariously 
discharged in this boy's angry behavior. 
At the same time, the parents attacked 
their son for his forbidden discharge 
of impulse and set up a vicious circle 
of events that gradually destroyed the 
boy's feelings of self-esteem. Sam res- 
ponded rather well to his stay in hos- 
pital. He was discharged approximately 
two years ago without further mis- 
demeanors. 
Psvchosomatic disorders such as 
asthma, anorexia nervosa. and ulcer- 
ative colitis are now being frequently 
referred from the pediatric service. 
Such problems are difficult to deal 
with in children. Recently. a 13-year- 
old girl was referred with a history 
of ulcers. spastic colon and a weight 
loss of 30 pounds in the preceding 
four months. 
The child had been previously hospitalized 
in a small town and. while under- 
going treatment. developed a withdrawn 
condition which the referring doctor felt 
to be pre-psychotic. She presented a picture 
of a thin. aloof girl with multiple somatic 
complaints. She treated the food as if it 
were vermin and deposited material on her 
person. up her sleeves. in her serviette. 
She continually tried to create the façade 
that she was partaking of a normal diet. 
Her mother was a dominating woman who 
returned home only after she had been 
reassured by seven days sojourn that the 
child would be well cared for. The child 
had learned to manipulate the whole familv 
by her eating procedures and had the father 
in a continuous state of agitation. 
On the ward. limits were set for her 
Þehavior. She was encouraged to join into 
the group activities. and little attention was 
paid to her table manners. In individual 
therapy. it became clear that the child had 
mixed feelings about becoming a woman 
and had undergone a particularly agonizing 
set of events surrounding the menarche. 
Shortlv following this. she developed amen- 
orrhea. became preoccupied with scho()1 work 
and her academic level began to fall. She 
became depressed. developed an ulcer. and 
was placed on an ulcer diet. following which 


she developed a deep aversion to food 
and consequent weight loss. It was onlv 
after a long period and with the continued 
participation by the department of pediatrics 
that the child was able to face up to her 
problems, and accept the fact that one day 
she must leave her family and become an 
independent adult. She was discharged from 
the ward in an improved condition and 
with an adequate weight gain. 
An increasing number of referrals 
are psychotic children. Adolescent psy- 
chotic reaction and schizophrenia in 
the adolescent phase present a picture 
that mimics psychopathic. neurotic. and 
psychosomatic illness. If the child is 
felt to be psychotic, the treatment 
program is intensified and an attempt 
is made to aid the child in testing hi<; 
or her reality. The controls are often 
less demanding and an effort is made 
to improve the affectional bonds 
through the constant use of a warm. 
accepting member of our staff. In a 
unit of eight children. we ha\-e found 
from experience that it is extremely 
difficult to tolerate more than one or 
two psychotic children at a time. It i<; 
from this latter group that the highest 
percentage of referrals to institution'" 
has occurred. 
Where the problem is an educational 
one and involves a child with subnor- 
mal intelligence. the unit has proved 
useful. Psychological and neurological 
facilities enable a rapid and effective 
assessment of the situation. It is in 
this area that we have found the teacher 
to be of extreme value and. as such. 
he has become a prominent member of 
the team. The public school board 
views the unit as a teaching institution 
and has accepted the re<;ponsibility of 
staffing in the future. 
Why does the unit exist in a general 
hospital setting? What do we really 
do that cannot be done on an out- 
patient basis? 
Before answering these questions. it 
might be well to outline the program 
as it exists. The child is on the unit 
on a 24-hour basi!o.. Two children are 
accommodated in each room and an 
attempt is madc. in numerous ways. 
to create a famil\- setting. The children 
all sit round the" table in the company 
of a nurse. or a child-care worker 
during meals; efforts are made to es- 
tablish an esprit de corps directed to- 
ward acceptance of each child uncon- 
ditionally, with a sincere display of 
affection and approval at all times. 
A child begins his day in the occupa- 
tional therap
 cla<;s for one hour. after 
which he attends school. Following 
lunch. a one-hour group discussion is 
held in \\ hich there i<; free exchange 
of problcms arising on the ward. 
The child returns to school for a 
further two hours. foHm\ ing which he 
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has an hour of free time. Dinner is 
served at 4:30 P.M. During the day. 
depending on the plan of treatment for 
each child. there may be individual 
thcrapeutic sessions. Following the 
evening meal, time is set aside for 
study and physical activity. All this 
is closely supervised and homework is 
checked. Twice weekly, swimming is 
available; alternate evenings are spent 
with a full program of physical training 
and organized games, using the gym- 
nastic facilities of the Department of 
Rehabilitation. From 7:30 - 8:30 P.M. 
the parents visit if they are in town. 
Depending on age. children are put 
to bed between 9:00 and 10:30 P.M. 
On weekends. the child returns to his 
home whenever possible. Information 
gained from the parents concerning 
the child's behavior on the weekend 
can be helpful in planning therapy. 
From time to time. the children 
organize activities themselves. In addi- 
ti;n, they establish their own form of 
patient-government, and may organize 
periods of play closely resembling psy- 
chodrama. 
This, then. is the core of the pro- 
gram. As the child operates within 
this schedule, every attempt is made 
to observe and assess his behavior. 
These observations are discussed at 
teamwork conferences held three times 
a week. Communication tends to break 
down because of the changes of staff 
in shifts, and an attempt is made to 
unify staff planning by taping recom- 
mendations that arise out of these 
thrice-weekly conferences. These tapes 
are then played to different members 
of the successive shifts. 
The one-way screens and sound 
equipment alIow free vision and obser- 


vation of the children during different 
phases of their activity. More objec- 
tive appraisal is achieved than if the 
observer were involved in direct inter- 
action with the child. The treatment 
atmosphere on the unit is an attempt 
to achieve a direct relationship with 
the child in a variety of phases of life, 
in which the adult is not only a vehicle 
for teaching and providing nursing 
care. but also a person who tries to 
deal with the needs of the child to 
the best level of his own ability. 
In addition to the observation of 
behavior, as an aid in diagnosis. we 
also utilize diagnostic facilities that 
are available within a general hospital. 
Pediatric, ophthalmological, den t a I, 
x-ray and psychological facilities are 
used frequently. Obviously, this is one 
marked advantage of having such a 
unit within a general hospital setting. 
In situations where outpatient treat- 
ment is not successful. a short hospi- 
talization period on the ward can act 
as a catalytic force that may help the 
child make a better adjustment. At 
times. and perhaps even more signi- 
ficant, such hospitalization may help 
the parents of the child to see them- 
selves and their relationship with him 
- something they could not have seen 
before hospitalization. 
The treatment of the family and 
recognition of community facilities to 
provide assistance are a prominent 
concern in our program. It is in this 
area that the social worker becomes 
a valuable member of the team. Parents 
and child are interviewed by the social 
worker prior to admission. When the 
final plan of treatment is evolved, the 
result is fuIIy explained to the family. 
Major difficulties occur when the fam- 
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THE CANADIAN NVRSL is proud to an- 
nounce the winners of the 10th Annual 
\facmillan Comprehensive Nursing Care 
"tudies Competition. This year, for the 

econd time, separate competitions were 
held for the English and the French studies. 
In the English competition. 33 entries from 
,ix provinces were received. 
Most of Ihe studies were thorough and 
.!ccurate and showed a good understanding 
of patient care. The panel of five judges 
- one from each of Newfoundland. On- 
tario. British Columbia. Alberta and Ma- 
nitoba - had a hard time selecting the 
nest from the many excellent entries. 
The main criterion for judging the studie
 
is nursing care (70% of the final mark). 
Studies must be patient-contred. rather than 
task-centred or disea<;e-centred. A true in- 
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terest in the particular patient and his care 
must be evidenced. The social. physical. 
psychological, sociological, pathological. re- 
habilitative and teaching aspects of the care 
of that individual patient must be included. 
Other criteria for evaluating the stuòies 
include quality and accuracy of data (10%). 
value of the study to the student (5%). re- 
ferences (5%), general composition and 
reader appeal (10%). 
The first prize of $25.00 was awarded to 
Miss Charlotte Rutherford, a senior student 
in The Montreal General Hospital School of 
Nursing, Montreal. Her theme was "A 
Patient-Centred Study: Anemia Associated 
with Mandibular Abscess". 
Honorable Mention was given 10 three 
students whose studies averaged above 85 
per cent in the marks assigned by the judges. 


i1y is unstable. or when the community 
is unable to provide adequate after- 
care plans. Where there are fam- 
ilies to whom a child can return, the 
philosophy behind the unit has proven 
to be of merit. The major obstacles to 
overcome in achieving further advances 
involve the improvement of staff skills 
and the therapeutic impact of the per- 
sonnel on the child. 
In summary, the objective of this 
program is to use a short-term hospi- 
talization for a diagnostic and prog- 
nostic study of disturbed children and 
their families; to offer a therapeutic 
milieu and experience that will lend 
itself to better use of outpatient facil- 
ities and other rehabilitative adjuncts. 
Thirty years ago, Augst Aichorn 
broke away from the traditional cor- 
rectional training of disturbed children. 
He brought with him, aside from psy- 
chiatric and psychoanalytic training, a 
deep understanding of human beings. 
Instead of aligning himself with the 
attitude of society, he tried to see 
things through the eyes and experiences 
of each child. He wrote: 
People have often enquired what special 
educational methods we use. We really had 
no prescribed methods. When anything 
happened. I asked the participants to talk 
things over. Talking together in a coop- 
erative attitude toward even the worst 
offender seemeci to us to be our most 
valuable method. This served us well be- 
cause we have the confidence of the 
children. 


In the final analysis, the art of 
understanding the child and his pecu- 
liar adjustment to his environment i<; 
the beginning of any process in reha- 
bilitation. 


Their names and schools of nursing are: 
Miss Patricia Peterson - Edmonton 
General Hospital School of Nursing. Ed- 
monton. Alberta. "Care of the Newborn." 
Miss Elsie Ruth Kirk - Calgary General 
Hospital School of Nursing. Calagary. Al- 
berta. "Obstetrical Nursing Care Study." 
Miss Margaret Wood - General and 
Marine Hospital School of Nursing. Owen 
Sound. Ontario. "Nursing Care of a Patient 
with a Cholecystectomy." 
Our congratulations to these students for 
their good work. Watch for these studies 
to be published in a summer issue of the 
JOURNAL. 
Our thanks to the judges who marked 
the studies for us, the schools who sent in 
entries, and to the Macmillan Company of 
Canada for 
ponsoring the competition. 
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Dilemma 
of 
the Nursing Assistant 


The need for auxiliary personnel in nursing continues to be great, and planning for 
the education of this group is of paramount importance. 


The future of the registered nurs- 
ing assistant is vague and complicated. 
So many variable factors influence it 
that an accurate prediction as to her 
future role - if she has a future - is 
difficult. The need for auxiliary per- 
sonnel in nursing evolved from the 
shortage of professional nurses and the 
changing role of the registered nurse 
in the midst of tremendous advances in 
medical science and the broadening of 
health services. There will always be 
a place in nursing for auxiliary work- 
ers and they must be adequately pre- 
pared for the duties they will have to 
perform. However, definition of their 
role can be attempted only after we 
have realistically appraised both our 
nursing needs in the administration of 
patient care and the contribution the 
professional nurse makes in meeting 
these needs. 
At present there are many conflict- 
ing views on nursing education. Our 
concepts of what the registered nurse 
should be doing, to what extent she 
should be prepared. and even where 
she should receive this preparation are 
so controversial that we can scarcely 
guess where the registered nursing as- 
sistant is expected to fit in. Therefore, 
the possibilities for auxiliary nursing 
personnel are highlighted here with an 


Miss Ford is Director of the Registered 
Nursing Assistant Program at St. \Iichael's 
Hospital. Toronto. This article was adapted 
from a paper presented at the Quo Vadis 
Conference held in Hamilton. Ont. 


VOLUME 61. NUMBER 4 


ANN FORD, B.SC.N.ED. 


attempt to interpret their intended role 
and how they might be more advan- 
tageously utilized in our nursing team. 
One of the emerging philosophies 
on nursing education would have two 
categories of nurses administering care. 
There seems to be much support for 
the idea of t\\O streams - the univer- 
sity graduate with a degree in nursing 
and the diploma graduate who would 
complete high school and then take a 
two-year course in nursing. This is a 
radical departure from our presently 
recognized two categories of nursing 
personnel - the registered nurse and 
the registered nursing assistant. 
If this theory on nursing education 
were fully accepted we would upgrade 
the present course for registered nurs- 
ing assistants into the diploma pro- 
gram described above and completely 
eliminate the prepared auxiliary work- 
er now utilized so fully. and upon 
whom we desperately rely to meet 
staffing needs in many of our smaller 
institutions. 
A further outcome of this proposed 
system of nursing education would be 
for hospitals to employ non-prepared 
workers who would train on the job to 
perform certain nursing duties at the 
auxiliary le\el. It would be expected 
that this would ease the nursing short- 
age and provide employment for some 
persons with an aptitude for nursing 
but who would not qualify for the 
basic diploma program. That such 
training programs for nurses' aides 
would he conducted \\ithout sound 


educational methods to insure safet\ 
for our patients is a frightening pros- 
pect. 
If all nursing education is to begm 
at the post high school level. a scheme 
may be accepted that is not realistic 
where there is a critical shortage 01 
personnel. Furthermore. it does not 
seem to be educationally sound to 
leave the entire training of nurses 
aides in the clinical areas of our hos- 
pitals solely on an apprenticeship basis. 
Nursing assistants came into exist- 
ence during World War II. when mam 
registered nurses were serving over- 
seas. To meet the staffing needs creat- 
ed by enlisted nurses. hospitals recruit- 
ed girls to work as nursing assistants- 
these learned on the job. Eventuall). 
nursing leaders realized that these 
auxiliary workers sened a useful pur- 
pose and gradually courses to educate 
them were established. There are no" 
45 approved courses for registered 
nursing assistants in Ontario. If these 
courses were discontinued and girl... 
again trained on the job for nurses. 
aides duties we would simpl
 be retro- 
gressing. 
In 1950 a committee of the World 
Health Organization studied the role 
of auxiliary personnel in nursing and 
concluded that: 
Many nursing activities formerly per- 
formed by nurses can be safely entrusted 
to workers with le

 comprehensive training. 
and the committee considers Ihe emplov- 
ment of auxiliary nursing personnel an e
- 
,ential factor in the provision of nursing 
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services in homes and in hospitals. general 
and special, including tuberculosis sanato- 
ria. mental hospitals. and institutions for 
chronic patients. 
A subsequent study in 1 Y5Y. by an 
expert committee from the World 
Health Organization stated that: 
There is considerable evidence that there 
is an important and continuing place for the 
auxiliary workers in public health to per- 
form the many duties which require less 
independent judgment than is expected of 
professional nurses. 
The International Labor Organiza- 
tion has also studied the role of aux- 
iliary workers in nursing and has 
stated: 
That one of the chief means of ensuring 
the best use of professional nursing skill is 
by the judicious employment of auxiliary 
personnel. 
A tremendous shortage of nursing 
personnel exists in our hospitals and 
health agencies. Statistics to validate 
this can be found in our newspapers 
almost daily. Some hospitals cannot 
operate at their total bed capacity be- 
cause of lack of nursing staff. A study 
by the Committee for Survey of Hos- 
pital Needs in Metropolitan Toronto 
in 1963 found that the registered nurs- 
ing assistant had proven of tremendous 
value in meeting the nursing needs of 
the public. The report further stated 
that: 
The nursing assistant has freed the reg- 
istered nUrse to concentrate on the special- 
ized work for which she has been trained 
and thereby kept open nursing units and 
wings in ho
pitals which otherwise could not 
be kept open with the present shortage of 
qualified nursing personnel. She has proven 
helpful in nursing homes, in units for the 
chronically ill. in caring for the sick at 
home and in industry. It has become gen- 
erally recognized that. with registered nur- 
ses in short supply. it is a waste of skilled 
personnel to have them devote a large part 
of their day to tasks which others with less 
specialized but still adequate preparation 
could do. 
Information compiled from question- 
naires sent at that time reveal that for 
each 100 patients in metropolitan hos- 
pitals. 27 registered nursing assistants 
were satisfactorily and effectively con- 
tributing to their care. It was further 
predicted that in 1970. three times the 
numbers of these workers would be re- 
quired to help meet the nursing needs 
of the anticipated 12.000 patients. The 
report concluded by stating: 
Regardless of what some of the more 
skeptical may say. registered nursing assist- 
ants are here to stay and that a1though their 
training is limited. they have as much scien- 
tific education as a graduate nurse had in 
the early years of this century. 
These facts are indicative of our 
great need for nursing personnel. Prep- 
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aration of nursing assistants at the pre- 
sent level of post-grade X education 
must continue if we are to meet the 
needs of our time and utilize the vast 
supply of girls who are unable to com- 
plete high school but who have an ap- 
titude for nursing at a very definite 
level of usefulness and competency. 
Every health worker should function 
at her highest level of skill and there 
is a need for preparation in nursing 
beneath the post-high school level. 
Progress in nursing education is vi- 
tal to its survival. We must study and 
evaluate new trends as they affect our 
institutions and society as a whole. 
Nevertheless, before we embark upon 
changes in the structure of our nurs- 
ing schools we must be fully cognizant 
of the implications they will have and 
the effeets on the administration and 
quality of nursing care. 
Admittedly. steps must be taken to 
standardize the functions of nursing 
personnel. Possibly. the approach to 
nursing education in which the univer- 
sity graduate and the technical gradu- 
ate would constitute the two recog- 
nized categories would relieve many of 
our clinical problems. However. has 
this proposed plan been arrived at 
partly because the contribution of reg- 
istered nursing assistants is not fully 
recognized and appreciated in nursing? 
Before steps are taken to change the 
presently recognized categories should 
we not examine the possibility of re- 
taining the prepared auxiliary nurse 
with a view to utilizing her more ef- 
fectively at her present level of prep- 
aration? 
From an economic point of view the 
taxpayer expects to get the most re- 
turns for his money. It can be con- 
cluded from the reports quoted earlier 
that the registered nursing assistant. as 
a prepared member of the nursing 
team. is making a valuable and indis- 
pensable contribution to patient care. 
Since her performance has proven to 
be dependable and the shortage of 
nursing personnel is still acute. does it 
not seem economically sound to conti- 
nue to prepare and employ her at the 
maximum level of her performance in 
our hospitals and health agencies? Our 
decisions regarding the education of 
nursing personnel mut be made with a 
concern for the taxpayer who ultima- 
tely provides for these services. 
Undoubtedly, the plan to merge the 
current programs of the nursing assist- 
ant and the diploma graduate has 
many merits. It has partly evolved 
from a general trend to elevate aca- 
demic standards in all walks of life. 
Unquestionably. many more students 
are completing high schoo] than in any 
fornler era. More money is available to 
assist the needy through school and 


the drop-out rate for economic reasons 
is minimal. Nevertheless, many high 
school students are unable to complete 
their matriculation because of academ- 
ic limitations. Many school of nursing 
will not accept a candidate who has 
not achieved a minimum 60 per cent 
average in grade XII studies. We must 
remain aware of the fact that improve- 
ments in our educational system with 
the upgrading of academic standards 
do not alter the native level of achieve- 
ment that a student possesses. High 
schools have numerous pupils who re- 
quire direction into vocational pro- 
grams beneath the matriculation level. 
Schools for registered nursing assist- 
ants are deluged with applications from 
students who qualify for, but are not 
accepted by schools of nursing. Nurs- 
ing assistant students are a highly mo- 
tivated group with a great potential 
for the development of the human 
qualities we are so desirous of cultivat- 
ing in all our nursing personnel. Their 
aptitude for the administration of basic 
nursing care is high and their perform- 
ance of nursing skills is competent and 
beneficial if it is properly directed. 
This direction can only be assured if 
our programs for registered nursing as- 
sistants are maintained and their ob- 
jectives are interpreted to and accepted 
by the members of the nursing pro- 
fession. 
Professions outside of nursing are 
training and utilizing auxiliary person- 
nel at a steadily increasing rate (even 
the clergy will soon have prepared 
deacons to assist the priests). The sta- 
tus of the worker does not seem to af- 
fect her ability to function in other 
professions as much as it apparently 
does in nursing. The licensing of nurs- 
ing assistants in Ontario began in 
1946. Now. in 1965, the nursing pro- 
fession has still not demonstrated pa- 
rental guidance and understanding to- 
ward its ancillary members. This di- 
rection would be expected in any pro- 
fession and is necessary for the proper 
utilization of its auxiliary group. The 
fear is often expressed that nursing 
assistants are dangerous to the pro- 
fession because they may become al- 
lied with labor organizations and ob- 
tain benefits surpassing those of nur- 
ses. Indced. this threat is no criteria 
for abolishing nursing assistants but 
rather it should provide an incentive 
for the nursing profession to foster the 
aspirations and guide the development 
of this indispensable auxiliary group. 
They need our acceptance and direc- 
tion; we need their contribution and 
dedication. 
Probablv there is no ideal solution 
to our dilémma in nursing education. 
All our attemps to streamline candida- 
tes into specific categories will be over- 
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shadowed by human compleJ\.ities and 
limitations. There will always be ap- 
plicants \vho wiII not quite qualify for 
our proposed categories and those who 
will not be content to remain at the 
level which seemed to satisfy their 
needs initially. Yet we must attempt to 
provide patterns that wiII best meet the 
health needs of our times and that will 
most judiciously utilize the personnel 
available to administer to those needs. 
In these plans for the future the reg- 
istered nursing assistant can emerge as 
a significant member of the nursing 
team. She is a person who has been 
prepared to give complete nursing care 
to patients whose needs are not com- 
plex. Team nursing is ideal for her 
successful utilization. Because she is 
e<;sentially a practical worker, she func- 
tions better in a routine situation 
where her duties are specified and out- 
lined. In her subordinate role, she 
looks to the registered nurse for guid- 
ance and leadership. If she fails to re- 
ceive this direction from the nursing 
staff she may ultimately manifest qual- 
ities which are unbecoming to the as- 
sistant and which bring discredit to the 
profession in general. 
The profession has a responsibility 
to examine the problems its auxiliary 


THE 


It has been said that the patient is the 
most import.mt person in the hospital. He 
is. therefore. the centre of much attention 
from all kinds of people. In spite of this, 
he is often the loneliest person in the 
hospital. Why? Simply because people 
come and go. but few really encounter him 
(IS (I person. 
Few people take time to "listen" to what 
the patient is really feeling and thinking 
during his hospitalization. For the most 
part, he is left not only with the burden 
of his phy
ical illness. but also with the 
burden of his own thoughts and feelings 
as he seeks to find some kind of meaning 
in this experience of illness. No one 
whether it be doctor of nurse, can gc 
away with the satisfaction that he or she 
has given comprehensive care. if only the 
physical needs of the palient have been 
met. To do only this is to deny the human- 
ity of a fellow human being. It is some- 
\\ hat like a veterinarian going to treat a 
sick animal: he makes the diagnosis and 
II eats the existent disease with the proper 
kind of medicine. This "ounds very simple 
in comparison to the kind of medical care 
that is expected for human beings. 
It is probably true that many medical 
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group seem to present in the clinical 
areas of our hospitals. If the emphasis 
on status in nursing could be resolved 
into a more appreciative and under- 
standing attitude among all levels in 
the nursing profession we would be 
able to more advantageously utilize all 
personnel at the highest level of their 
performance and skiII. 
The role of the registered nursing 
assistant is an important one. In her 
ten month course, she receives an ex- 
tensive training in the fundamentals of 
elementary nursing. She is prepared to 
assist with the assessment of the pa- 
tient's needs and the plan of care as 
well as the evaluation of that plan. At 
the same time, she must be an assist- 
ant to the nurse. guided to function 
within the framework of her prepara- 
tion and her level of competency. 
A study of nursing education was 
carried out in England by an inde- 
pendent committee. Their report was 
adopted by the Council of the Royal 
College of Nursing and the National 
Council of Nurses of the United King- 
dom in 1964. This report, "A Reform 
of Nursing Education," clearly speci- 
fied that to meet the health needs of 
the country various categories of nurs- 
ing personnel had to be prepared in 


independent schools. The contribution 
of the "enrolled nurse" (comparable to 
our registered nursing assistant) was 
recognized as indispensable and care- 
ful planning for her preparation was 
necessary. The report stated in part: 
The enrolled nurse would be prepared to 
undertake routine duties in any situation and 
to provide nursing care of a standard no less 
high than that of her registered colleague 
but differing in the range of functions per- 
formed and the degree of responsibility car- 
ried. This grade would constitute the largest 
group of trained staff in the team and would 
carry responsibilities for a maximum of 
routine patient care. 


The future of the registered nurs- 
ing assistant is dependent on the future 
of the registered nurse. The basis of 
the future depends on the nursing 
needs of our times - and projection 
of present trends. All nursing schools 
depend on recruitment for survival and 
programs must be geared toward the 
acceptance of desirable candidates who 
possess and aptitude for nursing. Mem- 
bers of the nursing team cannot receive 
their preparation as a by-product of 
the service they render in any category 
of nursing. This applies even more 
particularly to the auxiliary group. 


LONELINESS 


OF 


SUFFERING 


men and women wish thdt they could ignore 
the thoughts, feelings and fears of their 
patients and treat the disease only, simply 
because they would save so much time - 
and certainly the medical histories would be 
less complex. However, to encounter anoth- 
er person at his or her point of deepest 
need is one of the greatest privileges of 
any human encounter. It is like standing 
on holy ground. One is humbled by the 
kind of trust and confidence given by 
another individual. 
Unfortunately, many are afraid of this 
kind of encounter, probably because of the 
sudden realization that we all have the 
same needs to a greater or lesser extent. 
The loneliness and fear of a patient be- 
comes ollr fear and loneliness expressed; 
and to encounter the patient's fears and 
loneliness is to encounter our own. Not 
every person. nor every pallent is desirous 
of this kind of encounter - indeed, the 
door many forever remain closed: but if we 
who care for patients take the time. then 
there is possibly a way. even to the lone- 
lie"t: it is the way of love. 
One very wise scientist ".Iid of nature: 
"If you love it enough. it \\iII give up its 
secrets." h this the "ecret that all of us 


have to learn anew as we seek to care 
for the patient as a person? And is this 
type of interaction much different than the 
kind of life we are called to live in our 
daily lives, as we come and go with people 
in or out of hospital? At the same time, 
however, one cannot love another life nor 
really be sensitive to that life unless he 
loves and respects his own first. 
To know one's life is of value because 
God created it is to experience love for 
one's own life. Human need, the kind that 
exists within the human heart, is often the 
door through which the Power of God is 
able to come and make itself known. When 
the person caring for the patient takes the 
time to listen and to love him as a person 
so that these needs can be expre"sed. some- 
thing therapeutic happens in the relation- 
ship. One might call it the "spirit of tru"t" 
that makes itself known. It is then that the 
doctor or the nurse is enabled to create 
the kind of atmosphere for another person 
where love. acceptance and understanding 
is possible. The security and peace which 
then comes to the human heart is not of 
man. but of God. - Rlv. K\THR\N F. 
HVRlßvRT. Hospital Chaplain. Archer 'Je- 
morial Hospit.\1. Lamonr. <\lta. 
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NOSOLOGICAL TRAFFICKING: 


Rick Hunter*. 21. sits in a tavern 

 ying for the attention of a girl who is 
nearby. This is not remarkable. At a 
corner table is a group of young men 
who, likewise. try to get the attention 
of the girl. Still, this is not remarkable. 
What is remarkable is that Rick Hun- 
ter is soon to become the pawn of a 
game played by many professionals. 
The competing continues. becoming 
more intense as the tavern is soon to 
close. Rick employs every stratagem 
in his bid to sway the girl to his side. 
The competition is keen, for the group, 
too, is aware that time is running out. 
But Rick has an advantage - he is 
"itting closer to the girl. The group, 
recognizing Rick's vantage position, 
decides to be more aggressive, so one 
of the fellows leaves the group, ap- 
proaches Rick and challenges him to 
"ettle the matter outside. Rick accepts 
the challenge and they fight over the 
girl. Soon, it becomes apparent that 
Rick is to come out on top. The group 
moves in. and Rick suffers a severe 
beating. Fortunately for Rick. word 
gets around that the police were call- 
ed. The young men separate and the 
crowd that gathered to witness the 
fight disbands. 
At home. Rick with his many 
"crapes and bruises proves to be very 
disturbing to his family. They badger 
him with questions. Everyone wants 
to know what happened. His brothers 
are relentless in their interrogation. 
Rick i" too upset, and cannot enter 
into the kind of sedate dialogue ex- 
rected of him by his family. He seems 
capable only of acting or reacting 
at this point. and this he does. He 
hegins throwing things around in the 
house. The family threatens him with 
the police. This only incenses Rick. 
His parents importune him to stop. 


\1r. Binas is presentlv working for the 
master of science degree in p'Vchiatric nurs- 
ing at Boston University. 
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while his brothers try to restrain him 
physically, all in vain. At this moment. 
the family doctor arrives. (He had 
been called earlier to attend to Rick's 
physical injuries.) The game begins. 
Upon witnessing the scene, the doc- 
tor. a general practitioner, decides to 
practice some psychiatry, the instant 
kind. He gives Rick a sedative, for- 
cibly. Then while he sleeps. awaiting 
the ambulance. Rick Hunter gets his 
first label. 
The doctor turns from the phone 
to the family, and while telling them 
that Rick is a 
'.!>sychiaJrlc i:ase," tries 
to have him admitted to the psy- 
chiatric unit of the community hos- 
pital. However. as the nurse in the 
emergency department points out. it 
is two in the morning. and a psychia- 
trist is not available. All are at home. 
sleeping. and only a psychiatrist can 
admit to the unit. Because of this 
bureaucratic impasse the family doc- 
tor changes his diagnosis. for admis- 
sion purposes, and Rick is admitted 
to a surgical floor for "observation." 
The doctor follows Rick to the hos- 
pital. and while explaining to the 
nurse in the emergency department 
what he wants done. he repeat.. 
the gist of what the family has told 
him. Rick is prone to such outbursts 
of aggression and temper. This is the 
kind of behavior he usuallv shows 
when subjected to undue stress or 
frustration. The family feels that Rick's 
lack of self-control lies in hi.. "mental 
deficiency" - a mental state only 
surmised for Rick has never been sub- 
jected to any kind of psychological 
testing. This kind of thinking was 
communicated by the family to the 
doctor. and now by the doctor to the 
nurse. 
The doctor mayor may not have 
wanted the words "mental defective" 


· The name is false. but all that hap- 
pened to Rick Hunter is true. 


to appear on Rick's admission record. 
In any event, the nurse, after listening 
to the doctor speak in these terms. 
makes the designation a part of the 
chart. Rick now has a second label. 
He is also a mental defective. After 
cleaning his wounds, the nurse transfers 
Rick Hunter to the surgical floor. 
When I return to work there, after 
some time off, Rick has been a pa- 
tient for a few days, and I aSsume 
he has been making his needs known 
to the staff for the head nurse greets 
me, somewhat exasperatingly, with: 
"Wait till you see what we have for 
you in 265!" The "what." of course. 
is Rick. The coldness, the indifference. 
the objectivity contained in that re- 
mark. is soon surpassed by the con- 
versation which takes place between 
us later that morning. 
The head nurse. knowing my psy- 
chiatric background. takes me aside 
to discuss Rick Hunter. She wants to 
know what psychiatry can do for a 
person like this, a person "short- 
changed by mother nature." I question 
her on the grounds for her inference. 
and she refers me to the chart with 
the words "mental defective" on it. 
Before long. this attitude set by the 
head nurse has spread throughout the 
floor. The staff interact with Rick 
as if he is mentally defective. Some 
of the nurses are "open" in their 
avoidance of Rick's room. Others 
choose to be subtle in showing their 
disdain for him. Rick is rejected be- 
cause he is "a psychiatric case," "a 
mental defective." "Besides. what is a 
psychiatric patient doing on a surgical 
floor?", they ask over and over again. 
Rick becomes restless. His scrapes 
and bruises heal. and his muscles are 
no longer sore. He is not physically ill. 
vet no one comes to talk to him about 
his purported psychiatric ills. Rick just 
lies on his bed. hour after hour. with 
little opportunity to alleviate his bore- 
dom. all the while being treated as if 
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he were leprous. After five days of 
this, Rick decides he has had enough 
and asks his family doctor to discharge 
him. The doctor refuses. He has asked 
a psychiatrist to talk to Rick. On the 
sixth day. the psychiatrist arrives. He 
listens to Rick's story and then leaves 
- but not before giving him his third 
label. 
On the way out, the psychiatrist 
stops at the nurses' station. The head 
nurse is there. and some of the staff. 
He skims through Rick's chart. 
"\Vell. doctor." the head nurse asks, 
"what's his problem?" 
"He's p
ychopathLc." 
"Psychopaths are dangerous, aren't 
they. doctor?" 
"Thev could be." 
"whãt are you going to do for him?" 
"Nothing much we can do:' And 
on that pessimistic note the psychia- 
trist leaves. 
The head nurse and the staff be- 
come uneasy about Rick's latest label. 
They don't know how to deal with it. 
After all. psychopaths are rebels. and 
rebels are dangerous. Therefore. if 
Rick Hunter is a psychopath. then.... 
The head nurse "reasons" that Rick is 
a dangerous psychopath. and it is not 
difficult for her to get a following. for 
by now many of the nurses are afraid 
of him. Some are so afraid that 
they refuse outright to have room 265 
as part of their clinical assignment. 
Others enter his room with trepidation, 
as if expecting some kind of retalia- 
tion. If Rick i., sleeping, they may 
quietly put down his tray and leave. 
One afternoon the food tray is left 
in this manner. Then it happens! When 
Rick awakens. the food is cold. He 
rings. and waits. He rings again. and 
waits. (Whenever Rick's light goes on. 
it constitutes a kind of signal for the 
staff to clear the corridor. enter a 
room. any room. and busy themselves 
with some task. any task. so long as 
it means that someone else will an- 
swer Rick's call). When Rick's light is 
answered, he screams out his feelings 
about the cold food and asks wh,< he 
wasn't awakened. Rick does not gét an 
explanation. because the nurse hur- 
riedlv leaves the room to find the head 
nurs
. This situation confirms that 
Rick Hunter is a dangerous psycho- 
path. That is all the head nurse needs. 
With this kind of "evidence." one can 
see that Rick is not suitable to a sur- 
gical floor. He belongs on the psychia- 
tric service. The family doctor agrees; 
the nursing office agrees; but the psy- 
chiatrist disagrees. Why? Rick is a 
psychopath and psychiatry has not 
really much to offer him in the way of 
treatment. so why bother transferring 
him? 
Rick is tramferred. He is transfer- 
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red back to society. back to his exis- 
tential situation. by the family doctor 
who is left with no alternative, for 
Rick decides to sign himself out if 
something more definite is not done 
for him. 


COMMENT 
Cpon reading about Rick Hunter. 
some will see him as nothing more 
than a psychopath. It is true, Ricl did 
drink. It is true. he did fight. And it 
is true, he did show little self-control. 
Do these behaviors. separately or col- 
lectively. constitute psychopathy? Do 
they mean that Rick Hunter is mental- 
ly ill? Or. do they mean nothing more 
than what was shown - that he drank, 
fought. and showed minimal self-con- 
trol that night? In the foregoing situa- 
tion. there were those who felt that 
these behaviors were indicative of 
mental illness and they went on to 
label Rick. Hunter accordingly. 
Human behavior is determined, in 
part. by values. We move toward that 
v,hich \\e value. The key word is 
"move." for it means action. We must 
act. if it is our intention to make that 
which we value a part of our being. 
Was Rick Hunter moving toward that 
which he valued? If his values are not 
our values, does this mean mental ill 
health for him? 
Values are biases; biases steeped in 
cultural. social. and psychological de- 
terminants. What we intend is influ- 
enced by existential a priori. To 
choose is part of the condition of be- 
ing human. Not to choose is an impos- 
sibility. existentially. for not to choose 
is qill choosing. The choice is. not to 
choose. Human being demands choice. 
The problem is what to choose. out of 
all that is presented to us existentiall}. 
The problem is, what are we free to 
choose. How free was Rick Hunter in 
his choo
ing? 
The person who sees no values in it. 
chooses not to drink. Again. the per- 
son who sees no value in it. chooses 
not to fight over a woman. Similarly, 
the person who sees value in it. chooses 
to exercise self-control. Contrarily, 
Rick Hunter chose the kind of envi- 
ron supplied by a tavern. He chose to 
fight over a woman. He chose to give 
vent to his feelings. Is Rick Hunter 
mentally ill because these were his 
choices? Or. is there something more 
to mental illness? Is Rick Hunter's 
plight reminiscent of what Dr. Thomas 
Szasz** means when he speaks of the 
"myth of mental illness?" 
Did the family doctor err? Review- 
ing the circumstances. we see that the 
dòctor came upon a situation that was 
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electric. Emotions had been fired, ven- 
tilation was free, and now the family 
was looking for a resolution to the di- 
lemma. They found it in the doctor, 
who immediately sided with the fam- 
ily. The next step was to subdue the 
protagonist in this family drama, with- 
out seeing how he felt about the situa- 
tion. Anyone could see that he was the 
problem. Soon. the problem was sed- 
ated. labelled "psychiatric case." and 
sent to the hospital. The crisis was 
over. Or was it? The family's problem 
was solved. Was Rick's? Should we 
try to solve the family's problem. 
Rick's problem, or maybe both? How 
do we solve the problems? Was Rick's 
hospitalization the answer? Admitted- 
ly, the human element has to be taken 
into consideration. It was approxima- 
tely two in the morning. The doctor 
had been roused from a sound sleep, 
and before he could return to bed, he 
had to deal with this family and prob- 
lem. neither of which were his. Still. was 
hospitalization the answer? 
Here. also. is an example of the ef- 
fects of specialization. Over-specializa- 
tion is perhaps more accurate. Is the 
day gone when the general practitioner 
felt confident about what he was do- 
ing and acted accordingly? Today, all 
too frequently. recourse is made to a 
specialist even before any real attempt 
is made to discover the underlying dif- 
ficulty. Such was the case here. Rick 
Hunter is frustrated in his attempts to 
discharge the emotional state gener- 
ated. In this state. he goes home. to 
work through his emotions there. This 
means disturbing the family. his fam- 
ily. Who's services are required here? 
Is it the specialist. with a diploma in 
p.,ychiatry? The family doctor? Or. 
will any person. any understanding 
person do? 
Did the nurse in the emergency 
room err? And the head nurse on the 
surgical floor, and some of her staff? 
All practised what Dr. Karl Mennin- 
ger*** criticized as a need to classify 
in an article in the Saturday Evening 
Post. Instead of dealing with a person 
phenomenologically, many profession- 
als seem driven to go beyond this. 
Finding the correct label captures their 
attention. so much so that they enter 
into a kind of hunt. The label is what 
thev hunt. The label becomes all im- 
portant. All must help in the hunt- 
psychiatrist. psychiatric social worker. 
psychologist. psychiatric nurse - ev- 
eryone. The label must be found. 
When the label is found. what then? 
Why you pin it on the patient and re- 
lax your efforts for the work is done, 


*** Karl Menninger, "Psychiatrists Use 
Dangerous Words," The Satllrda\' E\'elllllg 
Post, April 25. ]964. 
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Or ha
 it just begun? For what is the 
patient doing during the hunt? Oh yes, 
the patient. Well. he continue,> to suf- 
fer his anxiet}. He continues to seek 
relief from his tension. He continues to 
hyperventilate or palpitate. He conti- 
nues with unbridled ventilation of his 
feelings knowing that rejection and 
admonition are to be his only rewards. 
This is what the patient is doing. Is 
he entitled to more? He will have a 
lahel. 
The head nurse is deserving of fur- 
ther criticism for as manager of the 
ward it was incumbent upon her to 
execute her responsibilities in a man- 
ner appropriate to the philosophy and 
practice of nursing realized today. She 
could not, for she found it difficult to 
see deviant beha"ior as human behav- 


RECOGNIZING 


The way society handles ils mentally ill 
has been the subject of scandalized attack 
many times. But . repeat
d exposure of 
the shameful. dehumanized condition of the 
mentally sick people who populate the back 
wards of state hospitals does not arouse 
the public to 
eek sweeping humanitarian 
reforms. let alone stimulate widespread ap- 
plication of modern methods of treatment. 
Presumably. if we can amwer why there 
has not been a strong public response (as 
(here has been. for example. in the camp- 
aigns against tuberculo
is. cancer and heart 
disease) we then can determine why effect- 
ive treatment for the mentally ill has lagged. 
The answer. according to our analysis 
. .. is that the mentally ill are 
ingubrly 
Idd.ing in appeal. They tend to di
turb or 
offend other people and. when they do. 
people generally treat them as disturb
rs 
,md offenders and. of cour
e. as if they 
were responsible for their behavior. In 
contra
t. it has been the special view of 
the mental health professions that people 
\hould understand and accept the mentally 
ill and do something about their plight. 
The public has not been greatly moved 
by the protest. People do feel sorry for the 
mentdlly ill. but. in the balance. they do 
nol feel as sorry as they do relieved to 
have out of the way, persons whose be- 
havior disturbs and offends them. Patients 
with major mental illness come to Þe view- 
ed d\ "impossible people," mental institut- 
ions as places where patients are sent when 
their families and communities "can no 
longer 
tand them." 
The fact that society tends to reject the 
mentally ill is, of course, well known; 
little significance seems to have been at- 
tached to it. however. The full reach of 
the rejection mechanism i
 little recognized 
,md even denied by some who have learned 
to overcome it in their own profe\\ional 
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ior, and thus within the bounds of the 
nurse's concern. She saw Rick Hunter 
only as a problem patient. not as a 
patient with a problem, a problem 
whose examination did not require a 
label as a prerequisite. Also, she per- 
mitted the staff to use her feelings 
about Rick as a model for ward social 
interaction; as head nurse, it was her 
responsihility to stop such a develop- 
ment. 
Of course, labelling is economical. 
Less effort is required; less energy is 
expended. particularly when the pa- 
tient's assignation is to a "hopeless" 
category. If the patient is "hopeless," 
why bother to bring therapeutic arma- 
mentarium to bear on him. Such is the 
reasoning of some psychiatrists. Psy- 
chodiagnosis becomes dispositional 


PSYCHOLOGICAL 


relations with persons suffering mental 
di
turbances or disorders 
We can name a number of processes. all 
of which add up to. or reinforce. the fact 
that the mentally ill repel more than they 
appeal. One characteristic of a psychotic 
is that he becomes a stranger among his 
own p
ople. Since antiquity. mankind has 
been prone to feel hostility toward the 
\tr,mger. and this applies equally to any 
persons who behave str,mgely. A social 

ystem depends on order. and order depends 
on predictability in the behavior of one's 
fellows. 
Normal p
rsons for the most part want 
to do what they have to do to "get along." 
The typical psychotic does not. In conse- 
quence. society conventionally closes ranks 
against him. Identified major mental illness 
carries a stigma that cut\ the bonds of 
human fellowship. 
Many other diseases - tuberculosis. 
syphilis. cancer. for example - have at 
times stigmatized their victims. But the 
stigma of a disease recognized to be physi- 
cal and lethal tends to disappear. or be 
offset. as it becomes better understood and 
publicly attacked. The reason. as we anal- 
yze it. is not that science has found causes 
and cures - the causes and cures of cancer 
and the leading forms of heart disease are 
still th
 subject of intensive search. 
Rath
r. the physically sick person fits 
society's deep-seated conception of a sick 
person. Feeling helpless, he turns to others 
for help and. receiving help. is responsive 
to it. He evokes sympathy. Commonly. the 
acutely ill psychotic does not appear to 
want help or accept help but. quite the 
reverse. thinks he is not sick and may 
int'rpret "help" as "harm." He repels 
\ympdthy. His is mad! 
Thi
 lack of appeal has many dimensions. 
The ri,:: of state hospitah and their per- 


only. Therapy is overlooked. Why? Is 
it because therapy demands action? Is 
it because therapy necessitates thought? 
Action and thought which may prove 
errant. Is this what the psychiatrist 
was trying to avoid when he quickly 
consigned Rick Hunter to that noso- 
logical limbo with the label "psycho- 
path?" Psychotherapy is a skill. Its 
practice is demanding. Every psycho- 
therapeutic encounter runs the risk of 
disclosure of one's ineptness, 
Maybe Rick Hunter is mentally ill 
("a psychiatric case"). Maybe he does 
have below normal intelligence ("a 
mental defective"). Maybe his behav- 
ior is deviant ("a psychopath"). The 
tragedy is that nobody bothered to 
find out. And labels just are not 
enough. 


ILLNESS 


sistence. despite all efforts to reform them. 
is the most outstanding example. Mental 
hedlth authorities are in general agreement 
that society uses these huge institutions as 
dumping grounds for social rejects, rather 
than a
 true hospitals. 
A rejection effect may also be detected 
in the rise of the mental hygiene movement. 
It
 founder. Clifford Beers, as his book 
A Milld Thllt FOlllld Itself clearly reveals. 
intended the movement to be primarily one 
of \topping brutal treatment of the mental- 
ly ill and converting mental hospitals into 
humane. healing institutions. It did not be- 
come so. Attention became focused on 
mentally healthy living rather than help 
for the sick. 
The circle of negligence and indifference 
becomes complete when we recognize that 
many members of learned professions are 
likewis
 prone to turn their back on the 
core problem of major mental illness... 
General practitioners as well as other mem- 
Þers of the medical profession have been 
found . . . to be both uninformed and 
unsympathetic when they are confronted 
with mental illness. . Even mental hos- 
pital superintendents . . . may share the 
public's stigmatizing attitude
 toward men- 
tal patients. 
We need to become conscious, at the 
action level. of two points if we are to 
overcome the lag in the care of the men- 
tally ill: First, people find it difficult to 
think. about and recogni7e psychological 
illness as illness, or to see sickness as 
having psychologil:,(1 forms. Sccond, the 
major mentally ill as a class lack in appeal. 
which is to say that they are overburdened 
with liabilities as pel sons and as patients. 
- Excerpts from Actioll for Mclltal Hl'altl1, 
Report of the U.S. Joint Commission on 
Mental JIIn
ss and Health. as abstracted 
in a 
upplel11ent to Call1lda's MClltal Hcalth. 
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Most successful operations for re- 
moval or correction have no after- 
math - but the individual who has 
an abdominoperineal resection is left 
with a permanent handicap that wiII 
affect his whole pattern of life. 
This operation consists of the re- 
moval of the lower bowel and rectum, 
and the formation of a colostomy or 
artificial anus. The colostomy is form- 
ed by drawing out a loop of the large 
bowel. fastening it securely to the 
abdominal wall and opening it for 
the evacuation of intestinal wastes. 
Is it any wonder that a patient 
find.. this operation so difficult to 
accept? Can we fully imagine the 
shock and disbelief plus the rebeIlion 
experienced by a patient ",hen i'1form- 
ed by his doctor that such an operation 
is inevitable? Both the physical and 
psychological trauma the patient ex- 
periences prior to and following sur- 
gery means that considerable attention 
must be placed on adequate patient 
preparation. 
Preoperative Nursing Care 
During this period. the main nursing 
objective is to prepare the patient in 
every way possible to withstand the 
effects of anesthesia and surgery. The 
preparations may extend over a week 
or less depending upon the condition 
of the patient and the urj!ency of 

urgerv. The nurse has the significant 
task óf explaining the neces<;ity for 


Mrs. Fed.lk and Mi"s B"haian are on 
Ih
 sl.lff of The S.llvalion Army Grace 
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Nursing care of a patient with a colostomy. 
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various preoperative procedures as well 
as carrying them out. 
A patient undergoing such surgery 
should fully understand the changes a 
colostomy will create in his daily living 
pattern. Some definitely benefit frem 
discussing numerous aspects in detail. 
as well as reading prepared material on 
the subject. Others find this too upset- 
ting. The nurse must determine how 
detailed the information should be. 
The ultimate response of the paticnt 
will depend upon his emotional capa- 
bilities, his social and cu!tural back- 
ground, and other factors. In addition 
to helping the patient, the nurse should 
also provide information to and sup- 
port for the family. 
Measures to reduce bulk in the 
ga
trointestinal tract and to prevent 
fecal contamination during surgery 
must be taken. The patient will be on 
a low residue diet, with nothir.g by 
mouth the day of the surgery. Enemas 
as ordered will be given for the same 
reasons. Neomycin or sulfasuxidine are 
frequently ordered for several days 
prio.. to surgery. They are used to 
control contamination during surgery 
by reducing the number of bacteria in 
the colon. 
The patient should be informed 
about, and if possible. rehearsed in 
any exercises he will be expected to 
perfonll following the operation - 
coughing, deep breathing. leg exercises. 
Thorough skin preparation, such as 
wa!>hing with germicidal soao and 
..having. reduces wout1d infection by 
making the skin as free as po!>sible 
of micro-organisms. The surgeon may 


leave specific instructions on how large 
a skin area to prepare or the nurse 
may be guided by hospital procedure. 
The skin preparation wiII be in two 
parts - the abdominal and pubic 
area and the rectal area. Exhibiting a 
casual. matter-of-fact attitude, and 
explaining the purpose of the proce- 
dure will help prevent embarrasment 
for the patient. 
The patient needs to sleep well the 
night before surgery to promote re- 
laxation. Reduction of anesthetic 
agents and a 
moother induction will 
result. The nurse should ob<;erve the 
patient during the night since a repeat 
administration of the ordered hypnotic 
may be necessary. 
Operative Day 
Prior to taking the patient to the 
operating room. the nurse will check 
his physical condition and prepare him 
for surgery. The bladder must be 
empty to reduce the possibility of its 
injury during the operation. A Foley 
catheter is frequently inserted at this 
time to ensure maintenance of urinary 
output and accurate urinary measuré- 
ment following surgery. A Levin tube 
i<; also inserted to help prevent gas 
and fluids from accumulating post- 
operatively. and thus reduces nausea. 
vomiting and abdominal distention. 
The in!>ertion of this tube can be an 
extremely uncomfortable and anxious 
experience for the patient. To minimi7c 
such reactions, the nurse should bc 
skillful and u<;c firm encouragement. 
In addition. she should be a
are of 
the patient's emotional state. Many 
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patients do not express fear of surgery, 
but it does exist. This fear may be 
eased by explaining all routine pro- 
cedures sometimes done so auto- 
matically. 
Once preparation has been complet- 
ed the patient should be allowed to 
rest quietly in a calm. orderly and 
unhurried atmosphere. 
Fostoperative Nursing Core 
The objectives are to promote 
healing and prevent complications. The 
nurse must appreciate and anticipate 
this and must plan care that will 
protect, support and comfort the 
patient until optimum functions are 
achieved. 
Immediately on return to the unit 
the patient's blood pressure, pulse, 
respirations, dressings. drainage tubes 
and orientation are ob..erved and re- 
corded and the nurse should make 
him as comfortable as possible. Care- 
ful attention is given to orders left 
by the doctor. A member of the 
family should be pernlÏtted to see the 
patient. This not only reassures the 
family but adds to a feeling of 
security. 
When the patient has passed the 
critical postanesthetic phase, other 
aspects of nursing care become im- 
portant. Abdominal and rectal dres- 
sings must be watched carefully for 
signs of excessive bleeding. During the 
fir<;t few days the drainage is often 
of a profuse serosanguineous nature. 
The first dressings are often changed 
by the doctor, later the nurse changes 
them as required. Rectal dressings 
need to be changed frequently. A 'T" 
binder provides good dressing support 
without causing irritation. The perineal 
wound may be irrigated several times 
a day to remove secretions or tissue 
debris. When the patient is ambulatory 
the doctor often orders sitz baths to 
promote healing in the rectal area. 
The retention catheter may be left 
in place for several days as most of 
these patients have difficulty voiding. 
It also hdps to prevent perineal dres- 
sings from becoming soiled. When 
the catheter is removed, the amount 
of each voiding is checked carefully 
to determine bladder efficiency. 
The Levin tube and ga<;tric suction 
may be left in place for several days 
postoperatively. The tube is removed 
after ga<; or stool is passed through the 
colostomy or when the patient is able 
to tolerate being without it. 
Medications, such as antibiotics to 
prevent infection and narcotics to ease 
pain, are generally ordered. Since 
patients are extremely uncomfortable 
due to the extensive surgery. narcotics 
may be given at regular intervals for 
several days postoperatively. 
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To allow for healing and return of 
gene
al strength, the patient may 
remam on bedrest for a number of 
days. This prolonged state of immo- 
bility can precipitate complications. 
Persuasion and support must be used 
to encourage the patient to change 
his position frequently and regularly, 
thus providing better lung ventilation 
and stimulating general circulation. 
Until he is allowed out of bed, he 
should have supervised leg exercises 
to help maintain normal circulation to 
the limbs. to prevent venous circulation 
from becoming impaired and to main- 
tain normal range of joint motion. 
Care of the incision presents 
problems at times. Frequently the 
closeness of the stoma to the incision 
makes it difficult to avoid fecal con- 
tamination of the wound; special 
precautions are therefore taken "waI- 
ling off" the incision with appropriate 
dressings. or appliances for the stoma 
are employed until incisional healing 
has been achieved. 
Care and protection of the skin 
around the stoma is of utmost impor- 
tance since fecal material is extremely 
irritating. Many lubricants, powders, 
and pastes are available on the market 
for the prime purpose of protection. 
Rehabilitation 
Rehabilitation begins with the diag- 
nosis. 
A colostomy is an artificial anus 
without muscular control and thereforc 
of unpredictable habit. This unprotect- 
ed opening in the abdomen is some- 
thing new and strange. Becoming 
accustomed to it requires considerable 
time and patience. During the period 
of adjustment. the patient watches 
facial expressions and gestures of the 
nurses for evidence of distaste concern- 
ing his colostomy. An attitude of ac- 
ceptance will aid in assuring him that 
his condition is not offensive. 
Additional problems with the colos- 
tomy are to control soiling, to control 
odor and to prevent skin excoriation 
around the stoma. Once the patient 
displays interest, the nurse may com- 
mence brief explanations regarding 
colostomy care as she performs the 
daily tasks. It is quite useless to force 
the patient into assuming responsibility 
for his own care before he is able to 
accept it. Evaluation of his physical. 
emotional and mental status aid in 
deternlining how much assistance to 
give. Tn addition. it may be necessary 
and advisable to teach a member of the 
family the aspects of colostomy care. 
The fourth or fifth day postoper- 
atively, the doctor will do the first 
irrigation through the stoma. If the 
opening proves secure and the return<; 
satisfactory, the nurse usually assumes 


the task of further irrigations. Once 
again, the nurse will teach the patient 
the purpose of such a procedure and 
the steps involved in performing this 
function. As soon as the patient is 
ambulatory, the irrigation should be 
done sitting on the toilet, both for the 
patient's psychological benefit and for 
practical purposes. As the patient 
assumes responsibility for his own 
irrigation, the wise nurse continues to 
help occasionally, so that he will not 
feel rejected or forgotten. This is an 
excellent opportunity to give additional 
information. support and encourage- 
ment. Nothing is more demoralizing 
than being left to work out one's own 
salvation in the matter of colostomy 
control. Irrigations are not necessarily 
a routine part of colostomy care and 
are often discouraged once regularity 
has been achieved. 
Numerous health teaching aspects 
must be considered in the rehabilitation 
of this patient. Diet is of utmost im- 
portance since it is a factor in colos- 
tomy regulation. By choosing foods 
carefully and by eating more or less 
constipating foods, most accidental 
discharges can be prevented. Certain 
foods should be avoided completely - 
cabbage. turnips, onions and other 
gaseous foods. Until one becomes ad- 
Justed, he should stay away from fresh 
fruits and raw vegetables. Milk, stewed 
fruit, eggs, cooked vegetables. meat. 
white bread. butter, jellies and simple 
desserts usually give no difficulty but 
it is important to avoid overeating. 
Odor frenquently seems an ap- 
parently insurmountable problem but 
can generally be controlled through 
diet and personal hygiene. In addition, 
special preparations may be obtained. 
Appliances and colostomy equip- 
ment should be discussed with the 
patient and he should be given the 
opportunity to observe and to experi- 
ment with different types to discover 
the one that will suit his needs. Ex- 
pensive equipment is not needed for 
either irrigation or coverage of the 
stoma. 
If possible, a talk with someone 
who has a colostomy should be ar.. 
ranged. Exchanging experiences is so 
valuable to the patient during reha- 
bilitation. 
On discharge, the doctor will fre- 
quently make 
 arrangements for close 
follow-up supervision through a public 
health agency. Leaving the hospital, 
the patient should not feel that he is 
an invalid, but should feci capable of 
functioning as a self-supporting and 
useful member of society. The remedy 
is not just a matter of diet regulation, 
rest. exercise and personal hygiene, 
but the building up of confidence in 
his ability to handle any situation. 
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Marcelle Hébert has been appointed 
director of nursing at the new Lakeshore 
General Hospital, Pointe Claire. Quebec. 
A graduate of I'Hôpital Général de Verdun. 
Miss Hébert obtained her bachelor of nurs- 
ing science degree at l'Institut Marguerite 
d'Youville, Université de 1\fontréal. where 
she specialized in teaching and supervision. 
Prior to her present appointment, she was 
clinical coordinator at I'Hôpital du Sacré- 
Coeur, Cartierville. 
Miss Hébert is presently vice-president 
of the Canadian Conference of Catholic 
Schools of Nursing and secretary of the 
Committee of Directors, District II, ANPQ. 


MARCELLE HÉBERT 


Thérèse D'Aoust has been appointed 
official visitor of the French-speaking 
schools of nursing in the province of Que- 
bec. The new appointee is a graduate of 
the University of Ottawa School of Nursing, 
where she obtained her bachelor's degree 
in nursing science, majoring in public 
health, and The Catholic University of 
America, Washington D.C. where she ob- 
tained her M.A. degree, majoring in edu- 
cation. 
Miss D'Aoust has had a wide variety of 
professional experience including: general 
and private duty nursing; laboratory assis- 
tant in the Federal Food and Drugs Divi- 
sion; nursing counselor in the Department 
of National Health and Welfare; staff nurse 
with the Victorian Order of Nurses; public 
health nurse with the Ottawa Department of 
Health; faculty member of the school of 
nursing, Maisonneuve Hospital, Montreal. 
Prior to her present position, Miss D'Aoust 


VOLUME 61. NUMBER 4 


/1u rSi119 


1 0 rofiles 


had been on the teaching staff of the school 
of nursing. St. Mary's Hospital, Montreal. 
Miss D'Aoust enjoys travel, music and 
reading in her off-duty time. 
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THÉRÈSE D'AoUST 


Elizabeth M. Kelly, a graduate of St. 
John's General Hospital, Newfoundland, has 
been appointed director of nursing at the 
Christopher Fisher Division. Western Me- 
morial Hospital. Corner Brook, Nfld. 
Miss Kelly, who holds a certificate in 
administration of nursing service from the 
University of Toronto, has served as staff 
nurse, head nurse and supervisor at the 
General Hospital in St. John's; district 
nurse in Codroy Valley and operating room 
supervisor at the Westcoast Sanatorium. 
Corner Brook. She is active in ARNN 
affairs. In her leisure time, she enjoys 
active sports and reading. 


The staff of Notre Dame Hospital, Mont- 
real. recently paid tribute to Rosalie Dunn 
on her retirement from active nursing. 
Following graduation from Notre Dame 
Hosnital school of nursing in 1912, Miss 
Dunn was employed as a staff nurse at the 
Bourgeois Hospital in Three Rivers, Quebec. 
In 1922, she joined the nursing staff of 
the Metropolitan Life Insurance Company 
and remained in this field until 1943 when 
she returned to her Alma Mater to work 
on the neurosurgical unit. In 1958, the 
Notre Dame Hospital Nurses' Association 
presented her with the Medal of Merit for 
her outstanding contribution to nursing. 
Miss Dunn states that she used to enjoy 
snowshoeing but now spends much of her 
free time watching television. 
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ROSALIE DUNN and 
MADELINE GÉRARD 


Louise M. Blais, a graduate of St. Mary'
 
Hospital school of nursing, Montreal, re- 
cently joined the CARE/MEDICO Mission 
and has been assigned to the DistricI 
Hospital, Kluang, Jahore. Malaysia as head 
of the pediatric unit. 
Miss Blais is a member of Canada's 
first MEDICO team. Although Canadians 
have served with this organization before. 
they have been members of predominantl} 
U.S. teams. It is expected that this team 
will remain for two years and then will 
be replaced by another. 
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CNA Statistical Program 
The inventory of Canada's profes- 

ional registered nurses, being conduct- 
ed by the Canadian Nurses' Associa- 
tion, is nearing the completion of its 
first stage, involving seven provinces, 
and about to enter the national phase 
for 1965. 
Through the cooperation of the 
provincial registered nurses' associ- 
ations, unifonn questionnaires in the 
form of statistical cards have been 
completed by professional nurses acti- 
vely practising in Alberta, Manitoba, 
Saskatchewan, New Brunswick, Nova 
Scotia, Prince Edward Island and New- 
foundland during 1964. Tabulations 
are being done on sex, marital status, 
age, educational preparation, employ- 
ment status, field of employment and 
type of position to provide 17 prov- 
incial tables for distribution in early 
summer, 1965. 
By fall, 1965, Ontario, Quebec and 
British Columbia will enter the survey, 
making possible, early in 1966, the 
first complete inventory of Canada's 
nurse power. 
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The inventory will provide data 
u!>eful for assessing educational, emp- 
loyment and other nursing needs on 
both a provincial and national basis, 
and will make possible selective studies 
of specific areas of nursing or groups 
of nurses. 
Because the questionnaires are 
directly related to license renewals in 
each province, CNA expects almost 
100 per cent returns. Those complet- 
ed from the first province, through 
the tabulation phase, boasted higher 
than 75 per cent. 
Attention! Public Health Nurses 
There is now available a Public 
Health Service Numbered Publications 
Catalogue which you will find of value. 
Put out by the Public Health Service 
of the Department of Health, Educa- 
tion and Welfare, Washington, the 
catalogue includes all the numbered 
publications of the Service from 1950 
(when the numbering system was 
inaugurated) through 1962. It is es- 
sentially a reference volume and has 
four major sections. It begins with a 


(London Free Press Priming Co. LId.) 
Left to TIght - MISS SUSHILA PATRAS. a first-year student from Central India, 
SISTER ST. LoUIS. a second-year student from Sudbury, DR. HELEN MUSSALLEM 
and 
EAN R. C. AIKIN discuss nursing education at the University of Western 
OntarIO. 
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numerical listing, which lists titles in 
numerical order by their PHS publica- 
tion number. This is followed by a 
brief description of the contents of 
each publication, and the date of 
issuance or latest revision prior to 
1962. The basic listing in cross- 
referenced in three separate ways: a 
title listing, arranged in alphabetical 
order; a series listing' identifying all 
publications which comprise special 
series within the over-all numbering 
system; and a subject index, which 
groups publications by subject matter. 
The catalogue is available from the 
Superintendent of Documents, U. S. 
Government Printing Office, Washing- 
ton, D.C., 20402. Price $1.00. 


The Simon Report 
Library Sl!pport of Medical Educa- 
tion and Research in Canada by 
BEATRICE V. SIMON, assistant univer- 
sity librarian, McGill University, has 
just been published. This "report of 
a survey of the medical college libra- 
ries of Canada. together with sug- 
gestions for improving and extending 
medical library service at local, re- 
gional and national levels" has much 
to interest nursing instructors and ad- 
ministrators of schools of nursing, e.g., 
the conclusions concerning library sup- 
port in teaching hospitals, the depen- 
dence of the success of a teaching 
and research program on library 
facilities. training of students in the 
use of libraries and sources of publish- 
ed information. 
The report is available from the 
Association of Canadian Medical Col- 
leges. 75 Albert Street. Ottawa. Price 
$2.00 
Student Nurses Say "Thank You" 
The following letter has been 
received from the Student Nurses' 
Association of Alberta by the Execu- 
tive Director, Canadian Nurses' As- 
sociation : 
I am writing on behalf of the student 
nurses from Alberta who attended the 
convention in Newfoundland last June. 
Would you please convey to those re
pon- 
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sible our since thanks for the hospitality 
shown our students? They thoroughly 
enjoyed the conference and felt that it 
was a valuable learning experience as well. 
They were glad to have the opportunity 
to meet students from other provinces. 
Once again, thank you all. - PAT JORGEN- 
SON, Interprovincial Correspondent 


Did You Know? 
There is a wealth of information 
published by the Queen's Printer, and 
available at minimum cost. originating 
from the federal departments of N a- 
tional Health & Welfare, Labour, 
Northern Affairs & National Resour- 
ces. Dominion Bureau of Statistics and 
the National Library. which is most 
useful to nursing instructors and 
students. For example. the Dominion 
Bureau of Statistics has a whole series 
on Hospital Statistics beginning with: 
List of Canadian Hospitals and Relat- 
ed Health Facilities (D.B.S. cat. 83- 
201. price 75 cents) current issue 1964. 
and a series on morbidity statistics for 
specific diseases, e.g., tuberculosis, in- 
fluenza. poliomyelitis. 
:\fational Health & Welfare put out 
some excellent monthlies - Canada's 
Mental Health, Canada's Health and 
Welfare and Occupational Health 
Bulletin. These government publica- 
tions are for the most part bilingual or 
are available in separate English and 
French issues. 
You can subscribe to the Monthly 
Catalogue of Canadian Government 
Publications for $4.00 from the 
Queen's Printer. Ottawa (orders must 
be prepaid) or you can see it at your 
local public library. 
What's in a Job Description 
From the Cleveland Lutheran Hos- 
pital's publication Bright Corridors 
comes this item. Dated 1887 the job 
description stipulates : 
Anv nurse who smokes. uses liquor in 
any form. gets her hair done at a beauty 
shop or frequents dance halls will give 
the director of nursing good reason to 
suspect her worth. intentions and integrity. 
In addition to caring for your 50 patients, 
each beside nurse will follow these regula- 
tions: Daily sweep and mop the floors of 
your ward. dust the patient's furniture and 
window sills. 
\faintain an even temperature in your 
ward by bringing in a scuttle of coal for 
the day's business. 
Light is important to observe the pa- 
tient's condition. Therefore. each day fill 
the kerosene lamps. clean the chimneys. 
trim wicks. Wash the windo
 once a week. 
The nurse's notes are important in 
aiding the physician's work. Make your 
pens carefully. You may whittle nibs to 
your individual taste. 
Fach nurse on day duty will report every 
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day at 7 A.M. and leave at 8 P.M., except 
on the Sabbath when she will be off from 
noon until 2 P.M. Graduate nurses in good 
standing with the director of nurses will 
be given an evening off each week for 
courting purposes or two evenings a week 
if they go regularly to church. 
Each nurse should lay aside from her 
pay a goodly sum of her earnings for her 
benefit during her declining years so that 
she will not become a burden. For 
example. if she earns $30 a month she 
should set aSIde $15. 
And the nurse who performs her labors. 
serves her patients and doctors faithfully 
and without fault for five years will be 
given an increase by the hospital adminis- 
tration of 5 cents a day, providing there 
are no hospital debts outstanding. 


Students Hear eN A Executive Director 
Speaking to 350 students of the 
University of Toronto school of nurs- 
ing recently, DR. HELEN MUSSALLEM 
outlined these problems in nursing 
education: 
The majority of schools are not prepar- 
ing the kind of practitioner who can fulfil 
her function as a member of the team in 
meeting the total health needs. 
The majority of full-time instructors are 
not qualified for this function. The nursing 
service supervisors who guide the student's 
learning experience in the clinical setting 
have even less preparation for these tasks. 
The percentage of recruits into nursing 
is dropping steadily. Factors causing this 
may be the socio-economic status of nurses, 
the competition for scarce talent in our 
society. the new fields opening up for 
women. the decrease in age in marriage, etc. 
The percentage of students entering and 
graduating from university schools of nurs- 
ing is meager. 
Students tend to emulate the nursing 
practice observed and present practices of 
poor utilization of nursing skills are being 
perpetuated. 
Students carry heavy nursing service 
responsibilities beyond the level of their 
competency. Not only is this poor educa- 
tional practice. but results in poor quality 
of nursing care and often unsafe practice. 
Insufficient numbers of graduate nurses 
have preparation to assume leadership 
positions in nursing service or in nursing 
education. Only a very few nurses in 
Canada have preparation in nursing special- 
ties. in consultation and in research. Almost 
no research in nursing practice is being 
conducted in Canada. 
Until there is improvement in 
educational practice, improvement in 
the quality of nursing care cannot be 
realized. "Providing the quality and 
quantity of nursing care required is 
our essential role in society." 
Development in nursing should 
enhance the autonomy of the profes- 
sion. explained Dr. Mussallem. This 


means knowing the boundaries of nurs- 
ing' what it is and what it is not. 
a continuing and implemented interest 
in being the master of its educational 
patterns, and a concern with research 
and postgraduate work. 
N LN Publishes Study 
The National League for Nursing 
has published Masters' Education in 
Nursing by JEAN CAMPBELL, NLN 
consultant in nursing education. This 
study was undertaken to find out as 
much as possible about the scope of 
the masters' programs in nursing as 
of the academic year 1962-63. Such 
information will be of assistance to 
graduate faculties in stating the 
characteristics of graduate education 
and establishing criteria for the ap- 
praisal of the masters' program. The 
four objectives of present programs are 
discussed. 
Subject mastery, teaching and re- 
search are combination usually left to 
the doctoral level in other fields. How- 
ever, in nursing at present, "adequate 
resources and sufficient recruits for 
doctoral study" are lacking. As a 
result. efforts are being made in some 
cases to achieve doctoral objectives 
within the scope of a master's program. 
This report will be of great interest 
to faculties involved in masters' pro- 
grams and to prospective master's 
candidates. It is available from the 
NLN for $1.50. 


Publications Recently Received in CNA 
Library 
Most of the material listed below is 
available on loan from the CNA 
Library. Requests should be addres- 
sed to: The Librarian, Canadian Nur- 
ses' Association, 74 Stanley Avenue. 
Ottawa 2, Canada. Application for 
loans should give the month in which 
the publications were listed in THE 
CANADIAN r-.. URSE. 
American Home Economics Association. 
Aging; a phase in the life cycle: action 
areas for home economists. Washington. 
1964. 18 p. 
American Nurses' Associatioll' 
I. Facing up to changing responsi- 
bilities. New York. ]963. ]62 p. 
2. Improvement of nursing practice. 
Speeches presented at the American Nurses' 
Association Section Regional Conferences 
for Professional Nurses. New York. ]961. 
52 p 
Campbell. lean. Masters' education in 
nursing; report of a study conducted in 
1963. New York. National League for 
Nursing. Dept. of Baccalaureate and Higher 
Degree Programs. 1964. 121 p. 
Canada. Cefllemzial Commission. Prelude 
to confederation 1864-1867. Ottawa. Queen's 
Printer. 1964. I v. 
CalZada Ci,'il Senice Commi.uion. The 
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analysi!> of orgamzation in the Governmenl 
of Canada. A manual prepared bv the 
Organization Division. Onawa. Queen's 
Printer, 1964. 79 p. 
CUllada. Dept. of National Health and 
Welfare: 
I. Annual report under the hospital 
insurance and diagnostic services act for 
the fiscal year ended March 3 I, 1964. 
Ottawa, 1965. 136 p. 
2. General health grants and hospital 
construction grants rules, Ottawa, 1964. 
38 p. 
3. General standards of hospital cons- 


trllction. Prepared by Hospital Design 
Division. Onawa, 1964. 35 p. 
(lIl/ada. Dominion Bureau of Statistics: 
1. Census of Canada, 1961. General 
review. vol. 7, pt. I. Mother tongue and 
official language. Ottawa, Queen's Printer. 
1964. 59 p. (English and French). 
2 Hospital statistics 1962, vol. 1 Hos- 
pital beds. Ottawa. Queen's Printer. 1965. 
104 p. 
3. Mental health statistics 1962. vol. 1. 
Institutional admissions and separations. 
Ottawa, Queen's Printer, 1964. 140 p. 
4. Tuberculosis statistics, vol. 2. Institu- 
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shops and department stores. Or laugh it up with the seals 
at Como Park Zoo. Or canoe with a friend on beautiful 
Lake Phalen. Life is more fun in the Twin Cities. and the 
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tional facilities. 1963. Onawd. Queen.' 
Printer, 1964. 40 p. 
Canada. Economic CounCil. Economic 
goals for 1970: first annual review. Ot- 
tawa, Queen's Printer, 1964. 213 p. 
Canada. Na/iollal Employme1ll Senice. 
Supply and demand university graduates 
1964-65. Ottawa. Queen's Printer, 1964. 
34 p. 
Canada. Natiol/al Library: 
1. Canadian theses 1962-63. Ottawa, 
Queen's Printer. 1964. 40 p. 
2. Canadiana. 1963. Publications of 
Canadian origin and national interest noted 
during the year. Ottawa, Queen's Printer. 
1965. 2 v. 
Canadian Nurses' As.wciation. Act of 
incorporation and by-laws. Ottawa, 1964. 
:!2 p. 
Canadian Tuberculosis Association. Ins- 
titute for nurses on tuberculosis and respi- 
ratory diseases, Regina General Hospital 
School of Nursing, May 13, 1964. Ottawa. 
1964. I v. 
The Decisive Years, /964. Baker Pub. 
Co., div. of Townley Pub. Co., distrib. by 
Musson. 1964. 72 p. 
Gruneau Research Ltd. Study of attitudes 
of registered nurses in Ontario. Conducted 
for the Registered Nurses' Association of 
Ontario. Toronto, 1964. 45 p. 
Kellogg Foundation, Battle Creek. Mi- 
chigan. Report. ]964. 164 p. 
MacDonald, Gwendolifze. The current 
status of baccalaureate education for 
R. N. students. New York, National League 
for Nursing, Dept. of Baccalaureate and 
Higher Degree Programs, 1962. 8 p. 
National League for NurÛng: 
I. Bibliography on accreditation. Selected 
readings on the background and current 
status of accreditation in higher and col- 
legiate nursing education. New York, 1963. 
:; p. 
2. Dept. of Diploma and Associate De- 
gree Programs. Toward excellence in nurs- 
ing education; a guide for diploma school 
improvement. New York, ]964. 38 p. 
Registered Nurses' Association of Ontario. 
Statements related to nurses and their 
practice. Toronto, 1964. 9 1. 
St. John Ambulance. Child care in the 
home. Ottawa, 1964. 128 p. 
Trow, Ferne. Planning staff schedules: 
Toronto, Univ. of Toronto, School of 
Hygiene, Dept. of Hospital Administration. 
1964. 25 I. 
U. S. Dept. of Hcalth, Education and 
Welfare. Public Health Service, Short-term 
training courses under the professional 
nurse traineeship program of the U. S. 
Public Health Service. Schedule B. Washing- 
ton, ] 964. 8 p. 
West, Margaret D. alld Beatrice Crowther. 
Education for practical nursing. 1960. New 
York, Dept. of Practical Nursing Programs. 
National League for Nursing. 1962. 63 p. 
Woodham-Smith, Cecil. Lonely crusader; 
the life of Florence Nightingale, 1820-]910. 
New York, Bantam Books. ]963. 196 p. 
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BETWEEN OURSELVES (Cant.) 


the protruding handle that, provokingly, is 
almost beyond his reach; thte electrical base 
plug that tempts groping fingers; the 
crucible the university student is careless 
about in his laboratory experiments; the 
"sweet" smell of leaking natural gas that 
many people notice but no one takes the 
trouble to report - you can think of 
hundreds of little incidents that became big 
casualties. Let us hammer away at 
"prevention" until all of our friends and 
colleagues pay attention if for no other 
reason than to make us shlit up. 
Two plastic surgeons, a supervising nU'nle 


providing the essential nursing care. Take 
a hard look at that list of causes. In how 
many instances might gross injury have been 
prevented if only some one had stressed, 
by every possible means, the hazards that 
certain situations possess? But, you say, 
my job is primarily to provide the best 
possible care for those who have been 
injured. Is not prevention also an intrinsic 
aspect of every nUnle's work? That saucepan 
of boiling water that intrigues the toddler 
to the point that he succeeds in grabbing 
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in a children's hospital, and a nutritionist 
have contributed the -articles for this 
series. We hope you will find it helpful. 


* 


* 


* 


The official delegates from the Canadian 
Nurses' Association to the ICN Congress 
in Germany next month are listed in World 
of Nursing. In addition, Miss Claire Bigué, 
Ihe JOURNAL'S associate editor, will be 
representing THE CANADIAN NURSE and will 
prepare the report of this world-wide 
gathering of nurses. Her report will be 
published in the September editions. 


UNEMPLOYMENT INSURANCE 
Many Ontario nurses feel that payment 
of unemployment insurance is unec
sary 
and unprofessional. At the request of the 
staff members of a health unit in District 
3, RNAO contacted the Federal Depart- 
ment of Labor to ascertain why such a 
regulation exists. 
D. J. Macdonnell, Chief, Coverage 
Division of the National Employment 
Office, Unemployment Insumnce Commis- 
sion, responded to RNAO's inquiry as 
follows : 
Under Section 25 of The UITemploy- 
ment Insurance Act, nurses as a class 
are not exempted from unemployment 
insurance, but under certain circumstances 
they, like other employees, are not in 
insurable employment. The major eX'emp- 
tions from urremploym'ent insurance in- 
sofar as nurses are concerned are as 
follows: 
1. Employment in a hospital not operat- 
ed for gain. 
2. Employment in a charitable institution. 
3. Employment of a person on a salary 
basis whose earnings exceed $5,460 
per ytelar. 
4. Employment as a private duty nurse. 
5. Employment in the public service of 
Canada or by ',a municipal authority 
which has been oertified permanent 
for unemployment insurance purposes. 
Employment may be certified per- 
manent only after two consecutive yeanl 
of 'Service requiring full time service 
for at least eight months in each year 
and the employment is expected to 
continue for an indeterminate period. 
Certification is not mandatory but is 
entirely at the discretion of the employer. 
Exemption from such payment would 
relieve the municipal authority from pay- 
ment of the employenl' share. It is conceiv- 
able that municipal authorities, for their 
own benefit. would agree to such certifi- 
oation for nUnles who qualify under sectiol1 
5 above. 
As a service to RNAO membenl the 
News Bulletin would be pleased to report 
on the action taken by nurses who have 
approached their municipal authority for 
such certification. 


R.N.A.O. News Bulletin. 
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Nursing Texts fram SAUNDEßS 


up- to-da te guidance In modern nursing practice 


Anderson's BASIC PATIENT CARE A Programed Introduction to Nursing Fundamentals 


Here are step-by-step programed instructions in the basic 
nursing techniques all students must master. The coverage 
ranges from material introducing the student to her fundamen- 
tal role in care of the patient-through specific procedures that 
attend to the patient's daily requirements. Hundreds of clear and 
detailed "teaching frames" lead the student through how to 
make beds, move patients, serve patiellts' meals, preserve pril'- 
acy, avoid unnecessary strain, etc. Each new fact is introduced 
as a separate and distinct step. The student is required to write 
the correct answer to a pertinent question before proceeding 
to the next. This affords an immediate and effective check on 


comprehension. plus repetition that imprints important facts 
fIrmly in mind. The student proceeds at her own pace, limited 
olily by her understanding of the material as it is presented. 
Each unit has a vocabulary list of new words. tearout te
t 
sheets, and instructors' checklists. This unique program has 
been extensively tested at nursing schools with two-. three-, 
and four-year curricula. 


By MAJA C. ANDERSON, B.A., M.N., Director, School of Nursing, The State 
University of New York, Upstate Medical Center, Syracuse, New York. 234 
pages, 7'J.s" x 10", illustrated, paperbound. 54.0S 
New-Published in February! 


Abdallah's NURSE'S AIDE STUDY l\JIANUAL 


This is a complete handbook. geared for use as a text in 
a.l in-service training program, and also as a personal review 
guide for the aide. It covers virtually every clinical hospital 
procedure an aide might be called upon to perform. Miss Ab- 
dallah gives specific. step-by-step directions on: Taking the 
pulse, temperature and respiration - Lifting patients - Sterile 
technique - Bedmaking - Assisting with gastric suction, la- 
Wlge, and feeding - Care of the immobilized patient, the 
chronically ill, the terminal case, the child, etc. The author pro- 


vides an introductory section on orientation and hospital ethics, 
\\"hich acquaints the student with training requirements, correct 
appearance and behavior. hospital etiquette. etc. A well-organ- 
ized section presents basic human anatomy geared to the 
aide's level and arranged according to th:: major body systems. 
A teacher's guide is available. 


By MARY C. ABDALLAH, R.N., Coordinator of Manpower Develapment Train- 
ing, Nurse's Aide Program, Ventura College, Ventura, Calif.; formerly In- 
Service Director of Nurses, St. John's Hospital, Oxnard, Calif. 182 pages, 
7 1 4 " x 10'J.s.., illustrated, paperbound. $3.00 New-Published in January! 


Keane & Fletcher's DRUGS & SOLUTIONS A PJ"Ogramed IntJ"Oduction for /\ìurs'2s 


The confusion surrounding drugs and solutions will be im- 
measurably clarified for the student nurse using this programed 
text. It is organized in short, easy steps. proceeding from sim- 
ple to complex material in a logical manner. The authors teach 
the student an easy-to-understand Ratio and Proportion Meth- 
od for calculating dosages and preparing solutions. This system 
clears away the tangle of difficult mathematical formulas 
which impede the progress of so many students. Once the pro- 
portional method is grasped, the student can solve virtually any 
drug and solution problem. Programing this material has made 


it even more accessible and clearly understandable. Each new 
bct is presented in a sequential step. The correct answer must 
l-e written before going on to the next frame. The stud::nt thus 
gets prompt feedback. on comprehension and reinforcement of 
important facts. You'll find the topics embrace the content of 
the typical Drugs and Solutions (Pharmacology I) course - 
from material on Apothecaries' and Metric Systems to Pre- 
parillg Larf
e Amounts of SVlllliolls for Treatmeflls. 
By CLAIRE B. KEANE, R.N.; and SYBIL M. FLETCHER, R.N. Both of the 
Athens Gcncral Hospital, Athens, Georgia. 196 pages,S'.' x 7 1 '8", paper- 
bound. $3.00. New-Published in February! 


Pelley's NURSING Its History, Trends, Philosophy, Ethics and Ethos 


This text closely follows Canadian nursing school curricula. 
It was developed from the author"s classroom lectures at Port 
Arthur General Hospital. Miss Pelley skillfully combines both 
nursing history and professional adjustments in this compact 
volume. The book is devoted to clear and practical discussions 
designed to help the nursing i'nstructor prepare her students for 
a nursing career by today's standards. You'll find a wide scope 
of interesting topics. ranging from patterns of IIursillg activit)' 
i,. medieml Europe to the respollsibility inmh'ed ill heing a 


registered nurse. Chapters are devoted to such topics as: Meet- 
it.g the Spiritual Needs of the Patiefll - Economic Welfare 
(llid Budgetillg - Legal Aspects of Nursillg - Careers ill 
Nursillg - etc. With this vital classroom aid the student will 
g<:in a fuller understanding of the trends which have resulted 
in modem nursing - and a solid background for the transition 
tu the graduate nurse's duties and place in her profession. 
By THELMA PELLEY, R.N., Director of Nursing, Stratford Genera' Hospita', 
Stratford, Ontario, Canada. 238 pages, 5 ' 8" x 71
", paperbound. 54.05. 
New-Published August. 1964' 


Texts gladly sent to teachers on approval 
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CARDIOSCOPE AND HEART RATE ALARUM 
(BIRTCHER) 
De.cription - A monitor to display the electrical activity of the 
heart. The instrument will trace one heart at a time and the observer 
can recognize heart rate and strength and quickly note any abnormality 
such as fibrillation or cardiac arrest. Erratic behavior on the cardio- 
scope alerts one to the possibility of impending cardiac failure. Simul- 
taneous recordings may be mode. 
The Heort Rate Alarum gives sound as well as sight signals and may 
be preset to give a special attention demanding audio signal if the 
heart rate is foster or slower than rates set by the operator. The 
Alarum may be wired to distant nursing stations. 
An Intensive Core Monitor Switch may be combined with the above 
and placed at a central monitoring station. Three lead wires from each 
of up to 10 patients will carry the patients' cardiac signals to the 
observation station via a built-in conduit. The operator can switch 
from patient to patient, observing cardiac trace and listening to the 
sound and pick up any abnormalities. 
For frther information write to The Birtcher Corporation, Millet-Roux 
Co. Ltd., 1215 St. Denis, Montreal. 
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HYPERBARIC THERAPY EQUIPMENT 
(NORMALAIR) 
Description - Hyperbaric oxygen therapy is currently the subject of 
wide medical interest and intensive research activity throughout Europe 
and the United States. The medical treatments involved are based upon 
the principle of oxygen saturation. This saturation is achieved by placing 
the potient in a pressurized atmosphere and giving him pure oxygen to 
breathe. Under these conditions, the bloodstream and tissues rapidly 
absorb oxygen, and the patient is able to undergo operative treatment 
that it would otherwise be impossible for him to withstand. In certain 
cases, recovery can be accomplished solely due to the increased quantity 
of oxygen in the. bloodstream and tissue. 
The basic item of equipment necessary for the application of hyper- 
baric therapy treatment, consists of a large chamber pressurized to two 
or more times otmospheric pressure. This chamber may be of any size 
and can be equipped, either as On operating theatre, or as a medical 
treatment room. In all cases, oxygen is supplied to the patient via a 
specially designed pressure breath
ng mask. 
The working pressure, rate of pressure change, temperature and 
humidity within the chamber must be controlled to close limits. A 
particular feature of Normalair hyperbaric installations is that this is 
achieved completely automatically. 
Normalair has currently installed comprehensively equipped hyperbaric 
operating theatres for the University of Glasgow and the University of 
Aberdeen. These installations are similar in design and comprise a main 
chamber and entry air-lock, both of which are pressurized and air con- 
ditioned. The entry lock enables staff to enter or leave the main 
chamber at any time and a small service lock is located in the side 
of the main chamber for the transfer of small items of equipment. 
Normalair is responsible for the over-oll design, supply of all equip- 
ment and complete installation of these two facilities. 
Inquiries should be addressed to: Normaloir Limited, Yeovil, Somerset, 
England. 
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PHYSIOLOGICAL MONITOR 
(TECHNOLOGY INC.) 
Description - A physiological monitor that automatically and con- 
tinuously indicates the vital functions of intensive care patients has 
been developed for hospitals and medical research organizations. 
The Model PM-502, a self-contained, compact, bedside console, 
measures systolic and diastolic blood pressure, temperature, pulse rote, 
and respiration rate. It requires only 115-volt, 60-cycle service to 
power the completely transistorized circuitry. Monitoring is fast and 
accurate, eliminating the need for counting and timing. Blood pressure 
readings may be token automatically every five minutes or by de- 
pressing a manual button for on-demand data. The other three readings 
are given constantly, with the desired parameter display controlled by 
a meter selection switch. 
Other features include a visual pulse monitor light and on adjustable 
audible tone to mark the pulse rate, as well as a stethoscope receptacle 
for manual blood pressure readings and noting Korotkoff sounds. An 
optional recording device is also available. 
For blood pressure readings, on internal compressor inflates, then 
deflates off a standard cuff at on adjustable rate until the systolic 
value is reached and indicated by on "S" signal lamp. After a momen- 
tary holt for reading, the indicator continues to the diastolic value, 
lighting the "0" signal lamp. The cuff then continues to deflate while 
the indicator holds the diastolic reading until a new cycle is initiated. 
Temperature is read directly in degrees Fahrenheit, from small in- 
terchangeable thermistor assemblies for oral, rectal, or skin application. 
Pulse rate in counts per minute is also read directly from the meter. 
Respiration rate is displayed directly in breaths per minute through a 
special transducer which senses air exhaled from nose or mouth. 
The aluminum cabinet is lOV2" long, S'/4" high, and 16Vs" wide 
and weighs 23 Ibs. Standard accessories include cuff and bulb for man- 
ual blood pressure, finger attachment for pulse rate, head attachment 
for respiration and temperature, and all necessary lines and connectors. 
For mare information, contact the Customer Services Dept., T echno- 
logy Incorporated, 3090-A Richfield Center, Dayton, Ohio 45430. 
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TESTOTHERM INSTANT THERMOMETER 
(TESTOTHERM-LEMANIA) 


Description - A transistorized thermometer which gives on instant 
temperature reading. A small dial is carried in the nurse's hand. The 
transmitter is shaped like a ball-point pen and connected to the dial 
by a wire. When the point of the transmitter is placed in the axilla, 
under the tongue Or rectally, an immediate reading can be made on 
the gouge. 
The transmitter can also be used to measure skin temperature. Other 
types of transmitters are available to assist in measuring differential 
temperatures in disorders of blood supply, circulatory affections, deep 
burns, degree of frost-bite, eczema, etc. 
Further information can be obtained from: Testotherm, 165 Est, 
Grande Allée, Suite 6!!, Québec 4. 
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Th. Journal presents pharmaceuticals for Information. Hurses understand that only a physician may prescribe. 
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DRUG STATION 
(BREWER) 
Description - A combination of equipment, forms and procedures 
concerned with the administering of drugs and medications. The drug 
station is an electronically controlled storage unit. Up to 96 different 
drugs may be pre-packed by the pharmacist into the top drug section. 
These medications will be individually delivered ta the nurse when she 
sets the selector for the right patient and the right drug. 
The nurses' section of the drug station is opened by a nurse's key. 
She selects from this section her identification plate, a drug plate, a 
patient plate. and, where so desired, a charge voucher form. 
Placing these in positian. she can then push a button and the right 
medication. in the right amount, in the right form. for the right patient 
is delivered to her. Four records of the medication are made: ane for 
the nurse. one for the pharmacist. one for the accountant and a per- 
manent record on a tape inside the station. 
The nurse takes the medication and her voucher and places them in 
the drug cart part of the system. This cart contains a drawer for each 
patient - all under lock. The cart is wheeled from chart room to patient 
area. 
The system is designed to extend the pharmacist's control of drugs. 
supplant conventional storage facilities at the nursing station, facilitate 
nurses work in storing and preparing medications, and keep individual 
medication records on a dose-to-dose basis. Staff are relieved of un- 
necessary paper work and mechanical check points on medications help 
reduce mistakes. 
For further information write to: Brewer Systems. Wilson Science 
Equipment Ltd.. 333 Bering Ave.. Toronto lS. 
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GRACKLE RADIATION DETECTOR 
(GELMAN) 
Description - A radiation warning at a preset alarm level is given 
by the Grackle, a new pocket radiation rate monitor. This pocket-size 
beta-gamma detector can be set to buzz when an alarm level of 3. 10, 
30. or 100 mr /hour is exceeded. 
Weighing only 5 ounces, the Grackle detects and measures radiation 
with a halogen-quenched. Geiger-Mueller tube. The instrument operates 
for 130 hours on mercury penlight batteries. Other features are a 
battery condition indicator light and a clip to attach the monitor to 
pocket or lab coot. 
Write the Gelman Instrument Company, P.O. Box 144S, Ann Arbor, 
Michigan 4S106 for further details. 


ELECTRONIC STETHOSCOPE 
(PHONAK) 
Description - An electronic stethoscope offering powerful amplification 
of sounds with a variety of frequency ranges to aid in examination for 
specific sounds. Used for examinations of lung and respiratory conditions 
and in cardiological examinations. 
Information will be supplied by Lemonio, 165 Est, Grande Allée, Suite 
6} 1. Québec 4. 
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What can 
I take for 
heartburn 
or acid 
indi gestion? 


The answer- TUMS! These mild, minty 
tablets are so practical to recommend 
because they're fast acting, long lasting 
and safe - made of the finest antacid 
ingredients. They're economical too- 
only a few cents buys enough for several 
doses. And they leave no aftertaste- 
no water or glass needed. 
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PORTABLE INSTRUMENTATION RECORDERS 
(AMPEX) 


Description - Magnetic tape recorders that will acquire, store and 
reproduce information of all types. Combinations of pertinent data can 
be concomitantly monitored, recorded, evaluated, interrelated and re- 
ported. The purpose of these machines is to aid in the acquisition of 
data. its measurement and its analysis. These machines con be utilized 
for many kinds af research and patient care. One such machine in 
Canada is being used with newborns with respiratory disorders, such 
as hyaline membrane disease. or with those infants who might develop 
this disorder. Tidal volume. oxygen consumption. intra-thoracic pressure, 
air-flow rate are measured, correlation of the measurement is made 
and lung elasticity. air-flow resistance and work of breathing can be 
determined. At the same time, the ECG. body and enviranmental tem- 
perature. B.P.. pulse and respiratory rate are recorded. 
The complexity of medicol and nursing knowledge about the body 
systems is growing rapidly and the amount of information ta be 
obtained on each is multiplying so fast that Recorders such as the 
above can help to save time. The manufacturer feels that use of such 
machines will supply better basic knowledge for diagnosis and treat- 
ment and increased efficiency for the health team. 
For further information. write: Ampex of Canada, } 458 Kipling Ave. 
North. Rexdale, Onto 


SIPREN 
(MEAD JOHNSON) 


Indicotions - To replace skim milk, whole milk or milk-cream mixtures 
in the peptic ulcer diet. Sipren reduces gastric motility. extends gastric 
emptying time and buffers hyperacidity ta relieve symptoms and pro- 
mote ulcer healing. It may also be used in nutritional management of 
other G.I. conditions requiring a bland liquid or soft diet. 
Description - A vanilla-flavored liquid containing all known essential 
nutrients. It is bland, low in bulk and fibre, moderately low in sodium 
and low in cholesterol. Each 61/4 fl. oz. con of Sipren supplies; 10 Gm. 
protein, 10 Gm. fat, 17 Gm. carbohydrate and 200 calories. 
Administrotion - Three to 6 cons daily, more if required. Sipren may 
b<! served chilled, at raom temperature or frozen and eaten with a 
spoon. Refrigerate opened can. 
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Moy 4-5, 1965 
ASSOCIATION OF NURSES 
OF NEWFOUNDLAND 
ANNUAL MEETING 
ST. JOHN'S, NFLD. 


Moy 26-28, 1965 
ALSERTA ASSOCIATION OF 
REGISTERED NURSES 
ANNUAL MEETING 
JASPER PARK LODGE 
JASPER, ALBERTA 


* 


May 12, 1965 
ANNUAL MEETING OF THE 
HOSPITAL ASSOCIATION 
OF PRINCE EDWARD ISLAND 
CHARLOTTETOWN, P.E.1. 


May 26-28, 1965 
ANNUAL MEETING OF 
REGISTERED NURSES' 
ASSOCIATION OF B.C. 
HOTEL VANCOUVER 
VANCOUVER, B.C. 
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SPACE SAVER 


This bottle contains 400 labora- 
tory tests. It gives you 48,000 
possible answers in 100 cc. of 
space. HEMA-COMBISTIX* is 
a dip-and-read test for urinary 
blood, protein, glucose, and pH. 
Ames Company of Canada rJf\\ 
Ltd., Rexdale (Toronto) 
 
o ntari o. .Yrodomor1< Rog. CA ..... AIVIES 


338 


MAY 1965 


Moy 26-28, 1965 
CANADIAN HOSPITAL ASSOCIATION 
HOTEL VANCOUVER 
VANCOUVER, B.C. 


* * 


Moy 27-28, 1965 
SASKATCHEWAN REGISTERED NURSES' 
ASSOCIATION 
ANNUAL MEETING 
HOTEL BESSBOROUGH 
SASKA TOON, SASK. 


* 


Moy 31 - June 1, 1965 
OPERATING ROOM NURSES' SECOND ONTARIO 
CONFERENCE 
ROYAL YORK HOTEL 
TORONTO, ONT. 
Sponsored by the Operating Room Nurses 
of Greater Toronto. Enquires should be 
directed to: 
Miss June Shortt, Reg.N. 
990 Avenue Road, Apt. 202 
Toronto 7, Ontario, Canada 


Moy 31 - June 3, 1965 
56th NATIONAL CONVENTION 
OF THE CANADIAN PUBLIC HEALTH 
ASSOCIATION 
MACDONALD HOTEL 
EDMONTON, ALBERTA 
Persons wishing further information. 
please contact: 
Mrs. B. Ebert, Chairman, 
C.P.H.A. Accommodation Chairman. 
305 Administration Building, 
Edmontün, Alberta. 


* 


Moy 31 - June 11, 1965 
SEMINAR FOR SENIOR NURSING EXECUTIVES 
UNIVERSITY OF WESTERN ONTARiO SCHOOL OF 
NURSING 
LONDON, ONT. 


May 31 - June IB, 1965 
TRAINING COURSE IN REHABILITATION 
MANITOBA REHABILITATION HOSPITAL 
WINNIPEG, MAN. 


* 


* 


* 


June ..2-3, 1965 
NEW BRUNSWICK ASSOCIATION 
OF REGISTERED NURSES 
ANNUAL MEETING 
ST. STEPHEN, N.B. 


* 


June 2-4, 1965 
HAMILTON GENERAL HOSPITAL 
SCHOOL OF NURSING 
75th REUNION 


June 6-12, 1965 
SEMINAR ON COMMUNICATIONS 
AND RELATIONSHIPS 
BANFF SCHOOL OF FINE ARTS 
BANFF, ALBERTA 
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June 15-17, 1965 
THE CATHOLIC HOSPITAL ASSOCIATION 
OF QUEBEC 
CONVENTION-EXHIBIT 
l ACADEMIE DE QUEBEC, QUEBEC. 


June 15-25, 1965 
lSth SASKATCHEWAN HUMAN RElATIONS 
INSTITUTE 
VAllEY CENTRE 
FORT QU'APPEllE, SASK. 


June 16-24, 1965 
INTERNATIONl COUNCil OF NURSES 
13th QUADRENNIAL CONGRESS 
FRANKFURT, GERMANY 


June 21, 1965 
MARITIME HOSPITAL ASSOCIATION MEETING 
BRUNSWICK HOTEl 
MONCTON, N. B. 


June 29-30, 1965 
(Note change of date) 
DAUPHIN GENERAL HOSPITAL REUNION 
Please contact: 
Mrs. L. Leonard, Treasurer, 
427 Jackson St., Dauphin, Man. 
or 
Mrs. Blanche E. Haywood. Coordinator, 
258 Ethelbert St.. Sudbury, Ont. 


July 4-10, 1965 
"NEW HORIZONS IN REHABILITATION" 
INTERNATIONAL SEMINAR 
OXFORD UNIVERSITY, ENGLAND. 


ANA WINS AWARi) 
THE CANADIAN NURSE extends congratula- 
tions to the American Nurses' Association 
for winning a 1965 Top Hat Award in 
recognition of its significant contribution 
toward advancing the status of women. 
The award. established in 1963 by the 
National Federation of Business and Pro- 
fessional Women's Clubs in the U.S.. honors 
individuals or organizations for their achie- 
vements in opening up new opportunities 
for working women. In addition to ANA, 
other winners were from business. educa- 
tion and government. 
Specifically, ANA was cited for support 
for the Equal Pay Law; encouragement of 
establishment of state commissions on the 
status of women; improvements in salaries 
and employment conditions of working pro- 
fessional nurses and efforts to facilitate the 
return of inactive nurses to the profession; 
provision of continuing educational opportu- 
nities enabling nurses to improve their skills; 
initiation and support of federal measures 
to expand opportunities ,lOll f.lcilities for 
nursing education. 
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Annie Eliza (Johnson) Argue '07. Grace 
Elizabeth Collins '51, Winnipeg General 
Hospital. Man. 
Mabel H, Cheetham '30. New Waterford 
Hospital. N.S. 
Florence Margaret Cunningham '18, 
Chipman Memorial Hospital, St. Stephen, 
N.B. 
Pauline (Gogal) Davies '54, Regina Grey 
Nuns' Hospital, Sask. 
Hilda Agnes (Le Blanc) Farrell '23, 
St, Joseph's Hospital. Glace Bay, Nova 
Scotia. 
Bernice (Cassidy) Hanley '44, Katherine 


(Mac Innes) McGillivray '25, Kathleen 
McGovern '14, St. Paul's Hospital. Van- 
CDuver, B.C. 
Agnes P. (Patrick) Joyal .04, Sherbrooke 
Hospital, Quebec. 
Phyllis Joan (Coon) MacRow '52, King- 
ston General Hospital, Ont. 
Janet Moore '28. Ottawa Civic Hospita1. 
Onto 
Vivian (Neville) Morris '36, Wilma 
(Stokes) Raynor '33, Victoria General 
Hospital, Winnipeg, Man. 
Edward Vinton Smith '26, Nova Scotia 
Hospital, Halifax, N.S. 
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MONEY SAVER 


Because HEMA-COMBISTIX* 
tells the story of urmary blood, 
protein, glucose, and pH in half 
a minute, it has to save time. 
P.S. Time is money. 0 (/f:\ 
Ames Company of Canada, 
 
ltd., Rexdale (Toronto) Ont. AMES 


-Trade M.rÞ. Reg"d. CA8I4&I 


l\IA Y ] 9ü' 


.139 



FOR PATIENT 
PROTECTION 
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POSEY TIDY GOWN 
A long-s
eeved gown rr.ade of heavy cant01 
flcnn
1. Loops at ends of s!eeves permit at- 
tachment to side rail of bed spring. Prevents 
patient from scretching, or temoving diaper, 
catheter, etc., yet allows comfort and free- 
dom of movement. During eating, sleeves 
may be rolled up to allow for use of hands. 
A sling attached to front section of garment 
may be used to support patient's arms when 
,J,ey ore folded across the front, with straps 
attached to loops in each sleeve to prevent 
use of arms. Short-length, waist design for 
use on incontinent patients. Available in 
closed or open-back models. Small, medium, 
large or extra-Iorge sizes. 
POSEY TIDY GOWN, CAT. NO. P-755, $19.50. 
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-- 
POSEY SAFETY VEST 
Designed to hold a patient comfortably and 
securely in a regulor chair or wheel chair. A 
simple friction buckle (out of patient.s reach) 
prevents patient from getting or felling out of 
chair. Available in smell. medium and large 
sizes in cotton or nylon. Posey Safety Vest 
(Nylon) Cot. No. 4153N, $5.40 each. Posey 


:h
y Vest (Cotton) Cot. No. 4153C, $5.40 
Write for free illustrated Catalog 
About Other Posey Hospital Equipment 
J. T. POSEY COMPANY 
Dept. CNJ 
39 S. SANTA ANITA AVENUE 
PASADENA r CALIFORNIA 91107 
AvAILABLE FROM SElECTED 
SURGICAL SUPPLY DEALERS. 
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/fan/om COmmINS 


Lel/er.f to rhe Editor are we/come. Ollly 
SIGNED [et/ers will be COllSidered for 
publicalioll. .Vame will he withheld from 
Ihe p:lhli.\hcd let/a at the lI'riter's request. 


MORE ON THE NEW FORMAT: 


At a r
cent meeting of the Nipissing 
Chapter. RNAO. a discussion was held 
r<:garding the January issue of THE 
C\NADI\N NURSL It is my pleasure as 
sxretary of the chapter 10 inform you 
th<lt all memb
rs at that m
eting unani- 
mO
lsly approv
d of th:: n::w cover and 
format. 
Muriel deP<:n
ier. S
cretary, Nipissing Chap- 
t:r. PNAO. 


\'1;: ar<: imp.essed with the n::w format 
including the eye-catching cover. The 
ÿag
s are not as crowded and the three 
coiL!mns of print lend to easier reading. 
Th:: features s::em to be more complete 
on on:: or two pages rather than scattered 
over s::veral pages. Also. the advertising is 
in keeping with the modern magazin
s and 
th:: positions available are again more 
easily read. 
In nursing education we appreciate having 
on:: main theme for each of yo:!r issues. 
We thought the issues on Heart Surgery 
and Public Health Nursing were excelIent. 
Th:: JOURNAL is us::d as a reference for 
all of our cours::s and is us::d in class both 
by students and staff. W<: realiz:: how 
handicapped our students are wh::n they do 
not have their own subs::ription. We intend 
to remedy this situation by starting in the 
faIl to have each of the first year students 
subscrib
. We recommend th
 JOURNAL staff 
10 publishing such a fine, professional 
magazine. 
Mrs. E. McClintock. Assistant Director, 
Nursing Education, Brock vi lIe, Ont. 


Although not of th:: nursing profession, 
I have be::n reading your JOURN\L for quite 
a few ye:lrs - it first came to my attention 
in 1956 when sent th:: house. after my 
sister grad ua t::d. 
As a n::ws reporter I have covered many 
public health and VON projects, as well 
as building programs at the local hospitals 
and improvements in their nursing schools. 
Cons::quently I have b::en aS50ciated with 
many nurses and hay:: b::come interest
d 
in their problems. 
I read THE CANADIAN NURSL every 
month and find the articles quit:: fascinat- 
ing. The January issue particularly impres- 
s
d me with its new format. The cover is 
c:rt<\inly an eye-catch::r with its simplicity 
- and (he contents are much more readable 
with a three column spre<\d. It now looks 
IiI..:: <\ more interesting magdzin:: with more 


pictures and a better placing for articles. 
Already I'm looking forward to the next 
issue! 
Betty MacDowell. 
The Recorda 
Ontario. 


Editorial D<:partment, 
(/lid Times, Brockville, 


Congratulations to th:: staff on the 
attractive n::w format of the magazine. 
The color and d::sign chos::n for the cover 
make this a truly distinctive journal, and 
together with the chang<: in size and 
layout, I feel th:: r<:sult is most profes- 
sional. 
As always. I enjoyed reading the January 
issue and found esp::cially interesting the 
article. HA Nursing Rerfresher Course." 
Surely this typ:: of a program, which com- 
bin::s lectures, demonstrations and discus- 

ions with a chance to practice n::w 
t::chniques under supervision, would se::m 
to b:: the ideal method of fitting one-time 
nurs::s with pres::nt-day knowledge and 
skilIs and the confid::nce nec::ssary for them 
to return to their profession. 
Barbara F. Stewart. Montreal. 


I am writing to congratulate you on th:: 
new edition of THF CANADIAN NURSE which 
I really think is fabulous. A great improve- 
m
nt. I love the cover, the size and the 
whol:: format. and much prefer to open the 
magazine and scan th:: tabl:: of contents. 
I like th
 idea of not changing the color 
of the cover monthly and last but not 
least the articles on obstetrical care were 
particularly interesting to me in my work 
as a public health nurs
 and in teaching 
r;renatal classes. 
Margery Wagn
r. Sudbury. Ont. 


AND ON OTHER MATTER): 


D<:ar Editor: 
I wish to make known to you my strong 
approval for the inclusion in our profes- 
sional journal of articles such as "Th:: 
Christian Nurses' Role" (August, 1964). 
Each memb::r of the CNA s:!rely has 
th
 privilege of expr
ssing her opinions 
about the rol:: of nursing in this our 
democratic country. 
"D
mocracy cannot be maintained with- 
o:.!t its foundations. fr<:e public opinion 
and fre:: discussion throughout the nation 
of all matters affecting the stat:: within 
th
 limits set by the criminal code and 
the common law:' (The Suprem:: Court 
of Canada, 1938). 
The opinions express
d by th:: authors of 
articl
s printed in th:: journal are not in 
any way claimed [0 represent the official 
opinions of the CNA nor of the Journal 
B03rd. Diff;:renc
s of opinion among mem- 
bers of an organization as large as the 
CN ^ arc "urely not s
lrprising. <\Od I ather 
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a wholesome evidence of an active, lively 
membership. 
Mrs. Gemeroy may differ with the author 
of the article as to her interpretation of 
the Christian nurses' role. This is Mrs. 
Gemeroy'S privilege as a member of the 
CNA and as a self-professed member of 
the protestant Christian community. Each 
individual Christian defines and assumes 
her role as she understands and embraces 
the tenets of Christian teaching. That the 
role is seen differently by different indi- 
viduals is surely salutary, for who has yet 
claimed to have comprehended it in all its 
fulness? 
As in the case of all articles published 
in the JOURNAL. there will be readers who 
basically agree and are helped by them, and 
there will be readers who will not agree, 
and those who will be antagonized by them. 
But surely articles evoking reactions are 
not to be forbidden if they are basically 
within the philosophy and policies which 
build up nursing. 
I personally believe that my Christian 
faith helps me to better fulfill my role as 
a nurse. I feel I still have a far way to 
go to meet the example set before us by 
Christ. and I know I am a better nurse and 
p:rson for trying to assume my role as a 
Christian than I would be without this dis- 
cipline and guidance. 
Elizabeth Hartig. Saskatoon. 


Dear Editor: 
Listening to a group of my classmates 
discussing various clinical nursing instruc- 
tors, the thought suddenly came to me 
that this discussion was helping neither 
the students nor their instructors. Students 
become aware of their nursing ability 
through periodic ward evaluations by their 
instructors. Constructive criticism regarding 
weak abilities thus results in an acute aware- 
nes and a desire to work hard to improve 
these deficiencies. Similarly, praise for 
strong abilities often results in needed 
encouragement and continuance of good 
work. Are instructors so different from 
students? Do they too not have strong and 
weak abilities in teaching effectiveness? 
And who can better evaluate their effective- 
ness than the students who work daily under 
their supervision and are a product of 
their instruction? 
My proposal, then, is a well-planned, 
written evaluation system of instructors by 
their students, similar to the evaluations 
given to students but directed towards 
teaching ability. This evaluation would 
take place preferably at the end of the 
ward experience at the same time that the 
student receives her evaluation for nursing 
ability. The main purpose would be to 
improve the quality of nursing instruction. 
It is bound to result in better prepared 
nurses and, therefore and most important. 
a higher standard of nursing care. 
As in all evaluations. confidence must 


VOLUME 61, NUMBER 5 


be respected. Each evaluation should be 
handed personally to the instructor, and 
not go through several channels. However. 
the director of the school of nursing should 
have access to these to assess the effective- 
ness of such evaluations. They might very 
well serve to weed out the occasional 
instructor who is ineffective or who does 
irreparable harm to a majority of her 
students. 
Criticism should be not only of teaching 
ability, but also of personality factors. It 
is a well-known fact that an unhappy 
person does not do his best work. Nor 
does a student nurse perform to capacity 
under strained conditions - often the 
result of a personality factor in the instruc- 
tor. Of course. it is natural to expect that 
certain likes and dislikes will occur between 
individual instructors and individual stu- 
dents. This is inevitable and also perhaps 
desirable. for the lack would indicate a loss 
of individual personality. However, if the 
instructor continually receives a negative 
response to an aspect of her personality 
from various evaluations, she should con- 
sider the matter seriously, just as a student 
should in the same position. Criticism 
regarding teaching ability should be simi- 
larly considered. An occasional negative 
criticism may not be of too much import- 
ance but if a repetitive pattern occurs, she 
can correctly surmise her deficiencies. 
As most instructors are normal human 
beings, they are neither all bad nor all 
good, but a combination of the two. The 
evaluations, therefore, should contain not 
only negative criticism but also nommenda- 
tion on effective teaching and personality. 
This may serve to brighten what often seems 
a thankless and discouraging job, although 
one that is vital to our profession's welfare. 
Sharon O'Toole, Psych. N., Vancouver. 
B. C. 


Dear Editor: 
Recently I attended a meeting where a 
certain nurse was discussed concerning pro- 
motion. Someone stated that this nurse had, 
at one time. remarked that she did not carc 
for bed-side nursing. The nurses present 
seemed appalled, and the thought struck 
me - "Some nurses still appreciate that a 
nurse is worthless, possibly even an un- 
worthy member of the profession. if she 
doesn't like bed-side nursing." 
I heartily agree with them and I am glad 
to know that "to nurse" is still the prime 
requisite of our profession. 
I shall go one step further - in all 
our confused thinking about nursing today. 
we must bear in mind that any intelligent. 
educated person is qualified to do every- 
thing that we do except nurse the sick pa- 
tient; and yet we are so anxious to delegate 
our nursing duties to others. 
We have swung the pendulum too far. 
We have been interested only in up-grading 
the academic side of our profession. The 
patients and the doctors have been well 
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Now scientifically accurate blood pressure serv- 
ice is permanently available at each patient's 
bedside. Wall Unit 33 serves I or 2 beds. 
Repair and replacement costs are practically 
eliminated because the mounted Wall Unit can', 
be dropped, knocked over, misplaced, or carried 
away, Doctors and nurses carry only the stand- 
ard cuff and bulb which plugs into all bedside 
Wall Units. The Wall Unit 33, like every Baum. 
anometer, is a true mercury-gravity instrument 
- the standard for blood pressure measure- 
ment; individually calibrated, scientifically ac. 
curate, and guaranteed to remain SO per- 
petuallyl 
Available through your Baumanometer dealer. 
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Help Prevent 
"L/BHTS OUT " 
RESTLESSNESS 


------- 
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with medicated 
derrnassage * 


skin refreshant and body rub 


On every ward, when you turn out the lights, some one wakes up . . . and wakefulness thrives 
on minor irritations. Skin discomfort, particularly, can disturb your patients during the night- 
time hours. But as nurses in thousands of hospitals know, a body rub with Dermassage may 
add that one welcome touch of relaxation which tips the balance in favor of rest and sleep. 
Dermassage comforts, cools and soothes tender, sheet-burned skin. It relieves dryness, cracking 
and itching and helps prevent painful bed sores. 
You will like Dermassage for other reasons, too. A body rub with it saves your time and energy. 
Massage is gentle, smooth and fast. You needn't follow-up with talcum and there is no greasiness 
to clean away. It won't stain or soil linens or bed-clothes. You can easily make friends with 
Dermassage - send for a sample! 


"SEE IF YOUR HANDS DON'T TELL YOU THE DIFFERENCE" 


Now distributed in Canada bv LAKESIDE LABORATORIES (CANADA) LTD 


"trademark 


1875 leslie Street, Don Mills, Ontario 
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Modern ideas 
about saving can make 
more money lor you. 


(What should you 
do about it?) 


Ask the Man from Investors to bring you up 
to date. He'll show you an Investors way of 
making money that keeps your dollars in 
step with the times. He'll tell you how you 


balanced investment program can ease the 


effect of rising living costs. 0 Investors has 


can specify now the money you want in ten, 


a wide range of flexible plans designed to 
meet any fina'lcial objective. Don't delay. 
Ask the Man .rom Investors about the best 


fifteen or twenty years. He'll explain how a 


plan for you. . . or mail the reply card today! 


c#"/7llJ&ftou 
SYNDICATE LIMITED 


280 BROADWAY, WINNIPEG 1 
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in hemorrhoids 
anorectal comfort 
in minutes... 


. 


· Begin treatment with 


Anusol-HC 


(with Hydrocortisone acetate 10 m.g.) 


THE NATIONAL HOSPITAL 
QUEEN SQUARE, LONDON, 
W.C.I., ENGLAND 


(Neurology and Neurosurgery) 
POST.GRADUATE NURSING EDUCATION 


:::>ne year courses are open to graduates of accredited 
Schools of Nursing with good educational back- 
ground. 
Three Months academic teaching in the School of 
Nursing under guidance of Sister Tutor assisted by 
teaching Staff of Senior Neurologists and Neurosur- 
geons. 


. Maintain comfort with 
Anusol 

 (suppositories and ointment) 
Anusol will not mask 
symptoms of serious 
rectal pathology. 


Eight months Clinical experience. 
Five weeks vacation. 
Certificate and badge of the Hospital awarded to 
successful Students. 
Full graduate salary paid throughout the year. 
This work has a special appeal to nurses interested 
in research and the humanitarian aspect of Nursing. 


I@I TORONTO: CANAOA 


aware of this, but I'm afraid we have 
ignored their pleas and listened only to 
those who are less concerned. Can we afford 
to ignore them much longer? 
Surely we are aware that the "image" of 
the Registered Nurse has fallen. Let us get 
back to our long-suffering patients - and 
make it fast. 
Grace Taylor, Ottawa. 


Dear Editor: 
I was very interested in the comments of 
your Ottawa reader, re part-time work. I 
couldn't agree with her more. 
Another reason for the shortage of active 
trained nur
es is the inconsistency of regis- 
tration in each province. I am a British 
trained nurse registered in England & Wales 
as well as British Columbia. Yet to register 
in Nova Scotia I must produce high school 
marks as well as the number of hours done 
in various departments during training. It 
is long past time for the provincial asso- 
ciations to get together and begin accepting 
each other's registration. Being the wife of a 
member of our armed forces, I will be 
moving around the country quite frequently 
in the years to come. I have no intention of 
going through the third degree every time 
I wish to register, just for the pleasure 
of helping out with the shortage of nurses. 
I find I have no sympathy for those who 
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cry out because of the shortage of nurses. 
I feel sorry for the patients who barely 
get adequate care because of this shortage. 
M. M. Thomson, Halifax. 


Dear Editor: 
I am trying to contact former students 
and graduate nurses of Highland View Hos- 
pital in Amherst, Nova Scotia who were 
associated with Miss Josephine Betz, R.N., 
who was on the staff of Highland View 
Hospital for a number of years. 
It has been our thought to furnish a 
room in our new hospital as a memorial to 
Miss Betz and we are seeking contributions 
for this from all who were associated with 
her. Any contributions could be forwarded 
to the Cumberland Branch of the Register- 
ed Nurses' Association of Nova Scotia. 
Aline D. Ashton, Amherst, N.S. 


NURSING SERVICE STANDARDS 


Recognizing the need for a professional 
organization to provide standards for the 
continuous improvement of the profession it 
serves, the American Nurses' Association 
has published comprehensive Standards for 
Organized Nursing Services. 
The standards are for use by nursing de- 
partments in hospitals. public heahh agen- 


cies, nursing homes, industries, and clinics. 
In an introduction to the standards, the 
association points out that the urgent need 
to provide the best possible nursing care for 
patients, under the most ideal working con- 
ditions for employees, and within reason- 
able limits of financial expenditure, makes 
it mandatory to conduct the nursing de- 
partment in a hi'ghly efficient manner. The 
introduction adds: "Formulated standards 
are one of the first steps toward such effi- 
ci
'ßcy." 
There are sixteen standards for organized 
nursing services, each accompanied by assess- 
ment factors for gauging the effectiveness 
of implementation. The purpose of the 
standards is to enable the nursing department 
to strengthen its position within the health 
care facility giving nurses the responsibility, 
authority and means to operate the depart- 
ment efficiently; to develop a patient-centred 
organization plan for nursing services; to 
promote observance of the dependent, in- 
dependent and interdependent functions of 
nursing personnel, and to facilitate eva- 
luation of the nursing department and in- 
dividual staff members. 
Copies of "Standards for Organized 
Nursing Services" can be obtained from the 
American Nurses' Association. 10 Colum- 
bus Circle, New York, N.Y. 10019. U.S.A.. 
at thirty-fiv;: cents per copy. 
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Everything in Canada is experiencing a rapid growth. 
And this dynamic growth is especially apparent in the 
rapidly increasing number and size of Canadian 
schools of nursing. 
With this rapid growth has come a constantly increas- 
ing demand for Mosby text and reference books. To 
serve your increased needs more efficiently and effec- 
tively, a Toronto-based book distribution center has 
been opened at 86 Northline Road. Under the direc- 
tion of General Manager Michael Renehan, The C. V. 
Mosby Company, limited, is ready to provide you 
with personal attention and all-round service from a 


competen 
ticular p 
is in full 


ff of Canadians familiar with your par- 
lems. This new book distribution center 
eration ready to ship books to you now. 


Examine the new 1965 line of Mosby textbooks de- 
scribed or. the following pages. All of them are geared 
to effectively meet the requirements of your nursing 
curriculum. For your convenience, Canadian prices 
are shown for all books advertised. 
When you order your books for next semester's 
courses, let Mosby, limited serve your needs. large 
stocks are now available for immediate shipment from 
this centrally-located Toronto distribution center. 


THE C. V. M 0 S Bye 0 M PAN Y. L T D. MOSBY Pub lis her s 
86 Northline Road. Toronto 16, Ontario 
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New 5th Edition! 


PRINCIPLES OF MICROBIOLOGY 


Completely updated and revised new edition of 
the most extensively used microbiology text in 
Schools of Professional Nursing. Comprehen- 
sively presents basic principles for the beginning 
nursing student. Can help her clearly see how to 
apply these principles to the nursing situation 
in a practical way. Presents the latest scientific 
thinking, discussing in detail new developments 
such as those in virology and bacterial genetics 
and those in preventive medicine and newly dis- 
covered diseases. Organized in an easy-to-teach 
six-unit format which includes lahoratory exer- 
cises for schools with limited laboratory facili- 
ties. Superbly illustrated throughout. Makes ex- 
tensive use of tables and charts. Scientific names 
of microbes have been taken from Bergey's 
MANUAL OF DETERMINATIVE BACTER- 
IOLOGY and other accepted authorities. In- 
cludes comprehensive glossary. 
By ALICE lORRAINE SMITH, A.B., M.D., F.C.A.P., F.A.C.P., Asso- 
ciate Professor of Pathology, The University of Texas South- 
western Medical School, Dallas, TeL; Assistant Professor of 
Microbiology, Department of Nursing, Sacred Heart Dominican 
College and St. Joseph's Hospital, Houston, Tex.; formerly In- 
structor in MicrobIology and pathology, Parkland Memorial Hos- 
pital School of Nursing, Dallas, Tex. Publication date: May, 1965. 
5th edition, 624 pages, 6'Y4".9'Y4", with 194 illustrations. 
Price, $8.40. 


A New Manual! 


Smith 


MICROBIOLOGY LABORATORY 
MANUAL AND WORKBOOK 


Entirely new laboratory manual and workbook 
includes 29 practical, effective exercises designed 
to demonstrate diagnosis, the prevention of di- 
sease, and to show how microbiology is of prac- 
tical help in treatment. Helps the student build a 
body of knowledge that will be a component of 
the nursing structure and helps her understand 
the place of microbiology in the overall health 
scheme. 
By ALICE lORRAINE SMITH, A.B., M.D., F.C.A P., F.A.C.P. Publi- 
cation date: May, 1965. Appro.. 148 pages, 10Y2". 7V.", with 
5 illustrations. About $3.25. 
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when selecting textbooks 


New 4th Edition! 


Morison 


STEPPINGSTONES TO PROFESSIONAL NURSING 
Text and Workbook for Student Nurses 


Compl.etely revised and r
organized new edition of the most popular 
and widely adopted text m "Professional Adjustments." Can provide 
your s
udents WI.t
 
 .wealth of basic information, always with emphasis 
on their responSlblhtles as they learn the art of nursing. Effectively and 
maturely stresses the "why" and the "how" of the adjustments the stu- 
dent must make while becoming a professional nurse. Content has been 
completely revised to provide your students with a firm foundation for 
nursing. Provides both a text and workbook in one comprehensive 
volume. Includes 64 perforated and punched worksheets bound into the 
back of the book. Now a hardbound volume with a full-color cover 
printed .in tW? colors throughou.t for added readability. Superbly illus
 
trated, mcludmg a 32-page section of 64 full-color illustrations which 
greatly aid student understanding. 
By. LUEll
 J. MORISON, R.N., M.A., Nurse Specialist, Ohio Department of Health, Columbus, 
OhIo.. pubhcat!On date: M
rch, 19
5. 4th edition, 462 pages, 8 t h". 10'/." with 74 photographs 
and line drawings and 64 illustratIons in full color. Price, $7.85. 


New 5th Edition! 
Jensen's HISTORY AND TRENDS 
OF PROFESSIONAL NURSING 


Griffin-Griffin 


Completely revised and updated new 5th edition of the most widely 
adopted text in its subject area comprehensively analyzes and interprets 
significant historical events in their relation with current methods and 
thinking in modern nursing, while examining the place of nursing and the 
nurse in today's expanding medical research. Includes entirely new sec- 
tion on "Nursing in Canada." 
By GERALD JOSEPH GRIFFIN, R.N., B.S., M.A., Head, Department of Nursing Bran. Community 
College of the City University of New York, Bran., N.Y.; and H. JOANNE KING GRIFFIN, R.N., B.S., 
M.A., lecturer, Nursing Science, Department of Nursing, B"on. Community COllege of the City 
University of New York. With a special unit on legal Aspects by ElWYN l. CADY, Jr., Ll.B., 
B.S.Med., and a special unit on Nursing in Canada by MARY B. MillMAN, R.N., B.A. Publication 
date: January, 1!:65. 5th edition, 503 pages, 6Y2"X 9Y2", 43 illustrations. Price, $7.30. 


Hart 
THE ARITHMETIC OF DOSAGES AND SOLUTIONS 
A Programmed Presentation 
Completely new text-workbook saves you valuable class time in courses 
in "Solutions and Dosage" by providing a method of programmed in- 
struction by which students can review fundamental arithmetic proce- 
dures individually and at their own rate of speed. Programs written to 
ensure that practically all students get 95% of the answers correct. 
By lAURk K. HART, !!.N., B.S.N., M.Ed., Instructor in Nursing. State University of Iowa College of 
Nursing, Iowa City, Iowa. Publication date: January, 1965. 71 pages, 7".10". Price, $2.70. 


New 3rd Edition! 


Gebhardt-Anderson 


MICROBIOLOGY 


Well-illustrated new edition presents an easily understood, well-balanced 
survey of fundamental microbiology, immunology and applied microbi- 
ology. Exemplifies the current interest in the mechanisms of the life pro- 
cesses on the molecular rather than the cellular level. Incorporates vir- 
tually all recent advances in the field. 
By lOUIS P. GEBHARDT, M.D., Ph.D., Professor and Head, Department of Microbiology, University 
of Utah College of Medicine, Salt Lake City, Utah; and DEAN A. ANDERSON, M.S., Ph.D., Profess
r 
of Microbiology and Public Health, California state COllege at los Angeles, los A/l.geles, 
ahf. 
Publication date: February, 1965. 3rd edition, 488 pages, 6Y2".9Y2", with 90 illustrations. 
Price, $8.40. 
New 3rd Edition! Gebhardt-Anderson 
LABORATORY INSTRUCTIONS IN MICROBIOLOGY 


Revised new edition presents 72 experiments which include not only stan- 
dard exercises. but a number of unique new ones related to molecular 
biology, such as the IMViC test and microbial genetics experiments. 
By lOUIS P. GEBHARDT, M.D., Ph.D.; and DEAN A. ANDERSON, M.S., Ph.D. Publication date: Febru- 
ary, 1965. 3rd edition, 335 pages, 7V.". 1 DY2", 15 illustrations. Price, $4.60. 
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for next semester... 


. . . look to these authoritative, up-to-date texts to fill 
the require1nents of your rnodern nursing curriculum 


New Srd Edition! 


Shafer -Sawyer -McCluskey -Beck 


MEDICAL-SURGICAL NURSING 
New 3rd edition has been updated and perfected through classroom use 
to meet all your current course requirements in "Medical-Surgical Nurs- 
ing". Provides the latest information on current thinking and preferred 
procedures for effective nursing care in all medical-surgical cases. 
Superbly illustrated and printed in two colors throughout for added 
readability. Includes revised chapters on: cancer, including radiation 
therapy: personality disorders. including alcoholism and drug addiction: 
endocrine disorders, including nursing care related to the use of steroids. 
By KATHLEEN NEWTON SHAFER, R.N., M.A.. formerly Associate Professor in Out-Patient Nursing. 
Cornell University-New York Hospital School of Nursing. New York, N.Y.; JANET R. SAWYER, R.N., 
A.M., Instructor, School of Education, Department of Nurse Education, New York University, New 
York, N.Y.; AUDREY M. McCLUSKEY, R.N., M.A., Sc.M.Hyg., Supervisor. Hamden Public Health 
and Visiting Nurse AssociatIon, Inc., Hamden, Conn.; and EDNA lIFGREN BECK, R.N., M.A_, 
formerly Associate Director of Nursing Education, Muhlenberg Hospital School of Nursing, Plain- 
field, N.I. Publication date: May, 1964. 3rd edition, 889 pages, 7".'0", with 192 figures. 
Price, $9.75. 


Koch-Puras-Pugh -Carter-Joel-Savich-Beyers 
WORKBOOK AND STUDY GUIDE 
FOR MEDICAL-SURGICAL NURSING 
Completely new workbook and study guide provides you with a valuable 
teaching tool to help your students in "Medical-Surgical Nursing" de- 
velop problem-solving techniques. communication skills and the moti- 
vation to study. Presents 22 patient-centered. problem-solving case stu- 
dies. Text is correlated with subject matter of Shafer et al. MEDICAL- 
SURGICAL NURSING. 
By HARRIET B. KOCH, R.N., B.S., M.A.; BARBARA PURAS, R.N., B.S.N.; MARY ANN PUGH, R.N., 
B.S.N.. lDIS S. CARTER, R.N., B.S.N.; ALMA l. JOEl, R.N., B.S.; DOROTHY SAVICH, R.N., B.S.; and 
MARJORIE BEYERS, R.N., B.S., M.S., all of the Evanston hospital School of Nursing, Evanston, III. 
publication date: June, 1965. Approx. 248 pages, 7V.".10'12", Illustrated. About $4.35. 


New 6th Edition! Larson-Gould 
Calderwood's ORTHOPEDIC NURSING 
A revised and updated new edition of the outstanding text which for 
more than 20 years has set the standard for teaching the nursing of pa- 
tients with abnormalities of the skeletal system. New edition is the most 
up-to-date and profusely iHustrated text in the field. Provides a compre- 
hensive, up-to-date presentation of the complete medical and surgical 
nursing care of the patient with orthopedic conditions. Includes all new 
methods of treatment, new techniques and new equipment for nurs- 
mg care. 
By CARROll B. LARSON, M.D., F.A.C.S., Professor of Orthopedic Surgery and Chairman of the 
Department of Orthopedic Surgery, State Unive
sity a! Iowa, Iowa. City! Iowa; and MARIO
IE 
GOULD, R.N., B.S., M.S., Supervisor of OrthopedIC Nursing, Stale University of Iowa, Iowa CIty, 
Iowa. Publication date: May, 1965. 6th edition, appro.. 512 pages, 6
.". 9V2", wIth 359 
figures. About $8.40. 


Lerch 
WORKBOOK FOR MATERNITY NURSING 
The only comprehensive, up-to-date workbook in maternity nursing 
available today. Written specifically to help stuúents thoroughly under- 
stand the theory of obstetrics, the art of maternity nursing and infant 
care and the important facts involved in conception and birth. 
By CONSTANCE LERCH, R.N., B.S.Ed., Philadelphia, Pa. Publication date: March, 1965. 272 pages, 
7V.". 10\
", 27 illustrations. Price, 54.6D. 
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New 4th Edition! 
deGutierrez-Mahoney and Carini 
NEUROLOGICAL AND 
NEUROSURGICAL NURSING 
Completely revised, profusely illustrated new 
edition of the most widely adopted teJo.t in this 
field. Presents the basic principles of nursing 
care for patients with diseases of the nervous 
system. Provides an up-to-date guide to the pre- 
vention of complications, both physical and psy- 
chological, in any patient with a chronic, disabl- 
ing disease. Most comprehensive book in print 
on symptomatology, treatment and nursing care 
of neurologic difficulties. Organized on a disease- 
entity basis. Emphasizes the responsibility of the 
nurse in the recognition and prevention of com- 
plications. Incorporates only those diagnostic 
procedures, new or modified, which are univer- 
sally accepted. 
By c. G. deGUTI ERREl-MAHONEY, M.D., Director, Departmen
 of 
Neurology and Neurosurgery, st. Vincent's Hospital and MedIcal 
Center, New York, N.Y.; Clinical Professor of Neurosurgery, New 
York University Post-Graduate Medical School, New York, N.Y.; 
and ESTA CARINI, R.N., Ph.D., Chief, Nursing Services, State of 
Connecticut Department of Mental Health, Hartford, COM.; 
formerly Department Head of the Neur
logical 
ivision a!,d 
Instructor of Neurological and NeurosurgIcal NursIng, st. VIn- 
cent's Hospital, New York, N.Y. publicatIon date: April, 1.965. 
4th edition, approx. 46D pqes, 631.". 9V2", with 95 Illustrations, 
including 2 in color. Price, $8.50. 


!l.Y ew 4th Edition! Matheney-T opalis 
PSYCHIATRIC NURSING 
Expanded, updated new 4th edition helps your 
students to clearly see how to apply basic princi- 
ples of psychiatric nursing and to utilize inter- 
personal skills in any clinical area of nursing. 
Effectively shifts the emphasis from understand- 
ing psychiatry to understanding the patient, pre- 
senting this vital information in a clear, easily 
understood manner at a basic level. Completely 
revised and expanded to include all the latest 
information. Includes five entirely new chapters 
to provide increased, more effective coverage 
of the subject. Presents timely discussions of 
such vital topics as: 0 pediatric psychiatry; 
C the broad implications of mental health prob- 
lems; 0 methods of modern psychiatric therapy 
and their objectives: 0 the latest research on 
anxiety; 0 the developmental stages of per- 
sonality. 
By RUTH V. MATHENEY, R.N., Ed.D.. Professor and Chairman, 
Department of Nursing, Nassau Community College, Garden City, 
N.Y.; and MARY TOPAlIS, R.N.. B.S.. M.A., Chairman, Department 
of Nursing, Fairleigh Dickinson University, Rulherford, N.J. 
Publication date: April. 1965. 4th editIon, approx. 28D pages, 
6h". 9h", 46 illustrations. Price, $5.15. 
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Plan now to attend the 
International Association 
of Nurses Convention 
in Frankfurt. Germany 
June 16-24 


Go the most 
convenient way possible 
LUFTHANSA 
the only Airline with 
nonstop or direct 
iet service to Frankfurt 


For information and details, 
consult your travel agent or 
get in touch with the nearest office of Lufthansa. 



"- LUFT HANSA 


GERMAN AIRLINES 


MONTREAL · orr AWA · TORONTO 
WINNIPEG · EDMONTON · VANCOUVER 
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in stubborn surlaee lesions... 
to promote healing 
ElaSe e 


[fibrinolysin and desoxyribonuclease, 
combined. (bovine)) 
PARKE-DAVIS 


. Often helps heal lesions refractory to other 
treatment 1 . 
. Selectively' attacks necrotic tissue 2 
. Causes no appreciable injury to living tissues 2 . 3 
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Indications: To lyse fibrin and liquefy pus. Aid in 
removal of necrotic debris associated with vagini- 
tis and cervicitis. Useful in the removal of exudate 
from skin surfaces as in wounds, ulcers. burns; 
also used to irrigate abscess cavities, superficial 
hematomas, sinus tracts, fistulas. 
Precautions: Not for parenteral use; bovine fibrino- 
lysin may be antigenic. Side effects are minimal, 
consisting usually of local hyperemia. Observe 
usual precautions against allergic reactions, par- 
ticularly in persons highly sensitive to materials of 
bovine origin. 
Supplied: Dry material for solution, each vial con- 
tains 25 units (Loomis) of fibrinolysin and 15000 
units of desoxyribonuclease. 
ELASE Ointment is supplied in 30 Gm. and 10 
Gm. tubes, each Gm. containing 1 unit (Loomis) of 
, fibrinolysin and 666 units of desoxyribonuclease in 
a special p.etrolatum ointment base. 
Also Available: ELASE Ointment with Chloromy- 
cetin' may be used topically in a variety of inflam- 
matory and infected lesions where both a debrid- 
ing agent and a topical antibiotic are indicated. 
Available in 30 Gm. tubes. 
References: (1) Coon. W. W.: Wolfman. E. F., Jr.; Foote, 
J A., & Hodgson. P E.: Am. J. Surg. 9B:4, 1959. 
(2) Margulis, R R. & Brush, B. E.: Arch. Surg. 65:511, 
1952 (3) Personal Communications to the Department of 
Clinical Investigation, Parke, Davis & Company, 1959. 
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Aseptic Technique for Operating Room 
Personnel 2nd ed.. by E. W. Perkins. R.N.. 
M.S., and M. E. Cibula, R.N.. B.S.. I II 
pages. A W. B. Saunders Co. publication. 
available from McAinsh of Toronto and 
Vancouver. 1964. 
Reviewed by M/le Victoire Audet, Hô- 
pital Notre-Dame de /'Espérallce, Ville 
St-Laurent, Québec. 
Simply by glancing at the index. one 
becomes interested in this book. The au- 
thor presents a brief outline of basic 
material which is indisp::nsable to the 


learning of operating room techniques. 
The original edition. which had been 
prepared for the training of nurses' aides 
in surgery, has been revised and completed 
so that the book may now be used to 
teach operating techniques at all levels. 
The student is first shown the physical 
aspect of a surgery unit and its relationship 
with other hospital departments. Professional 
ethics, team work and legal aspects are 
also discussed, together with anatomy, 
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DOUCHE 
POWDER 


answers feminine hygiene problems 
. safely 
. effectively 
. discreetly 


Soothes, deodorizes, removes vaginal dis- 
charge in leukorrhea, trichomoniasis and 
other forms of vaginitis. Mucosolvent action 
of the fruit ferment' 'Caroid" assures rapid, 
effective action. Easy to use-pleasantly fra- 
grant. Recommend with confidence for 
routine feminine hygiene. 
Contains the ferment-cleanser Caroid 
(brand of Papain) with Boric Acid, Sodium 
Borate (dried). Zinc-Phenol sulfonate 
(dried), pius excipients, antiseptic deo- 
dorant and soothing oils with a pleasant 
fragrance. 
CAROFEM Powder available in box of 12 
individual douche packets or 8 oz. container. 


cw 
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physiology and microbiology - the core 
of any basic teaching. The chapter con- 
cerning sterilization defines the procedure 
and its purposes, and discusses the various 
methods of sterilization presently in use. 
The preparation of the patient for the 
operating room is undoubtedly the most 
important chapter in this text. 


Surgery for Nurses by James Moroney, M.B.. 
Ch.B.. F.R.C.S. 792 pages. E. & S. 
Livingstone Ltd.. London, available from 
The Macmillan Company of Canada. Ltd.. 
70 Bond St., Toronto, Ont. 1964. 
RCl'iewed by Miss Carolyn Pepler, 
Lecturer, School of Nursillg, UlIÏI'ersity 
of New Brullswick, Frederictoll, N.B. 
The ninth edition of this text includes 
the revision of many sections, particularly 
those concerning cardiac and thoracic 
surgery and fluid and electrolyte balance. 
There is also a new chapter on tissue and 
organ transplantation. The book is up-to- 
date on specific surgical procedures and 
contains many clear and concise descriptions. 
It has numerous drawings and photographs. 
including several in color which supplement 
the text. Much of the material is enumer- 
ated to facilitate rote learning. 
There are several chapters on general 
topics such as diagnosis. identification of 
the patient. bed sores and bacteriology. 
Appreciating that a good understanding of 
these subjects is necessary for the nurse 
caring for a surgical patient. [ feel that 
the discussions are too brief to be of value 
and reference to other texts might be more 
suitable. 
Then: are many asp::cts of surgical care 
in Great Britain which differ from those 
on this continent. Discussion of the use of 
a dressing trolley and the omission of any 
word about a recovery room are two such 
items. many of which are noted in this book. 
The nursing care discussed is very brief 
and the emphasis is on equipment and pro- 
cedure rather than purpose and principle. 
Attention to the psychological needs of the 
patient is given in the first chapter but 
in the succeeding chapters there is very 
little mention of anything but physical care. 
This book would make an interesting 
addition to 11 school of nursing library; 
however. because of its entirely different 
approach to nursing care. I doubt its value 
as a textbook in Canada. 


What's Wrong with Hospitals? by Gerda L. 
Cohen. 195 pages. Penguin Books Ltd.. 
Harmondsworth. Middlesex. Eng. 1964. 
The author decided. while hospitalized, 
that in the hospital. "patients do not count:' 
She then set out to answer the question: 
hDoes consideration for the indIvidual in 
hospital match the medical treatment?" 
Although her search is confined to British 
hospitals. her findings would. no doubt, 
pertain to hospitals in North America. 
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HOW DAVIS & GECK 
SUTURE PRODUCTS 
CAN HELP RAISE THE 
EFFICIENCY OF THE 
NURSING TEAM 


Fast, convenient dispensing. All Davis & Geck sutures and suture.needle combinations are 
supplied ready for immediate use, individually packaged in dry, presterilized plastic envelopes- 
transparent and double-labelled for easy identification of contents. 
Maximum ease of handling. Surgeons appreciate Davis & Geck sutures for their excellent hand- 
ling and performance characteristics, assured by meticulous care in processing during every 
phase of manufacture. You will find that the nursing team can function more efficiently with suture 
materials from the broad line of Davis & Geck suture products. 
SP Service Program. This Davis & Geck service completely eliminates the time, expense and 
potential hazards involved in cold resterilization of unused suture packages. Davis & Geck assumes 
all responsibility for repackaging and resterilizing left-over suture packages. . . saving many nurse- 
days each month and providing significant new savings in operating room management. 


DAVIS & GECK j C YANAMID OF CANA DA LIMITED 
PRODUCTS DEPARTMENT c:::::::- c.... A. 1\1 A. 
 , n 
 Montreal, Quebec 


@Registered Trademark 



FREE 



 


NEW 36 PAGE 
NURSES MANUAL 


a
' 


NURSES 
OSTOMY 
MANUAL 


.. ....
 --- 


G -fIJÞ'
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AN EDUCATION ON 
THE "OSTOMIES" 
Gives complete outhoritotive informotion 
obout the P.O. Monogement of COLOS- 
TOMY, ILEOSTOMY and ILEAL- 
BLADDER potients. 
Illustrates and describes the surgical me- 
chanics involved in 0/1 ostomy surgery plus 
other educational material. Products avail- 
able through Surgical Dealers in Canada. 
Write for FREE Manual # 525CN 
UNITED SURGICAL SUPPLIES CO.. INC. 
PORT CHESTER NEW YORK 


Crelmalin 


ANTACID / TABLETS 
LIQUID 


ECONOMICAL. DEPENDABLE 
ALUMINUM MAGNESIUM HYDROXIDE GEl 


cw
 
AU'O"" o.rAllO 
full Information IIvailable on requesta 


"The unbelievably successful treatment of 
the burned patient with immersion and 
silver nitrate" has been reported by Dr. 
Carl A. Moyer, professor of surgery at 
Washington University. 
Dr. Moyer's therapeutic approach in- 
volves the repeated application of gauze 
dressings soaked in dilute silver nitrate so- 
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Eol TORI AL AoVI SERS' 
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EdilorlUl ad,'isers l1Ieel ill MOlllrL'ClI. Sianding, lefl 10 right: IDA MAcKAY, P.E.I.; JEAN 
CUMMINS, Alia.; SHEILA NIXON, Malliwba. Sealed: SinER MARY ELAI1IIE, Quebec; RUB" 
HARNETT, Nfld.; ANNA CHRISTIF. N.H.; VICTORIA ANTONINI, Sa.-k.; MARIO:-; MACDONELL. B.C. 


On March 8, 1965. eight of the JOURNAL'S 
"editorial advisers" met with the editorial 
staff and later with the Journal Board to 
discuss ways of improving communication 
between each provine:: and the JOURNAL 
and to offer comments. criticisms and re- 
commendations concerning content and ap- 
pC"arance of the magazine. 
An editorial adviser is appointed by each 
provincial association (two arc appointed 
in Quebec) to act as liaison between the 
JOURNAL and the subscribers in the indivi- 
dual province-so Her functions are: to keep 
your JOURNAL staff informed about pro- 
vincial activities and reader reaction through- 
out the province; to help secure various 
types of editorial material. such as book 
reviews. new appointments to senior po- 
sitions in nursing. addresses giv::n at confe- 
rences. obituary items. etc.; and to obtain 
authors for special assignments. 


REVOLUTION IN BURN TREATMENT 


lulion. Dressings are changed daily until 
the wounds heal, which can take as long as 
four months, but usually happens sooner. 
Of the 36 patients thus treated. he reports: 
Infection and septicemia were virtually 
eliminated; contractures. deformity. and 
other severe scarring were much reduced. 
Pain and fever were often absent during 


JOURNAL Editorial Advisers - J 965 
Alia.: Miss Jean Cummins, 1305 
Montreal Ave.. Calgary. 
B.C.: Miss Mar:on Macdonell, 1807 
West 36th Ave.. Vancouver 13. 
Man.: Miss Sheila Nixon, 31-105 Ros- 
Iyn Rd., Winnipeg 13. 
N.B.: Miss Anna Christie, 231 Saunders 
St.. Fredericton. 
Nfld.: Miss Ruby Harnett, 6 Emerson 
St.. S\. John's. 
N.5.: Mrs. Hope Mack, Nova Scotia 
Sanatorium. Kentville. 
On\.: RNAO. 33 Price S\., Toronto 5. 
P.E.I.: Miss Ida MacKay, Dept. of 
Health, Dominion Bldg.. 
Charlottetown. 
Quebec: Sister Mary Elaine, St. Mary's 
Hospital. Montreal. 
Sask.: Executive Secretary, SRNA. 2066 
Retallack St., Reg!na. 


healing, as were water loss and hyper- 
metabolism. 
Eschar removal was bloodless dnd rela- 
tively painless. 
Skin grafting needs were reduced. and 
grafts took better and with less scarring 
than with conventional dressings. 
- Tire Homer Nt'II".,ll'lIer 
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 DISPOSABLE PREP TRAYS 


Now Available in the Largest Assortment 
to Fit Your Particular Requirements 


NEW, IMPROVED ECONOMY 
PREP SHAVE TRAY No. EP-109 


With Gillette's New Treated Stainless Steel Blade 


Sterilon EP-109 is ready to use without 
preparation by Central Supply . . . com- 
pletely disposable, eliminating the danger 
of cross contamination after use. 
Contains Everything Needed 
for Surgical Preps: 
· Non-Clogging Razor with Gillette's New 
Treated Double Edge Stainless Steel Slade 
· Sponge Impregnated with Hexachloro. 
phlme, Lanolin and Castile Soap 
· 2 Cotton Applicators 
· 2 Surgical Towels 
· Moisture-proof Pad 
· Packed in Double Compartment Tray 
· Clinically clean 



 


With Double Edge Gillette Super Blue Blade 


STERILON PREP TRAY 
No. EP-105 



 


Same contents as EP-I09 but with Double 
Edge Gillette Super Slue Slade, no cotton 
applicators. Clinically clean. 


Other STERILON Prep Trays 
EP-I06 - Same contents as Ep.lOS but with 
2 cotton applicators, clinically 
clean 
EP-I07-Same contents as Ep.I05 but 
without razor, clinically clean 
PK-I04- Same contents as EP.105 but with 
sterile waterproof wrap 



OF 


CANAD ,LTD. NIAGARA FALLS, ONTARIO 
Sterilon Corporation 
500 Northland Ave., Buffalo 11, N. Y. 
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ADVERSE 


DRUG 


REACTIONS 


Approximately five per cent of hospital 
admissions are due to adverse reactions to 
medications given to treat a disease. Fifteen 
to 20 per cent of all patients in hospital 
will have an adverse reaction to drugs and 
their hospitalization will be three times 
longer as a result. 
These shocking figures were released by 
the Food and Drug Directorate of the De- 
partment of National Health and Welfare. 


The fact that these figures were computed 
from cases that had a presenting recognizable 
symptom indicates that the problem is even 
more serious. What about cases presenting 
no symptoms at all, except perhaps sudden 
unexpected death? 
As a result, the Food and Drug Direc- 
torate has undertaken "follow-up" of new 
and old drugs on the Canadian market. The 
problem is so important that the World 
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For name of your nearest dealer, write: 
NATURALIZER DIVISION, BROWN SHOE 
COMPANY OF CANADA, LTD., PERTH, ONTARIO 


Health Organization has requested all mem- 
ber countries to report government decisions 
on serious adverse reactions. 
To meet this problem, we must first 
realize that it exists and then acquire as 
much knowledge as possible about it. Some 
of this knowledge must come from the me- 
dical and paramedical professions. Since 
drug adverse reactions do not come self- 
labelled and can mimic the whole 'l"ange of 
diseases, then any and all suspicions of 
"something" not following the expected 
course of events during a specific treatment 
should be reported. Comparatively speak- 
ing, the adverse reactions that occur early 
in the drug usage will usually be more 
easily recognized than those forms having 
a more insidious onset and appear later or 
even after discontinuation of the drug. The 
problem of recognizing adverse reactions 
due to a combination of drugs in the body 
is even more formidahle. 
The physician is the key to the problem. 
He knows the disease and the patient and 
he should be the first to be suspicious of 
changes from the e
pected course of ther- 
apy. While one suspicion does not make 
an "adverse reaction," if fifty or a hundred 
such suspicions 'are reported from different 
sources, then further investigation may re- 
veal the suspicion to be an adverse reaction. 
The ,accumulation and processing of such 
information will result in more complete 
knowledge of drugs under field conditions. 
This second condition relates to the col- 
lecting, processing and evaluating of the 
data from the physicians. The Food and 
Drug Directorate has solicited assistance 
from various hospital groups (i.e., univer- 
sity teaching hospitals, provincial, federal 
and D.V.A. hospitals) to organize within 
each a system for collecting, sending 'and 
receiving i'nformation on drug adverse re- 
actions. The Food and Drug Directorate 
has solicited assistance from every physician 
and dentist in Canada. A pad of drug ad- 
verse reaction reporting forms has been 
sent to each of them. They are requested to 
complete these as the case arises. This in- 
formation will be held in confidence. 
All nurses also must be aware of the 
problem of drug adverse reactions and be 
on the alert for any signs or symptoms that 
may present themselves following the taking 
of drugs. Far too many signs and symptoms 
are passed off as '''allergy'' or "hypersensi- 
tivity" or what have you, without being 
investigated and are apparently forgotten 
since there is no further associated demon- 
strable reaction. But, as in the prodromal 
period of infectious disease, the early mild 
rash may be the beginning of worse trouble 
ahead. This may be the case with so-called 
"allergic" reactions. 
(Continued on page 357) 
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TABLETS 
the wonder 
combination 
for 
RELIEF 
IN HALF 
THE TIME 


AcetylsalicYlic acid ........ 31f2 gr. 
Phenacetin .............. .21f2 gr. 
Caffeine Citrate ........... 1f2 gr. 
Available in Handy Tubes of 12 
Economy Sizes of 40 and 100 
é 
B.3'"1tOððt&Co. 
MONTREAL, CANADA 
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ADVERSE DRUG REACTIONS (Cuntinued frum page 354) 


Nurses fall mto three groups: 
I. Hospital nurses; 
2. Those under the responsibility of a 
physician or health unit. but who admi- 
nister drugs. injections. etc.. such as the 
V.O.N.; 
3. Thos
 under immediate orders and 
direction of physicians. 
So the nurse. since she is usually the 
most constant person around patients in 
hospitals. clinics, etc.. must be made aware 
of the problem and be alerted to the need 
to report. Her dUlY, then, especially those 
in category one and two. would be to re- 


port to the physician in charge of the pa- 
tient or the medical officer in charge of her 
district. She could further assist by preparing 
a reporting form to remind him to report. 
To have the nurses report directly to the 
Food and Drug Directorate would create 
difficulties at the present time and it might 
also unnecessarily disturb the relationship 
between doctors and nurses. Those nurses in 
group three could help by tactfully re- 
minding the physicians to be on the alert 
and by typing out the reporting forms. 
The problem of adverse drug reactions 
is here and it is urgent. The mechanism 


.. 


" 


\ 
I 
I.
 
-if!" 
'( 

 


r 


r 


Off-Duty is More Fl-lll 
IN METROPOLITAN ST. PAUL- MINNEAPOLIS 


Go on a fashion hunt, for example, in St. Paul's chic little 
shops and department stores. Or laugh it up with the seals 
at Como Park Zoo. Or canoe with a friend on beautiful 
Lake Phalen. Life is more fun in the Twin Cities, and the 
Charles T. Miller Hospital ........................ 
pu ts you in the heart of it. . Moss Joan Johnson. R.N.. Personnel Olf'ce 
CHARLES T. MillER HOSPITAL 
For full details on our higher . 
t
P
a
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nWest College Ave. 
starting salaries, educational . r
:u
:
o
end lull dela,ls on your nursong 
opportunIties and economi- . NAME 
cal living, mail our coupon . ADDRESS - - 
. CITY STATE 
today. . (.<, Þ, L".:Õ . . . . . . . . . . . . . . . . . . . . . . . . 


3
6 


MA Y 196
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To' 


L For FDD use 


The Medical Division 
Food and Drug Directorate 
Tunney's Pasture. Ottawa 


NOTIFICATION OF SUSPECTED TOXICITY 
AND SIDE EFFECTS OF DRUGS 


DrUI 


How lanK haa patient 
been on the druC? 


Dally doIale 


Suspected reaction 


(brief description of 
lIuspected toxic effects 
or aide effects> 


Ale of patacnt 


s.. 


:::"::;:c:t:n
nlnn. I 
with oU:r.cr l"eporU on1)') 


From: 
Nam 
 


Stree t 


City 


Prov. 


Sign ed 
F.6: D.ll1 


Date 


for integration and distribution is ready. 
The most essential part of the program is 
report! - E. NAPKE, M.D. Medical Officer, 
Food and Drug Directorate. 


FILMS 


The Ordeal uf Thumas Muol/ dramatical- 
ly illustrates the physical and social handi- 
caps of the overweight individual in present 
day society. The film emphasizes that over- 
weight is a medical problem and should 
be treated by a physician. 
This 14-minute. black and white 
ound 
film would be a valuable aid in public 
health teaching and would be a good extra 
film to show in schools of nursing as it 
emphdsiz
s the associated diseases as well 
as the nutritiondl aspects. 
Film can be requested from Smith, Kline 
and French. 300 Laurentian Blvd.. Montreal 
9. P. Q. 


Three 16-mm.. color films in the "Phys- 
ical Diagnosis" series may be borrowed. 
free of charge, from Ciba Company Ltd.. 
Dorval, Quebec. 
Part I: Cranial Nene.\", 35 minutes in 
length, demonstrates the normal function 
of each nerve. then examines a series of 
patients with disorders which cause mal- 
function of these nerves. 
Part II: The "'[otor Sy.\"tem al/d Refle \(:.\", 
28 minutes in length. considers normal 
and abnormal aspects. 
Pari III: Pruprioceptill' llncl Sell.\on S,,-.I- 
t('IIIS, 28 minute
 in length. 
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new product. . . new concept 
HARDIC-MID-STREAM CATCH KIT 


a new convenient product that provides a superior procedure 
to obtain bladder specimens from a patient's voided urine. 
The BARDIC Mid-Stream Catch Kit Includes all the components nece_ 
sary for an effective 'MID-STREAM' collection technique. 
It 1) reduces the incidence of genito-unnary infection 
2) help" to avoid specimen contamination 
3) is easy to issue to patient as a dO-It-yourself kit 
4) provides a receptacle for used component
 and i 
asily dl
 ard
d 
A BARD -, PATIENT-READY PROD! ICT 
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C. R. BARD. INC. 
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use the 
to clean degerlJ1 and protect 
HI . so ex (Antibacterial hypo-allergenic skin 
anser with 
hexachlorophene 3"> / 


. 
ISO family 


Routine washing renders and keeps the skin 
'hospital clean: Specified for use in place of 
soap in leading hospitals around the world. 
Supplied: 5 or 16 oz. squeeze bottles or 
bottles of one gallon. 


Hiso I C 


t'- 


(Acne cream with hexachlorophene 3". colloidal sulphur 
,,,. resorcinol 1.5"> 


A k
ratolytic drying masking cream. Applied 
after washing with pHisoHex, it unplugs 
follicles, penetrates and softens comedones, 
and allows drainage, of sebaceous glands. 
Flesh-colored base camouflages lesions. 
Supplied: 1 
 oz. tubes. 


. 
I S 0 a ß (Antibacterial shampoo with hexachlorophene 3". 
dermatologic sulphur 5". sodium salicylate 0.5"> 


A new multiple therapeutic approach de- 
signed to control seborg,eic dermatitis and 
related disorders of the 
calp. Dandruff, 
scales and crusts loosen and disappear- 
excessive dryness or oiliness is eliminated, 
itching is relieved. , 
Supplied.' Squeeze bottles of 4% oz. 
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When I accepted your invitation to 
be guest editorial writer this month, I 
wanted to say something positive, and 
avoid the usual platitudes which one 
usually encounters in an article of this 
kind. 
For this reason, J should like to call 
your attention to one of the country's 
most serious health problems - the 
adverse effects of cigarette smoking on 
health. 
You are, no doubt, familiar with the 
evidence that links cigarette smoke 
with lung cancer and certain other 
diseases. This evidence became so 
overwhelming that it was necessary for 
us to take some appropriate action. We 
in the Department of National Health 
and Welfare have undertaken a nation- 
wide smoking and health program in 
conjunction with the provinces and in
 
terest
d professional and voluntary 
agencIes. 
The basic objective of the program 
is: "To reduce the incidence of lung 
cancer and other disease attributable to 
cigarette smoking by the reduction or 
elimination of this health hazard." 
Its specific objectives are to inform 
the public about the risks to health 
connected with cigarette smoking. to 
encourage smokers to discontinue the 
habit, and to dissuade non-smokers 
from acquiring the habit of cigarette 
smoking. 
This is a formidable task. The ciga- 
rette smoking habit is deeply en 
trenched in a large segment of our 
population. and is based on complex 
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factors both psychological and social 
in nature. To persuade people to 
change their attitudes toward smoking 
is not easy. And yet this is precisely 
what we must strive to do. 
The Report of the Royal College of 
Physicians states categorically: "Doc- 
tors are better able to help their pa- 
tients to stop smoking if they do not 
themselves smoke." The Canadian 
Medical Association has emphasized 
that: ..It is the duty of the individual 
doctor to point out the relationship of 
cigarette smoking and cancer to his 
patients." 
Perhaps you have never considered 
the importance of your own role in 
setting an appropriate example, but I 
believe that the above quotations apply 
equally to nurses as they do to doctors. 
The nursing profession stands high in 
the regard and respect of the public. 
It is important not to underestimate the 
very great influence that nurses wield 
through their close and continued asso- 
ciation with the public. People look up 
to you and turn to you for guidance in 
matters of health. Thus. yours is a 
strategic role in this difficult but im- 
mensely important educational effort. 
As one of the foremost women's pro- 
fessional groups. you have a unique 
opportunity to support the smoking and 
health programs that are being carried 
on in every province. 
A Winnipeg study of the smoking 
habits of school children showed that 
"students were undoubtedly influenced 
by the smoking patterns of their pa- 


rents." The importance of setting a 
good example is paramount. Nurses, 
just as much as parents, are being 
watched! 
There is good evidence that many 
Canadian nurses appreciate the im- 
portance of their role in the over-all 
effort to overcome this public health 
problem. Two years ago, the Editorial 
Board of this magazine decided it 
would no longer accept cigarette adver- 
tising. In addition, from time to time, 
it carries informative articles on the 
relationship between cigarette smoking 
and certain diseases. Also, many indi- 
vidual nurses are associated with the 
smoking and health programs in their 
respective communities. It is encou- 
raging to note the results of a recent 
study of the smoking habits of senior 
student nurses in a large Canadian 
hospital. It showed that in 1960, 55 
per cent were regular smokers, but 
that by 1964, the proportion had 
dropped to 34 per cent. 
I think that this is indicative of a 
very responsible and enlightened atti- 
tude on the part of Canadian nurses. 
The decision to smoke or not to smoke 
is. of course. a very personal one, and 
I do not expect that every nurse who 
reads this editorial will immediately 
cease. However. I do hope that you 
will respond to the challenge that t.he 
smoking hazard presents, and acquamt 
yourself fully with the hazards involved 
so that you will be able to pass on 
helpful information to those who seek 
your advice and guidance. 
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and 


Health 


A loa" at the influence of automation on tlte indh'idual and 01/ .Iociet\'. 


Although a relatively new word. 
automation is widely known and used 
(even if not always correctly). Many 
definitions have appeared. ranging. in 
length from a few words to several 
sentences. A definition which seems 
to be adequate appears in Webster's 
Seventh New CoJ/egiate Dictionary: 
Automatically controlled operation of an 
apparatus. process or sy
lem by mechanical 
or electronic devices that take th:: place of 
human organs of observation. effort and 
decision. 
Before discussing the influence of 
automation on health it is necessary 
to outline the impact it can be ex- 
pected to have on industry. communi- 
cations. transport, teaching. medicine 
and so on. While there is reasonable 
agreement among those who have given 
special study to this problem concern- 
ing the impact in the immediate future. 
that is within the next ten years, 
there is a much greater divergence of 
opinion, as might be expected. when 
forecasting developments in the more 
distant future - within the lifetime 
of many of us and certainly within 
that of our children. 
The process of automation first 
started with the invention and use 
of the steam engine. Much of the 
work previously undertaken by skilled 
crafstmen was broken down into re- 
latively simple and repetitive oper- 
ations. At the same time there was 
a reduction in the work requiring 
severe manual exertion. Thc use of 
electrical power and the internal 
combustion cngine extcndcd but did 
not dramatically altcr the course of 
events. Machines took over most of 
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the manual work, but unless they were 
on uniform and continuous production 
runs, human control was necessary. 
The development of computers herald- 
ed the age of automation. They can 
store and maintain an up-to-date 
record of data essential for the process 
and, by evaluating and analyzing this 
information, determine and direct an 
optimal course of action for the 
operation of either a machine complex 
or an entire manufacturing plant. A 
foretaste of things to come was the 
recent announcement that a Ferranti 
computer had been used experimental- 
ly in Britain to control and operate 
an entire chemical plant. no human 
labor being employed during the 
experimental period. 
In many respects the modern com- 
puter has advantages over the human 
brain. It can assimilate facts faster 
and more accurately; it can be analyze 
data simultaneously from many sour- 
ces; it can rapidly initiate action based 
on these analyses to conform with the 
work program originally fed into the 
machine; and it is not subject to 
fatigue. 
It is evident that process in autom- 
ation will be much more rapid in 
some fields than others. Industries 
processing chemicals, oil. coal. certain 
foods and fibres may well be comple- 
tely automated; steel manufacture and 
assembly work involving long pro- 
duction runs lend themselve to almost 
complete automation; so does transport 
by land, sea and possibly air; even 
farming with remote control field 
operations and automated feed lots 
for cattle and poultry may soon be 
with us. Already, computors are being 
used in engineering construction pro- 
jects such as bridge and ship building. 
Automation in offices has takcn over 


many of the routine clerical jobs. In 
professional work the opportunities to 
utilize automated procedures are some- 
what fewer, but even now they are 
beginning to make inroads into certain 
areas. Legal precedents can be un- 
earthed in a matter of minutes instead 
of the weeks required by lawyers 
searching legal literature. Teaching 
machines can guide students at their 
own pace through textbooks. Automat- 
ed processes can be used in medicine 
in diagnosis and treatment. Our tele- 
phone communications system has 
perhaps gone further in automation 
than any other industry. Necessity has 
largely dictated the rapid changeover; 
without automation it has been estimat- 
ed that every woman between the ages 
of 15 and 45 years would be needed 
to operate manual telephone switch- 
boards. 
It will perhaps be a consolation 
to some that even the visionaries 
cannot foresee the invasion of auto- 
mation in some activities - hairdres- 
sing and hair cutting are examples. 
Will there ever be automated competi- 
tion for the restaurant catering for 
intimate dinner parties with soft lights. 
sweet music and impeccable waiter and 
waitress service? To our generation, at 
least. there would seem to be little 
romance in an automated dinner 
party! 
Those with special knowledge in 
the application of automation, and 
those who have studied the implica- 
tions of its inevitable extension are 
generally of the opinion that within 
the next few years changes will be felt 
in Our society but they will be by no 
means dramatic in terms of revolution- 
izing our way of life. It is anticipated 
that the initial result will be an increase 
in cmployment opportunities. More 
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people will be needed to design, cons- 
truct, install and maintain these ma- 
chines. The increasing affluence which 
will follow will create more demand 
not only for consumer goods produced 
by automated equipment but for ser- 
vices of the human to human type. 
Later on. with an increasing degree of 
automation. the requirement for hu- 
man physical and mental exertion will 
diminish. A reduction in the working 
week can be expected from the pre- 
sent 40 hours; along with this will be 
a reduction in the number of working 
days from five to four and perhaps 
three. Holidays may be of two to three 
months annually. For many there will 
be unemployment. As at the present 
time. those unemployed will be those 
with insufficient education. training 
and experience. At the other end of 
the scale ",ill be the small group whose 
hours of work will differ little from 
those of today. Those in senior posi- 
tions in industry. commerce, govern- 
ment and the professions can expect 
to carry the same degree of respons- 
ibility with no reduction in work hours. 
Decisions involving greater expense 
will have to be taken but help will be 
given by computers. 
The heavy investment in automated 
equipment will necessitate production 
around the clock. not only in industry 
but in certain office work. An in- 
creasing number of office workers can 
expect to find themselves on shift 
work. Physical strength will become a 
diminishing asset at work. 
Automations' threat to the indi- 
vidual and to society can be discussed 
under three headings - physical. men- 
tal and social, the latter being of pre- 
dominant importance. 
Physical 
We have grown accustomed to usine: 
mechanical power at work to reduce 
physical effort. Automated procedures 
will reduce the need for physical acti- 
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can be expected in the ills associated 
with lack of exercise - mainly dio- 
orders of the cardiovascular system. 
The increase in leisure time may for 
many compound this hazard - over 
self-indulgence would lead to an in- 
crea<;ing problem of obesity. On the 
credit side there would be many ad- 
vantages in the field of occupational 
health. The need for lifting. carr)ing. 
stacking and manual manipulation 
would largely disappear along ",ith thc 
associated physical disorders - back 
problems. fractures. sprains. 
trains. 
hernias. and soft tissue trauma. In au- 
tomated factories processes would bc 
totallv enclosed so that operator
 
would not be exposcd to many of the 
toxic materials which causc occupa- 
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tional diseases in workers in today's 
industry; however. maintenance work 
would have to be done which might 
expose men in circumstances difficult 
to control. With an increased use of 
power. noise problems can be expect- 
ed to increase. On the other hand. 
many workers in an automated factory 
could expect to find ideal thermal com- 
fort conditions, these being dictated by 
the needs of the electronic equipment. 
Industry will have a greater invest- 
ment in the individual worker than it 
docs today. Most of those who are 
working will be highly trained and 
paid. Management will be stimulated 
to provide the best possible preventive 
and health maintenance programs for 
their employees. 
Automation could present opportun- 
ities for the physically handicapped 
worker. Many disabilities that are a 
bar to employment in today's industry 
may be of little or no disadvantage in 
an automated plant. 
Mental 
The mental effects for the workers 
of today who are anticipating increases 
in automation. for the worker in the 
largely automated factory of tomorrow 
and for those whose jobs will have dis- 
appeared as a result of automation and 
are unemployed should be considered. 
One of the most successful forms of 
therapy in mental disorders is talking 
the problem over. Whether we like it 
or not. automation is going to play an 
increasing role in our lives and we 
must face and discuss the implications. 
The industrial nurse is the confidante 
of most employees - many of whom 
will display some apprehension con- 
cerning their future and that of their 
families. She must be prepared to listen 
to their expressed fears, and discuss 
them in an informed manner. This in 
itself does not find the solutions to the 
human problems associated with auto- 
mation but will help to allay unjusti- 
fied anxiety and assist the employee 
in making decisions affecting his own 
and his family's future. 
For those fortunate enough to have 
jobs in automated industries or offices 
the psychological environment will be 
very different from that existing today. 
Instead of the bustle of human activit) 
there will be almost complete solitude. 
It has been suggested that deliberately 
planned visits will have to be made b)' 
a supervisor to those isolated em- 
ployees whether or not the actual 
operation of the plant requires them. 
Turning to motivation and level of 
responsibility, it is difficult to assess 
the validity of conflicting statements 
that have been made. Some suggc
1 
that thesc plant computer observer
 
\\ill nced to ha\c a thorough knowledgc 


of the industrial process and. being 
responsible for the safe and efficient 
operation of equipment and machines 
worth perhaps millions of dollars. will 
need to be conscious of the high level 
of responsibility attached to their 
position and be motivated accordingly. 
Others foresee a downgradine: of 
individual capacities and contrib
tions 
resulting in loss of motivation and 
emotional disturbances. Only time will 
tell which forecast is correct. 
Cntil the day when one machine 
will be monitoring the performance of 
another and be capable of initiating 
appropriate action to remedy variations 
in input. output, quality, etc.. men 
will have to watch banks of indicators 
and recording instruments. taking im- 
mediate action when the situation. as 
depicted on the various instruments. 
indicates this is necessary. As for the 
greater part of the time nothing 
happens that requires the observers' 
attention, this type of work could be 
very boring. Worse, the fear that a 
lapse of constant \igilance might result 
in an extremely expensive breakdo",n. 
may precipitate an emotional disorder. 
This hazard could be reduced b) 
attention to the ergonomics of the 
indicating instrument systems. facili- 
tating rapid and accurate observation; 
by providing adequate warning of 
impending troubles; and by long and 
frequent rest pauses in pleasant sur- 
roundings away from this exacting 
task. 
The shorter day and work week will 
provide more opportunities for leisu re. 
It should not be assumed that men. at 
any rate, welcome this trend. A surve) 
in the V.S.A. revealed that they arc 
not in favor of more "honey-do" days 
(honey, please do this; honey. please 
do that!). If they had a shorter week 
most would attempt to find anothcr 
part-time job to earn more money to 
buy more labor-saving devices for the 
home. Although there will be some 
increase in employment opportunitie
 
in the service industries it is unlikelv 
that these could absorb all thos
 
anxious to obtain part-time emplo)- 
ment. It is feared that the result for 
many, those unable to develop hobbie.. 
or other absorbing interests. would be 
an increased con
umptio
 of a'cohol 
and more alcoholism. 


Social 
By far the most important cffect 
of automation on society as a whole 
will be the far-reaching influences it 
will have on our way of life. In thc 
initial staRes of the automation revo- 
lution th
 opportunities for employ- 
mcnt will. if an)thing. inerca..c. Indus 
trie, will be forecd b\ competition to 
adopt the new technique
 of pwduc- 
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tion and distribution. Once the first 
stages of this changeover are complete, 
employment opportunities will diminish 
in spite of the increased affluence of a 
large part of the population. Within 10 
years, 30 per cent of the work force 
may be unemployed unless there are 
drastic changes in working hours and 
holiday periods. 
Those most adaptable to change 
will thrive under the new conditions. 
Workers who are prepared to accept 
major change in their way of work and 
even learn a new trade altogether, 
perhaps twice in their lifetime, will 
find the automated era providing re- 
gular and stimulating employment 
opportunities. For those not so adap- 
table the result will be unemployment; 
they will form a large group which has 
aptly been described as being "of" 
society but not "in" society. 


Looking Further Ahead 
It is not only interesting to 
speculate what the future holds in 20, 
30 or even 50 years, but essential that 
forecasts be made and modified from 
time to time in the light of new 
developments, in order that the neces- 
sary changes can be planned in our 
social, educational, cultural, commer- 
cial and political institutions. The 
impact of expected major developments 
in automation could be disastrous for 
an unprepared society. 
Some forecasts appear now to be 
utterly fantastic, but it should be 
remembered that Jules Verne's prophe- 
sies, regarded in his day as verging 
on nonsense, are by now almost all 
obsolete, so rapid have the changes 
and developments been within the past 
50 years. 
Perhaps the future pattern of 
industry and society will be something 
like this: 
All industries will be highly automat- 


Each generation of Americans born sinc: 
the middle of the last century experienced 
a better survivorship record than the pre- 
vious one. Commencing with the generation 
of persons born in 1840, th: statisticians 
traced the mortality experience of subse- 
quènt generations from birth to death. Their 
tables show, for example, that the average 
white male born in 1840 lived for 38.7 
years. For those born in 1960, the compa- 
rable figure is expected to be 75.7 years. or 
37 yea,rs greater than for the generation 
born in 1840, according to records kept by 
The Metropolitan Life Jn
urancc Company. 
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ed employing only a few maintenance 
staff. Raw materials will be fed in at 
one end of the plant, the finished 
product, packed or piped, will spew 
out in an unending stream from the 
other. The packaged products will go 
on automated transport to entirely 
automated warehouses to await the 
signal which will result in their being 
automatically loaded on a railway car 
or truck (automated!) for delivery to 
the retail outlet. 
All foods will be sold pre-prepared 
requiring only heating. A few house 
wives, mainly as a hobby, will prepare 
meals using raw foods. 
Transportation will be highly au- 
tomated. This will range from almost 
complete on the railways and airlines 
to partial for local transport. 
One could go on prophesying events 
in all areas of activity but the import- 
ant thing to consider is the end result 
- perhaps 10-20 per cent of the 
population will have regular work, the 
remainder being unemployed. WilI 
there be a repetition of events of the 
past-Luddites breaking up machines, 
men digging ditches with hand tools 
while far more efficient mechanical 
tools stand idly by? 
Is the future to be viewed as a 
Golden Age or with apprehension? Is 
it really any different from the heyday 
of the two great civilizations - Greek 
and Roman - when slaves provided 
the "luxury" of unemployment for 
their owners? One reason given for 
the decline of these civilizations is the 
use of slaves. Will mechanical and 
electronic slaves have the same effect? 
Can more than a small minority of 
people thrive on a diet of leisure? 
With drastic revision of education 
systems can people be taught to 
develop greater interests in cultural 
pursuits? Can they be encouraged to 
take an active part in sports rather 
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Throughout the 19th century, mortality 
among young children was exceedingly 
heavy. About one fourth of the white males 
born. in 1840 died before reaching their 
second birthday. Even 50 years later, the 
same proportion of newborn males died 
within little more than six years. Im- 
provement thereafter was much more rapid. 
For thos
 born in 1910, the generation lived 
past age 42 before it Was reduced by one 
fourth, the statisticians say. 
Although the largest gains in longevity 
have been made in I:hildhood and early 
adult life. sI,Þslantial progress is also indi- 


than the present passive role of sport 
watchers? 
The answer to these and other 
questions wilI decide whether the 
automated era of the future will be a 
utopia or a hell. 
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(,-!lted for midlife and even later. 
When the white males born in 1840 
reached the age of 45 years toward the end 
of the century. the average lifetime re- 
maining to them was about 24 years. For 
thos: born in 1960, the corresponding 
figure is estimated to be about 35 years, 
or 11 years more than for the generation of 
1840. At age 65, the increase in the average 
future lifetime between the generations of 
1840 and 1960 is expected to be about six 
years. the st.atisticians concluded. - from 
The Metropolitaf/ Life Insurallce Pre.fS 
Relea.fe. 
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The term automation has different 
meanings to different people - even 
to the experts. We hear and read about 
mechanization, medical electronics and 
automation. Mechanization is having a 
machine substitute for personal labor. 
Medical electronics is explained as be- 
ing concerned with electronic, electric 
and electro-mechanical devices and 
systems. Automation is defined as a 
mechanism which will coIlect data, 
process it, and then activate something 
else which. in turn. either changes the 
succeeding data or shows that the data 
coIlected are being maintained in the 
desired manner. 
These three definitions are all con- 
cerned - with automatic processes and 
all affect the nurse. For purposes of 
this paper. automation may be defined 
very broadly to mean: 
the automatic performance and. usually, 
control of a procedure. system or activity, 
with little or no supervision, that may be 
used in or have an impact on hospitals and 
nursing. 


Some nurses fear amomation. They 
have heard of the "electronic nurse" 
and feel nursing cannot be done by 
electronic devices. Of course it cannot. 
Whatever else it may be. nursing is a 
per.wnal service. It involves caring for 
and caring about people. But machines 
and electronic devices can heIp us to 
do this better. 
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Types of Automatior, 
Some nurses talk as if automation in 
hospitals were a thing of the distant 
future - and some hope it is. How- 
ever, it is not! Most of us, here and 
now, are affected by automation and 
its impact on hospitals and nursing. 
First, some of these effects are a 
result of automated activities outside 
the hospital. Think of the prepared 
items we use: pre-packaged and pre- 
sterilized dressings, sutures. scapel 
blades, intravenous and blood trans- 
fusions sets, syringes. needles. disposa- 
ble bed-pan covers, Levin tubes. cathe- 
ters, catheter trays. enemas, enema sets, 
intravenous solutions, and so on. Each 
of you use some of these items. We 
used to have to turn a patient frequent- 
ly to prevent pressure sores; now we 
use an air mattress with alternating 
pressure, the Stryker frame, or the cir- 
c10matic bed to help us prevent decu- 
butus ulcers. Remember the hot water 
bottle with its dangers? Now aquamatic 
pads. through which water circulates 
at a constant pre-determined automati- 
cally-controlled temperature, prevent 
the danger of a patient being burned. 
These help nurses to give better care to 
patients. 
Second. some of the present effects 
of automation on nursing are caused by 
automation in the hospital. We have 
automatically - controlled autoclaves 
where the pre-determined cycle cannot 
be interrupted - where the door can- 
not even be opened until the pressure 
has dropped; pneumatic tubes which 
deliver items automatically to other 
dcpartmcnt
; automatic washing equip- 
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ment in the central supply area; audio 
inter-communication between the pa- 
tient's room and the nursing station. 
between the nursing station and other 
departments; electrical conveyors which 
eject supplies automatically on any 
floor in any sequence; dictating equip- 
ment; doctors in-and-out register which 
records and stores messages for doc- 
tors; doors that open automatically by 
means of a photoelectric ceIl; electro- 
cardiogram machines and electroence- 
phalogram machines that can be used 
over the telephone. Many of you use 
them. 
Do these things not make patient 
care safer and better? Do they not 
make the work of personnel easier, 
save time and energy and speed up 
service to the patient? 
Patient monitoring is a third example 
of automation in hospital; cardiac pace- 
makers. body functioning monitors. 
blood flowmeters. electronic sph) goma- 
nometers. medical gas analyzers. phy- 
siological gas monitors. blood \olume 
analyzers and electrical thermometers. 
electronic stethoscopes and many 
others. Some of these are being used in 
our teaching hospitals and still other 
electronic devices are being used in re- 
search centres. Patients are being mo- 
nitored in the recovery room and in- 
tensive care units so that their bloc(! 
pressure and T.P.R. are automaticall) 
taken. illustrated on a screen. and a 
warning sound given \\-hen the B.P. 
or any other function goes below or 
abovc pre-determined limits. Is this not 
helpful to the nurse? If activities that 
formerly kept her bu
y in the recm cr
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room and intensive care unit are auto- 
matically done for her, she will have 
time for very close observation of the 
patients and for giving the emotional 
support that is so badly needed in these 
experiences? 
Other hospital systems can be made 
to function automatically. One is the 
supply system where a completely cen- 
tralized system is in operation. This has 
been called the central dispatch system. 
All supplies - linen. sterile and non- 
sterile, medical-surgical-are received, 
processed, stored and dispatched to the 
place needed at the time needed and 
in the most useable fonn. Daily com- 
plements are worked out by the nursing 
and supply personnel on a unit basis 
or on a patient basis and, as far as 
nursing personnel are concerned, the 
supplies and equipment arrive for their 
use automatically. Used supplies are 
picked up by supply personnel to be 
decontaminated and cleaned in the 
central area. Thus. aU the supply acti- 
vities are removed from nursing ser- 
vice. What are the results? Supplies 
are processed better by persons whose 
entire business is their provision, super- 
vision is better, and nurses have time 
to give more and bètter nursing care 
to the patients. The automated system 
of stocking, storing and distributing 
medications. such as the Brewer sys- 
tem, is another example. 
The introduction of automation in 
patient care is rather limited at present, 
although not as limited as we arc in- 
clined to believe. New devices are 
being developed daily - such as a 
fetal heart monitor which continuously 
records the fetal heart rate so that the 
instant there is fetal distress it is known 
and therapeutic measures can be ins- 
tituted. This machine is a great help in 
giving better care to the mother in 
labor and her unborn baby, for how 
often can the nurse take the fetal heart 
rate - every 15 or 30 minutes, q. I h. 
or only a few times during labor? 
Another new item is the infusion mo- 
nitor. This automatically does a blood 
analysis and then adjusts the flow to 
bring the N a. K. or some other ion into 
proper balance. By what other methods 
could infonnation be obtained and the- 
rapeutic measures instituted so quickly? 
Many other sensing devices will be 
developed to obtain the information 
about patients that doctors. nurses and 
others need in order to give them good 
care. 
In thinking of the future of auto- 
mation one must refer to the computer 
and its effect on nursing. At the 
Children's Hospital in Akron. Ohio. an 
I.B.M. computer is being used to speed 
the flow of patient information to and 
from key locations and to relieve 
nurses of many clerical duties. Some 
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nursing activity studies have shown 
that the recording of information about 
the patient occupied 10 per cent of the 
total time of all nursing personnel. 
(This time did not include clerical 
duties such as patient requisitions. re- 
ports, etc.) 
At the Akron hospital, terminals are 
used to get information to and from 
the computer. There are seven termi- 
nals on the nursing units where patients' 
records are maintained and where doc- 
tors' orders originate. There are ter- 
minals in some departments such as 
admitting, laboratory, x-ray. pharmacy 
and the business office. When a medi- 
cation order originates on the nursing 
unit it is entered automatically on the 
patient's record in the computer and is 
transmitted automatically to the phar- 
macy and the business office. The com- 
puter automatically produces a sche- 
dule and the nursing station is notified 
when the drug is due. When the nurse 
administers the medication she notifies 
the computer. If she does not, the com- 
puter reminds the nursing station that 
the drug is due. 
Computer application has also been 
adapted to process orders for labora- 
tory tests, x-ray examinations, sche- 
duling admissions and operations, cen- 
sus and administrative reports. A pa- 
tient profile is available at any terminal 
in the hospital at any time. 
The computer is also being utilized 
to assist with the daily nurse staffing. 
Infonnation on the patients is fed into 
the computer. Each morning, in ac- 
cordance with standards of the quan- 
tity and quality of care a patient re- 
quires, according to his total condition, 
the computer prints out the nurses re- 
quired by the nursing units for the day 
in seven minutes. This is an exciting 
project and one we should all become 
familiar with before discounting its 
value and its feasibility. 
Nursing Responsibilities 
Automation is already affecting nur- 
sing and its impact will increase. The 
present deterrent to sensing devices - 
wires attached to persons - will likely 
be overcome. They will be overcome 
by telemonitoring (i.e., radio transmis- 
sion instead of the use of wires attach- 
ed to electrodes on or in the patient). 
To summarize the benefits of auto- 
mation to the nurse. they are: 
relief from many administrative duti::s; 
decrease in clerical activities; 
more information about patients quickly; 
saving of time and energy which can be 
lIsed to give more and better nursing care; 
control of m::dications and treatments of 
pdtients. 
All these add up to better utilization of 
nursing personnel. 
Will the nurse need morc tcchnical 


and mechanical training? Probably not. 
She does not know or need to know 
how to repair a sphygmomanometer or 
a high-low bed; she needs only to know 
how to use them and to recognize when 
they are out of order. This is all she 
needs to know about any of the elec- 
tronic devices also. 
Nurses have a responsibility in the 
development of automation in the hos- 
pital. We must tell the engineers what 
information we want - what we want 
a machine to do - and then let them 
design it. 
Adding more complex technical 
activities to nursing will not enhance 
the status of nursing. It will not give 
the nurse time to support and nurture 
the patient. nor help her make judg- 
ments nor assist with the development 
of the therapeutic plan (the essence of 
professional nursing). Automation can 
help free nurses from the activities that 
prevent them from carrying out pro- 
fessional nursing activities. 
Automation, like any other change, 
will achieve its maximum potential in 
efficiency and economy, and allow 
nurses to give more and better nursing 
care only if nurses are prepared to use 
it properly and use the time saved for 
nursing care of patients. The human 
problem in the institution of a new 
method - in this instance, automation 
- must be considered. The natural 
desire of people to improve must be 
utilized in order to overcome any re- 
sistance to change. The director of 
nursing should be involved in the 
planning for any automation that af- 
fects nursing service. She should be 
there when its feasibility is examined. 
when the characteristics of the change 
are developed, and when the decision 
is made on where, how and when the 
change will be made. She has a great 
responsibility to initiate the education 
of nursing personnel. 
The nurses who will be affected by 
the introduction of automation must 
learn how to use the device to enhance 
nursing care and learn how to use the 
time that is saved to give the patient 
more comprehensive nursing care. As- 
sistant directors and supervisors have 
an important role to play in the imple- 
mentation of the change. They, too, 
must understand the benefits of auto- 
mation and help in the education of all 
nursing personnel . 
The earlier personnel are brought 
into planning for the change and how 
they are to behave with the change. 
the easier the introduction of the new 
system will be. If staff education is 
well done, then nurses will welcome 
automation and its maximum benefits 
will be realized. Nurses will accept any 
change that permits them to earry out 
their professional responsibilities better. 
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Thermal 


Burns 


Etiology, incidence, classification, staging and emergency treatment. 


Thermal burns, either by moist or 
dry heat, result from the infliction of 
high temperature injury on living tis- 
sues. The local and systemic reaction 
to the thermal insult varies not at all, 
\\"hether moist or dry; but it does vary 
according to the temperature degree 
and duration of application. 
All other types of bums must be 
excluded from this discussion. They 
include burns due to friction, sunlight, 
gamma radiation, acids, alkalies and 
electricity. Each has its own inherent 
problem, accompanied by its own se- 
parate systemic or local variant and 
each requires special management. 


ETIOLOGY 
An occasional dramatic disaster may 
result in a flood of thermal burn vic- 
tims. This stimulates general interest 
in the problem for a relatively short 
time - sufficiently short that the 
main etiological factor, namely, indi- 
vidual carelessness, persists. 
Industry has been well aware of the 
necessity of prophylaxis. In spite of 
this, sporadic hot press bums and 
industrial explosion result in thermal 
injury. Carelessness in the home is 
still of prime importance. Childhood 
injury by scalding produces the great- 
est number of patients. Thermal bums 
in the adult age group are, on the other 
hand, caused by dry heat burning - 
very often due to injudicious smoking 
while under the partial or extensive 
influence of alcoholic intake. 


INCIDENCE 
Thermal burn injury persists as a 
childhood problem. The incidence of 
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serious thermal burning in the adult 
population is considerably less. Over 
a five-year period at the Toronto 
Western Hospital, only 150 patients 
were admitted with second and third 
degree bums. Seventy-eight of these 
had third degree bums requiring graft- 
ing; seventy-two were admitted with 
extensive second degree bums of part- 
ial skin thickness loss. Because of the 
higher incidence of thermal injury in 
childhood, the bum-patient population 
in a children's hospital of comparable 
size is consistently three to four times 
the incidence described. 


CLASSIFICATION 
a. Surface Area 
Any bum of 10% or more of the 
body surface is a serious bum. The 
surface area is inclusive of second and 
third degree areas only. Although it is 
only moderately accurate, it is stilI 
practical to use the "rule of nine's." 
One can most easily remember that a 
single arm is 9%, a thigh 9%, lower 
limb below the knee 9%, the entire 
trunk four times 9%. This leaves head. 
neck and perineum to make up the 
remaining 10%; the head being 6%. 
neck 3 % and perineum ] % . 


b. Burn Depth 
First degree: This amounts to the 
sunburn effect of thermal injury, with 
erythema that subsides rapidly, leaving 
no vestige of the injury other than 
possibly a transitory desquamation. 
Second degree: Superficial second 
degree loss of partial skin thickness 
amounts to the desquamation of the 
epidermis in areas of blistering. This 
degree of burning heals rapidly. with 
shedding of the epidermis after a ten- 
day to two-week period. 


A deep second degree burn exhibits 
a slower course, with epithelialization 
that may take three or four weeks to 
evolve. Surviving sebaceous elements 
and hair follicle epithelium result in re- 
epithelialization. This produces scar 
epithelium that may function very well, 
except in those areas where excessive 
movement occurs, as in the region of 
flexor creases Or the dorsum of the 
hand. 
Third degree: Full skin thickness 
loss. requiring reconstruction, is com- 
mon. This degree, as well, includes 
burning of subcutaneous tissue, muscle 
or bone. 
In children, third degree areas of 
skin loss may be prepared for skin 
graft reconstruction at the three-week 
period. Adults, however. require a 
longer period for separation of gangre- 
nous eschar. Where this process is 
allowed to progress by natural means 
without surgical débridement. 35 days 
of care is the usual length of time prior 
to skin graft resurfacing. 


STAGES OF THE BURN 
To have a clear concept of the en- 
tire problem. it is well to divide the 
thermal burn course into five stages. 
(Figure 1.) 


I. Primary (neurogenic) shock 
This stage may be more manifest in 
the adult than in the child. and is sy- 
nonymous with the vasovagal syndro- 
me. Waning consciousness. normal 
blood pressure in the horizontal posi- 
tion. and bradycardia are manifesta- 
tions of this stage which responds to 
protection and sedative. if available. 
This stage rarely lasts longer than 20 
minutes. It is important to differentiate 
neurogenic shod from the early onset 
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of oligemic shock - particularly in 
the child. Urgent intravenous therapy 
may be delayed, if the mistaken dia- 
gnosis of neurogenic shock is made. 


2. Oligemi
 t hypoYolemi
) sho
k 
Thermal injury results in early loss 
of fluid from the circulating blood vo- 
lume, by virtue of the increased ca- 
pillary permeability allowing transuda- 
tion of fluid into the interstitial spaces. 
A minor percentage of fluid loss in 
burn blisters occurs, the .chief loss 
being into the large interstitial reser- 
voirs such as one finds in the region of 
thighs, hips and trunk. 
Were it not for hemoconcentration. 
this shock state would be identical to 
hemorrhagic shock. The circulating 
blood volume diminishes as the hemo- 
globin rises, resulting in a state of oli- 
gemia, occurring in three phases: 
a. Compell.mted oligemia: Blood pressure 
is maintained at adequat
 levels by the 
"minute output"" of the left ventricle coupled 
with the tone of "periph::ral resistance." 
With a diminished blood volume, peri- 
pheral constriction shunts blood from non- 
vital areas back to the heart. Diminished 
stroke volume is compensated for by a 
moderate tachycardia. thereby maintaining 
minut:: volume. and maintaining blood 
pressure levels. 
b. Decompel/.mted oligemia: Wh::re mi- 
nute volume cannot be maintained. in 
spite of p::ripheral resistance, blood press- 
ure faIls. This occurs in the event of an 
inexorable loss of fluid from the vascular 
tree, where intravenous replacement is 
inadequate. 
c. lrrCl'erJibility: Coronary circulation 
to the myocardium depends upon the ad<:- 
quate maintenance of the diastolic pressure. 
Prolonged blood pressure failure. r::sulting 
in low diastolic pressures, will lead to myo- 
Cardial anoxia and loss of tone. At some 
stage. the myocardial pump wilI fail to 
ch
ar the fluids infused into the vascular 
tree by the clinician. Death occurs due to 
right heart failure. 


3. Toxemia 
The patient with a large surface area 
burn. will enter this stage about the 
fourth to fifth day. The cause is un- 
known. but the clinical manifestations 
can all be accounted for on the basis 
of tissue anoxia. 
a. Cerebral effecl: Cerebral anoxia leads 
to incre3sed capillary permeability. Cerebral 
edema results in waning consciousn::ss. 
Eventually, petechial hemorrhages may 
occur. Prolonged unconsciousness of up to 
six w<:eks duration may occur. Hemorrhage 
into the hypothalamic area of the brain 
may lead to abnormal vagal impulses to 
the region of the duodenum. Acute duodenal 
erosion with acute gastrointestinal he- 
morrhage, is calIed "Curling"s ulcer:. 
b. Rel/al effect: Renal anoxi.1 i\ 111.1- 
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nifest on routine urinalysis. Oliguria. renal 
casts of whit:: blood celIs. a rising white 
cell urinary count. and rising content of 
albumin - all are due to renal anoxia. 
c. Li,'er effect: The icterus index in se- 
rious thermal burns has been studied. Fx- 
perim
ntalIy. central lobular necrosis can 
b:: produced in Ihe liver as a result of 
anoxia. Jaundice. due to burn anoxia. is 
undoubt::d. 


4. Sepsis 
In burns of third degree, sepsis must 
occur. Tissue necrosis, resulting from 
the thermal injury, must be changed to 
gangrenous slough by putrifactive or- 
ganisms. These organisms are required 
to shorten the morbid phase of slough 
separation and granulation tissue form- 
ation. Only when overwhelming strep- 
tococcal, or hemolytic staphylococcal 
organisms predominate does the sepsis 
problem become 
erious. 


5. Fibrosis 
Late scar contracture adds mueh to 
the surgical management problem. 
Ectropion of the eyelids, flexure con- 
tracture, instability of scar epithelium. 
cosmetic scar effect, all must be dealt 
with at a later stage. All will leave 
their stigma of burn injury for a life- 
time. 


EMERGENCY TREATMENT 
Burns are painful and may be fatal. 
Local and systemic therapy are re- 
quired. Prior to definitive emergency 
therapy under hospital conditions. 
treatment is directed toward the alle- 
viation of pain. In the home or factory. 
the pain of civilian thermal burns can 
be relieved by the exclusion of the 
burn surface from the trauma of air 
currents. A freshly ironed sheet or 
pillow case becomes a sterile cover fO! 
the morc seriously burned patient. The 
horizontal position will reverse the 
effects of neurogenic shock. An un- 
sterile cover is equally acceptable 
during the early stages of an industrial 


x 
( closed ) 
wound 


y 
( I!fe ) 
tIme 


burn, with rapid transport to hospital 
care a necessity. The application of 
any ointment. prior to definitive me- 
dical assessment and care, will merely 
disguise the extent and depth of burn. 
Indeed, such application may lead 
to extensive local care of the burn 
surface itself, jeopardizing the urgent 
systemic management. Tiny, painful, 
minor burns may, on the other hand, 
be best treatment by cortisone oint- 
ment. Kenalog cream applied locally 
to a hand burn inflicted by a hot oven. 
will reverse the inflammatory com- 
ponent with dramatic pain relief. 


HOSPITAL CARE 
A burn patient. admitted to the 
emergency casuIty ward of any general 
hospital. should immediately be sub- 
mitted to a brief clinical review. Ex- 
haustive clinical and laboratory detail 
is abandoned. 
Using the "rule of nine's;' a reason- 
ably accurate estimate of surface area 
involvement is quickly obtained. Where 
in doubt. multiple pin prick testing of 
burned areas will outline sensory Joss. 
Third degree burns are insensitivc. 
Second degree burns arc painful. Burn- 
ed patients are understandably upset. 
Be roughly accurate! Realize that sur- 
face area, not depth of burn, is im- 
portant under emergency conditions. 
Immediately. for a burn of more 
than 10% of body surface, an ade- 
quate vein is sought. Stab venepuncture 
is the initial procedure of choice. In 
young children, a cutdown may be ne- 
cessary. The vein is used. initially. in 
three ways: 
a. Withdraw sufficient blood for cros- 
sing. typing. and base-line hemoglobin 
estimation. Blood transfusion may h:: an 
cm
rg;:nt n::c;:ssity. 
b. Inject a sedative. Th,;: averdge adult 
is considered to be 140 Ibs. The averag:: 
do
<: of morphin:: is given intra\-::nously at 
th:: I::vel of one quarter of a grain p;:r 140 
It's. of body \-\eight. This sedative can be 
rep
.Iled 'afely for an adult in :>0 minutes. 
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if the pain relief is inadequate. 
c. Begin the intravenous infusion of re- 
placement fluids to combat the shock state. 


Systemic fluid replacement 
In any emergency department, the 
following fluids should be available: 
1. Normal saline; 
2. 5% glucose in distilled water; 
3. high molecular dextran (plasma subs- 
titute); 
4. Ringer's lactate solution. 
The initial requirement of any se- 
riously burned patient will probably de- 
mand the use of high molecular dex- 
tran. Low molecu1ar dextran. blood or 
albumin. may later be required. 


Local therapy 
This facet of the management of the 


seriously burned patient, is not nearly 
as controversial as it may seem. Two 
schools of thought obtain: exposure 
therapy and occlusive therapy. 
1. Exposure therapy: Where nursing 
care in a "bum unit" is available, the 
seriously burned patient can be most 
adequately treated without dressings. 
Two unburned areas, upon which the 
patient can be turned alternately, great- 
ly facilitate this therapeutic philosophy. 
The application of aluminum dust to 
create a sterile eschar. facilitates the 
problem of childhood exposure the- 
rapy. In the adult. aluminum dust es- 
char often prolongs the separation of 
third degree burn areas. Occlusive 
dressing. or unassisted exposure, is the 
treatment of choice for the adult. 
2. .occlusive dressings: In years 


past, the habit of bum surface clean- 
sing has had its advocates. This should 
now be discarded. Any serious bum 
will respond to minimal thermal bum 
tissue débridement. Preferably, the 
bum surface should be ignored. The 
seriously burned patient is dressed 
with "burn pads," held with bias flan- 
nelette bandage, and protected by the 
occlusive dressing from the pain prob- 
lem of friction between his bum and 
the bed sheets. This is the local treat- 
ment of choice for any serious bum, 
exclusive of face and perineum. These 
latter areas are universally treated by 
exposure. 
With intra..venous infusion begun. 
and local, initial treatment completed. 
the patient is ready for the prolonged. 
interesting stages of subsequent care. 


The Patient 
with Severe Burns 


W. REID WATERS. B.SC., M.D., C.M., F.R.C.S. (c) 


Assessment and treatment after the patient has been brought to hospital. 


Each year in the United States. 
two million people suffer bums; and 
of these, eight thousand die as a 
result of fire. In Canada. bums and 
injuries received from fire and ex- 
plosion of combustible material are 
responsible for the loss of twelve 
hundred lives yearly. From these 
statistics, we can readily appreciate 
the importance of offering burned 
patients the best possible care. 


ASSESSMENT 
A complete and proper assessment 
of a burned patient is necessary before 
a decision is made regarding the 
treatment required. Variables such as 
the extent, the depth of bum. the 
particular areas of body involved. the 
age of the patient, concomitant illnes- 
ses, associated injuries and the per- 
sonality of the patient must be consi- 
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dered in the total plan for an injured 
person. 
Extent of burn 
Many formulae expressed as a per- 
centage of the total body surface area 
have been used to calculate the extent 
of a bum. The most convenient and 
widely used method is that of the 
"rule of nine's." (Figure 1.) The head 
and each upper extremity is assigned 
the value of nine; while eighteen (two 
times nine) is assigned to each leg 
and the front and back of the trunk. 
giving a total of nine times eleven or 
99 per cent. The perineum is given 
as one per cent to make up lOOper 
cent of the body surface. In children. 
the head is proportionately large and 
small adjustments can be made to 
allow for this. 
Depth of burn 
The depth of a bum is described 
as first. second or third degree. First 
degree bums are characterized by red. 
erythematous. shiny. painful areas of 
skin. similar to many sunburns. These 


show involvement of the superficial 
layers of the skin, and present mainly 
a problem of discomfort to the patient. 
Second degree bums are characterized 
by blisters and here the damaged tissue 
includes the epidermis and superficial 
dermis. They heal spontaneously. 
usually by the 10th to 14th day. 
Third degree burns are those that 
involve all the layers of the skin. 
They may extend deeper to include 
fat. fascia, muscle and bone. The color 
varies from a greyish white to a 
dusky charred hue. When all layers of 
the skin are involved, the sensory 
nerve endings are damaged and the 
area is insensitive to pinprick. This 
is one of the most useful t
s for 
diagnosing a third degree bum; but 
errors can still be made in the preli- 
minary assessment of depth. and. 
therefore, periodic re-evaluation should 
be carried out. (Figure 2.) 
Much information can be gained by 
the history of the mechanism of injury. 
The temperature of the offending agent 
and its duration of contact with the 
skin will determine the depth of burn. 
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Fig. J Rule of Nim:'s: Method used to calculat
 th
 extent of a burn. 


Hot fluids generally produce second 
degree burns with scattered areas of 
first degree and occasional patches of 
deep second and third degree. Where 
flame is the vector or where the 
patient's clothing has been ignited. 
third degree burns are almost always 
produced. Electricity. acids and caus- 
tics usually cause third degree bums. 
Therefore, the depth of the burn can 
reasonably be assessed if the causative 
agent is known. 
Areas of body burned 
Burns about the face and neck may 
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Fig. 2 Child with second and third degree 
hurn areas at time of admission. 
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cause sufficient swelling and edema to 
embarrass the airway. These patients 
must be observed closely because life- 
saving tracheostomy may be required. 
Bums of the face are best treated 
with the exposure method. Particular 
attention is required for burns about 
the eyes to prevent corneal exposure 
and ulceration. Bums of the hands 
arc usually tr
ated by an occlusive 
bulky pressure bandage, applied with 
the hand in the position of function. 
that is, grasping a medium-sized object 
with the wrist extended. Regardless 
of the method used. hands must be 
protected from further damage and 
infection and must receive primary 
attention in the sequence of treatment. 
Perineal and genital bums present a 
challenge to good nursing care and are 
best treated by expOsure. Particular 
attention should be paid to avoid- 
ing maceration of contingent parts 
and general cleanliness. 
Age and personality 
Bums involving 10 per cent of the 
body surface of a child and 15 per 
cent of an adult are generally consid- 
ered to be major bums and require 
hospital admission. Infants do not 
tolerate well the loss of fluids from 
burn wounds. and their fluid and 
electrolyte requirements must be care- 
fully monitored. Adults over the age 
of 50 show higher mortality rates than 
younger patients. A 30 per cent burn 
with large third degree areas is 
usually fatal in a patient over the 
age of fifty. 
The personality of the patient must 
be assessed and efforts made to comp- 
ensate. by good nursing care and 


supportive therapy, for conditions such 
as alcoholism, mental confusion. psy- 
chosis, language barrier, senility and 
childhood. 
Concomitant illness 
Any concomitant disability such as 
diabetes, epilepsy. cardiac and pul- 
monary or renal disease. must receive 
appropriate attention. Associated in- 
juries such as fractures of the long 
bones, chest and abdominal injury and 
trauma to the central nervous system 
must also receive appropriate therapy. 
TREATMENT 
FIRST 48 HOURS 
Bums assessed as "major" require 
hospitalization and special care. A 
prearranged priority plan of treatment 
should be available. The following 
is offered as a guide: 
I. Airway: The establishment and 
maintenance of a good airway is a 
first priority. Burns occurring about 
the head and neck may subsequently 
embarrass the airway by edema and 
swelling. A tracheostomy may be 
necessary and should be anticipated 
rather than performed as an emer- 
gency on the ward. 
2. Slwck: The improvement and 
maintenance of a satisfactory circu- 
lating blood volume is next in impor- 
tance. The following procedures are 
required: 
a. Typ:: and cross-match for whole blood. 
b. Perform intravenous cutdown. if ne- 
cessary. 
c. Ins
rt a urinary catheter and accura- 
tely chart hourly urine volumes. 
d. Estimate fluid and electrolyte require- 
ments. The Brookes' formula is recom- 
mended: 
1.5 CC. of saline per % of burn per 
kilogram (kg)'" 
.5 cc. of colloid per% of burn p:::r 
kilogram 
20000 cc. of 5% glucose and w,lter 
(daily body requirement). 
One-half of the above total volume 
is given in the first eight hours; one- 
quarter in the second eight hours; 
one-quarter in the third eight hours. 
Approximately one-half of the first 
24 hour fluid therapy is given in the 
second 24 hours. 
Normal saline is the most readily 
available electrolyte and the most 
widely used. Some centres use Ringer'!, 
lactate solution to combat the metabo- 
lic acidosis that may occur with bums. 
However. for simplicity and safety, 
saline is recommended. 
It is universally accepted that there 
is no adequate substitute for blood and 
at least half of the calculated colloid 
should be in this form. Dextran has 
proven very useful as a blood volume 


:.1 kilogram = 2.2 pounds of hody weight. 
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Estimating Fluid rmd Electrolyte Requirements 
A male patient ",eighing 70 kg. who is suffering from bums of 30lk body 
surface would require in the first hours: 


1.5 cc. saline per 30% per 70 kg. 
.5 cc. coIloid per 30% per 70 kg. 
Body requirement of 5 % glucose and 
"' ater 


3.150 cc. of saline 
1.050 cc. of saline 
2.000 cc. of saline 


Total 


6.200 


One half of the above fluids should be given in the first eight hours. 
Electrolyde - saline 1.575 cc. 
Colloid - blood 500 cc. 
Glucose and water 1.000 cc. 


Total 3.075 cc. 
(Infuse at 400 cc. per hour) 
One quarter of calculated volume should be given in the second eight 
hours. 


Electrolyte - saline 
Colloid - dextran 
Glucose and water 


750 cc. 
250 cc. 
500 cc. 


Total 1,500 cc. 
(Infuse at 200 cc. per hour) 
One quarter of calculated volume should be given in the third eight hours. 
Electrolyte - saline 750 cc. 
Colloid - dextran 250 cc. 
Glucose and water 500 cc. 


Total 1.500 cc. 
(Infuse at 200 cc. per hour) 


expander and may be used until whole 
blood is available. Plasma is favored 
by many for its possible antigenic 
value. but most of it is lost into the 
tissue spaces since the small size of 
its particles pennits diffusion through 
the damaged capiIlary endothelium. 
The number of cc. to be given 
may be divided by the number 
of hours, giving an hourly requirement 
volume. The hourly urine volume 
is a useful guide as to the rate: 
it should be maintained between 25 
and 500 cc. An output of greated than 
50 cc. incidates the infusatc may be 
decreased; and an output below 25 cc 
that the intake may be increased. 
The Brookes' formula and others 
like it are very useful in approximating 
the fluid requirements of the burned 
patient. However. the fluid require- 
ments of children may be greater than 
the calculated amount since they do 
not tolerate fluid losses as \\-ell as 
adults. In burns over 50 per cent. the 
formulae should not be used because 
thcy give too high an estimate for 
fluid replaccment. GeneraIly. in the 
treatment of most burns. intravcnous 
therapy <;hould not exceed 10 liters pcr 
24 hours. It cannot be 0\ ercmphasiled 
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that in controIling the intravenous 
requirements of a "burn" patient. you 
are treating a severely injured patient 
and not a mathematical formula. More 
patients have their burned area over- 
estimated and are overhydrated than 
the reverse. More burned patients dic 
in overhydration than in underhydra- 
tion. There is no substitute for watch- 
ing the patient's pulse. blood pressure. 
capiIlary return of the fingernail beds, 
warmth of the extremities, hourly urine 
output and specific gravity. color and 
general condition. The intravenous 
requirements must all be judged in 
relation to the clinical signs and the 
formula used only as a
 convenient 
adjunct. 
In our experience. oral fluids are 
not well tolerated during the first 24 
hours and may result in vomiting and 
abdominal distention if given in large 
quantities. This complicates the fluid 
and electrolyte therapy. as bowel 
distention and paralytic ileus create 
another source of hidde'1 ffuid loss 
from the body. 


SUPPORTIVE THERAPY 
fiRST 48 HOURS 
A "uitahlc analgesic may he glV\:1l 


to relieve the patient's pain and to 
reduce apprehension. DemerollOO mg. 
or morphine gr. one-quarter are used. 
However, many burned patients do not 
require more than codeine or a bar- 
biturate sedative. A booster dose of 
one cc. of tetanus toxid should be 
given if the patient has been pre- 
viously immunized against tetanus. 
Otherwise, human immune globulin 
is recommended. It is wise to weigh 
the patient upon admission so that 
future changes in body weight may be 
compared to this baseline. 
laboratory tests 
Hemoglobin and hematocrit deter- 
minations should be done on admission 
and several times a day thereafter 
during the first three or four days. 
The hematocrit is usually elevated to 
over 50. due to hemoconcentration 
from the escape of fluid through 
damaged capillaries. Serum electrolytes 
such as sodium potassium. chloride 
and CO2 combining power. as well as 
a blood urea nitrogen and plasma 
protein levels may be estimated and 
used for future comparison. 


Drugs. 
Cortisone and related steroids should 
not be given in the early stages of 
therapy. Generally. they have been 
shown to be of little or no value in 
the treatment of burns. Only in 
selected cases. usuaIly four to five 
weeks "post-burn" may there be any 
indication for their use. Intravenous 
mannitol and urea have been admini<;- 
tered to produce diuresis in the hope 
of decreasing the damage of hemoglo- 
bin casts in the kidney. Phenoxyben- 
zamine has been used in an attempt 
to improve renal filtration at a lowered 


Antibiotics 
It is preferable to avoid the routine 
prophylactic use of antibiotics for 
burned patients. 
All bums will subsequently develop 
varying degrees of infections from the 
resident flora of the skin and all ton 
frequently from the hospital flora. No 
amount of antibiotic coverage wiIl 
prevent this infection. It is
 much 
better to save the antibiotics for usc 
against specific infections that ma." 
develop at a later date. Nothing is 
more frustrating than to have a m'ãjor 
infection occur in a burned patient 
who is receiving SC\ eral antibiotics to 
which the bacterial flora has be
omc 
resistent. If antibiotics are used pro- 
ph) lacticaIl). peniciIlin 1.000.000 
units. three times a da) for thrcc 
to four da\s. "hould hc all that i" 
rcquired. - 
Thc hurncd paticnt lISUJllv run" .\ 
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low, spiking temperature curve, not 
exceeding 102 of. It is unnecessary to 
treat this elevated temperature by more 
than aspirin and sponge baths, provid- 
ed a careful examinations does not 
reveal a pneumonia, urinary tract 
infection or a local area of cellulitis 
or other nidus of infection. 


Local care of the burn 
In major burns, the "open" method 
of treatment has gained favor over the 
"closed" method. The patient is placed 
in a bed upon sterile linen with the 
attending personnel wearing masks, 
gowns and gloves. The burned areas 
of the body should be gently cleansed 
with soap and water and a mild anti- 
septic such as benzalkonium chloride 
(Zephiran Chloride, aqueous solution 
I: 1000). There is no need for over- 
enthusiastic débridement with the 
breaking of blisters or removal of 
protective layers of skin at this time. 
Skin that is loose, and blisters that 
are broken, may be removed when 
it is convenient; but this should not 
occupy valuable time during the first 
24 hours. 
A tent may be built around the 
patient by erecting a Balkan frame 
over the bed and covering it with 
sterile shects. In this tent, two or three 
100 watt electric light bulbs will 
provide sufficient warmth to keep the 
patient comfortable. If the trunk is 
circumferentially burned, the patient 
should be nursed on a Stryker frame 
or a Circo-electric bed and turned 
every two to four hours. The Bradford 
frame is frequently used for small 
children under the age of two or 
three. The buttocks and perineum 
may be placed over the hole in the 
centre of the canvas. A container is 
then placed beneath the frame to 
collect the daily output. The alternat- 
ing air mattress has been used to good 
advantage to alternate and distribute 
the weight of the patient .over different 
areas of the body. 
The use of occlusive pressure dres- 
sings is gradually being replaced by 
the open method. Large, bulky dres- 
sings readily lose their pressure and 
elasticity. as they become soaked by 
serum. The retained exudates often 
faster infection which could convert a 
second degree burn into a third degree 
burn. 
With the open method, a dry eschar 
forms in two to three days on exposure 
of the burn to the air. and thus re- 
duces the loss of body fluids. The 
burn is always visible and areas rc- 
quiring minor débridement and clean- 
ing may be attended to easily. The 
patient is more comfortable and is not 
,subjected to painful. tedious dressing 
changes. However, small burns and 


370 


MA Y 1965 


those of the hand may benefit from 
treatment by the closed methods. Burns 
about body orifices require careful 
attention and good nursing care to 
keep them clean and free from infec- 
tion. Burns involving the eyelids may 
produce corneal exposure and ulcera- 

ion and occasionally a tarsorrhaphy 
IS necessary. 


LATER TREATMENT 
The damaged capillary bed regains 
its semi-permeability about the third 
to fourth day. This results in the 
reabsorption of large amounts of 
previously lost serum and is heralded 
by a marked increase in the urine 
output. Intake and output should be 
closely checked at this time to prevent 
overloading of the circulation by too 
vigorous fluid therapy. 
Following the fifth day, the average 
burn patient is on a steady routine 
of careful. attentive nursing and close, 
careful observation by the attending 
doctor. The subject of nutrition is 
covered elsewhere in this issue and it 
will suffice to say here that a high 
caloric. high protein, attractive diet is 
important to counteract the severe 
nitrogen loss from the granulating 
wounds and the state of catabolism. 
Gastric tube feedings have been used 
to advantage. 
Between the 1O-I4th day, the areas 
of first and second degree burn will 
heal and the eschar of third and deep 
second degree burns will begin to 
separate from the viable tissue. The 
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Fig. 3 Child fourleenth day after admis- 
sion. Areas of devitalized tissue have been 
Temoved from the burned are... 
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Fig. 4 Child twenty-one days post-burn. 
Picture shows granuation tissue. Area is 
ready for grafting. 


patient is taken to the operating room 
about the 14th day and general débri- 
dement performed. (Fjgure 3.) This 
procedure requires good anesthesia and 
careful attention to the effective cir- 
culating blood volume. Patients may 
lose between two to five liters of blood, 
depending upon the extent and vigor 
of the débridement. It is most prudent 
to have four to five units of blood 
available. 
Gentle compression dressings are 
best applied following débridement to 
aid in hemostasis. This débridement 
procedure should be repeated in the 
operating room or in a burn bath 
every three to four days until granu- 
lation tissue is healthy enough to be 
receptive for skin grafts, usually by the 
21st day. (Figure 4.) Subsequent graft- 
ings may be done at 10 to 14 day 
intervals as required. The use of a 
saline burn bath to clean up granuation 
tissue between grafting is of great help. 
Cultures of the granulation tissue 
will usually show a Staphylococcus 
pyogenes, Pseudomonas and Proteus 
vulgaris. This heavy bacterial floor may 
be decreased by Usol compresses or 
daily tub baths. It is neither possible 
nor practical to wait until the granu- 
lation tissue is sterile before grafting. 
It is of paramount importance to graft 
burns as early as possible and to check 
the catabolic state of the patient. If 
Streptococcus pyogene.f is cultured, 
it is advisable to combat it with topical 
antibiotic compresses and tub baths 
heforc grafting, as this bacteria with its 
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proteolytic enzymes is capable of 
destroying skin grafts at a rapid rate. 
Every effort must be made to 
prepare the burned areas for early 
grafting, at least between the 21-28th 
day. After the fourth week, the major 
depot areas of fat will have been 
exhausted and unless good progress is 
being made by grafting, the patient's 
nutritional state may become extremely 
poor with consequent lowered defence 
reaction to infection. Death may 
result for reasons that may not be 
entirely apparent. 
Grafting 
Areas such as the hands, feet, face 
and flexor creases should receive prio- 
rity in grafting. The thinness of the 
graft increases the chances of "take" 
on the infected granulation tissue and 
also produces minimal disturbance to 
the donor sites. This allows them to 
re-epithelialize within 10-14 days and 
to be used over and over again as 
required. (Figure 5.) 


SUMMARY 
The successful care of a patient 
suffering from a major burn requires 
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the integrated efforts of a team, 
consisting of nurses, anesthesiologists, 
physicians and surgeons, physiotherap- 
ists, occupational therapists, dietitians 
and laboratory technicians. 
In addition, other anciliary services 
must be available that only a large 
general hospital can provide. In most 
cases, therefore, it is recommended 
that severely burned patients be 
treated in regional centres where this 
team approach is available. If the 
patient cannot be admitted immediately 
to such a unit, he should be transfer- 
red about the second or third da} 
post-burn, depending upon available 
travel facilities. 
In recent years, advances have been 
made in the treatment of severe burns. 
However, there is stilI much to be 
learned regarding the pathology of the 
burned patient. It is hÜ'ped that through 
research and the collection of these 
cases in regional centres for treatment 
and study, that further advances in 
their therapy may be made. 


Nursing Care: 
A Patient "\'\lith Burns 


During 1963 and 1964, 117 patients 
were admitted to The Children's Hospi- 
tal of Winnipeg with severe bums. 
Their ages ranged from seven months 
to 12 years. The care of these children 
in hospifal poses major problems be- 
cause of the intense physical and 
emotional trauma which they suffer, 
their slow recovery and long hospital 
stay. 
A nursing care plan should be set 
up for each patient ta guarantee conti- 
nuity of care. The objectives of care 
must be clearly stated and understood 
by all personnel. 


Miss McCrady and Mrs. Mitchell ar<: 
Clinical Instructors, School of Nursing. The 
Children's Hospital of Winnip
g, Winnipeg, 
Manitoba. 


VOLUME 61. NUMBER 5 


Fig. 5 Electric dermatome taking skin for 
grafting for deep 2nd. and 3rd. degree burns. 


Burns occurring in children are of concern because 
of their frequency and high mortality rate. 


MARGARET MCCRADY and CAROL MITCHELL 


OBJECTIVES OF NURSING CARE 
1. To help prevent and treat shock. 
a. Parental therapy: 
During the first 48 hours, the danger 
of shock due to hypovolemia is of 
major concern. Parenteral therapy is 
established immediately, usually by 
cut-down. The amount of fluid admin- 
istered depends upon the child's weight 
and the degree and extent of the 
burns. 
Providing their condition permits 
burned patients are weighed on admis- 
sion. Knowledge of weight helps the 
staff to evaluate the patient's post- 
burn nutritive status. Blood, colloid 
and non-colloid solutions should be 
available for the doctor. Specimens 
of blood are usually taken at this time 
for cross-matching for transfusions. 
The amount and rate of flow of the 


fluid to be administered is calculated 
by the doctor and is administered on 
hourly basis. For example, the doctor's 
order may state: 250 cc. 5% DjS to 
run at 25 cc. per hour. Regulation of 
the intravenous to maintain this flow 
and accurate recording of the amount 
absorbed per hour is a very necessary 
function of the nurse. 
Administration of oral fluids often 
presents a problem. The burned patient 
often seems to have an insatiable thirst 
and may beg for drink.s. While many 
patients do tolerate small amounts of 
fluids orally others develop abdominal 
distention and vomiting that can lead 
to' a paralytic ileus. Also, burns in- 
volving the mouth may cause severe 
pain when drinking. An accurate re- 
cord is kept of the k.ind and amount 
of oral fluids taken and of any emesis. 
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The use of a Circo-electric bed facilitates turning and general care of child with severe burns. Here, the nurse has set up a 
weaving apparatus so that the child's hands will be kept busy during many of the long hours he must remain in bed. A table has 
been set up on the Circo-electric bed to facilitate self-feeding. 


An hourly measuring and recording 
of urinary output serves as a valuable 
guide in estimating both the patient's 
kidney function and fluid balance. We 
have found this is done more accur- 
ately by using herniotomy tubes or 
Foley catheters. After insertion, the 
herniotomy tube is taped to the 
patient's thigh (or thigh dressings) and 
drains through rubber tubing into a 
container at the foot of the crib. Foley 
catheters are usually inserted if the 
patient's buttocks or perineal regions 
are burned. Either of these devices can 
be used for the infant to prevent 
co.ntamination of burned areas by 
urme. 
Generally, an adequate urinary out- 
put for a child is 15-30 cc. per hour 
(30-50 cc. for an older child or adult). 
Urinary output of over 50 cc. per 
hour usually indicates over-hydration; 
under 15 cc. indicates underhydration 
or impending kidney failure. A record- 
ing of the specific gravity of the urine 
is an aid to the doctor, but it is 
difficult to obtain sufficient quantity 
of urine to do this accurately. 
Prompt reporting of the results of 
laboratory tests (e. g.. hemoglobin, 
hümatocrit) also help the doctor to 
calculate fluid requirements. 
A satisfactory fluid intake and 
urinary output as well as the patient's 
general condition are alI considered 
before the intravenous is discontinued 
and the drainage tubes removed. The 
accurate recording of intake and output 
and reporting of untoward signs is a 
vital function of the nurse caring for 
a patient with burns and cannot be 
over-emphasized. 
b. Constant ohservation: 
During the initial critical period, 
the Datient's vital signs are carefully 
checked and rccordcd c\-ery half to 
one hour. Of primary importance i'i 
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observation of the child's respiratory 
function and maintenance of a clear 
airway. Burns involvÏ.lg the head and 
neck may cause respiratory difficulties 
due to edema of the soft tissues sur- 
rounding the trachea. Difficulties in 
breathing may also be due to inhaled 
smoke. Observations of increasing res- 
piratory rate and persistent increasing 
stridor may indicate the necessity of a 
tracheotomy and must be reported 
immediately. 
Strict observation is also necessary 
to identify vascular difficulties. Chan- 
ges in blood pressure, pulse, physical 
signs and symptoms, i.e.' cyanosis of 
lips and extremities. shivering, comp- 
laints of feeling cold. indicate inade- 
quate peripheral circulation. 
Temperature is taken every two to 
four hours and tends to be elevated and 
spiking, ranging from 100 0 - 102 0 F. 
This is usually treated by supportive 
measures such as aspirin and tepid 
sponges. Careful observation is directed 
toward indicating the beginning de- 
velopment of burn toxemia. Impending 
toxemia is suspected if the patient 
develops a steady rise in pulse and 
respiratory rate. a drop in blood pres- 
sure, cyanosis. increase in temperature 
(to 104-105 F.), urine suppression. 
restlessness and prostration. 
2. To recognize the patient's emotional 
response to injury, in particular, his 
fear of pain. 
Once the initial shock phase has 
passed. these patients reach a more or 
less safe plateau. This is the period 
when medical efforts are aimed at 
healing of thc burned areas and/or 
preparing them for grafting. 
During the shock phase. the patient 
complains of relatively little pain but, 
as he passes out of this stage. he 
begins to recognizc the intense pain 
é\'i'iociatcd with <;cverc first or second 


degree burns. Even with the most care- 
ful nursing care, it is still painful to be 
turned. to have dressings changed, 
indeed, even to move. The child very 
quickly associates the appearance of 
a nurse with the threat of pain. He 
becomes frightened, irritable and cries 
when she approaches. Even though 
analgesics are given to lessen pain 
during treatments and dressing changes, 
the fear is still present. Providing time 
to be with the patient, to read to him. 
talk to him or just sit with him is 
essential to help overcome this fear. 
As the child adapts to his injury and 
to hospital and learns to know and 
trust his nurses, fear is usually over- 
come and satisfactory relationships can 
then be established. 
We encourage parcnts to be with 
their child as much as possible and 
to assist in his care. Volunteers are 
also a great help both to the child and 
nurse. particularly if the parents cannot 
be with him. 
3. To assist in prevention of com- 
plications. 
a. Infection: 
Tetanus toxid is administrated to 
alI burned patients on admission. Fol- 
lowing this, the burned areas are 
cleansed with soap, water and a mild 
antiseptic such as, Aqueous Zephiran 
Chloride. They may then be left ex- 
posed or covered with large dressings, 
or a combination of these methods. 
For example, a child with burns to the 
buttocks and the feet may have the 
buttocks exposed and the feet covered 
with pressure dressings. Preliminary 
cleansing is essential to both methods. 
Since the area under a dressing is 
warm, moist and usualIy contains some 
dead tissue. it is an excellent medium 
for the growth of bacteria. When 
"opcn technique" is used, a dried crust 
or c"char forms over the burned area 
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after 4 to 5 days and serves as a 
protective dressing. Again, excellent 
growth conditions are present for 
bacteria under this crust. 
When dressings are used they must 
be reinforced as soon as any oozing 
is apparent. Prompt reporting of any 
purulent discharge or odor is neces- 
sary since these may be the first 
signs that an infection is developing. 
Dressings are protected at feeding 
times with plastic bibs to prevent 
soiling. They are usually reinforced 
with waterproof tape in the buttock 
and perineal areas to prevent contamin- 
ation. Changing of dressings is often 
very painful. If the dressing is confined 
to a local area, it may be soaked with 
saline and removed; if the area is 
extensive, the child is placed in a 
"bum bath" to allow the dressings 
to soak. If necessary, dressings are 
changed in the operating room under 
anesthesia. Antibiotic sprays are some- 
times used but must be combined with 
careful cleansing of the areas to re- 
move exudate. 
Daily personal hygiene is important 
in controlling infection and in main- 
taining the child's skin in optimum 
condition. Mouth care. manicures, hair 
cuts and cleansing baths are all 
included. 
If the open method is used, the 
child is placed in a single room. A 
"proÜ:
ctive technique" is set u'p to limit 
the number or organisms with which 
he will come in contact. Personnel 
mask. wash well and gown, before 
entering his room. Sterile gloves are 
worn when coming in direct contact 
with the actual bum areas. The patient 
is nursed on sheets that have been ste- 
rilized and wears diapers or pajamas 
- depending on age and extent of 
bums - that have been autoclaved. 
All equipment. toys, etc., are soaked 
in a disinfectant solution before being 
placed in his unit. Daily cleansing of 
the burned areas is carried out with 
soap and water and Aqueous Zephiran. 


Bums involving the perineal area or 
the buttocks require thorough cleansing 
with soap and water and antiseptic 
solution after each bowel movement or 
voiding. Stryker frames, Circo-electric 
beds or Bradford frames facilitate the 
use of bedpans and the cleansing and 
drying of the buttock and perineal 
regions. Visitors are usually limited to 
the child's parents. They, too, mask. 
scrub and gown on entering the room. 
b. Cardiac and respiratory: 
Heart failure and pneumonia often 
occur together as complications. Pre- 
vention should begin as soon as the 
child is admitted. Measures include 
changing his position every hour, 
movement of the extremities, encourag- 
ing and helping him to deep breathe 
and cough, and suctioning to prevent 
accumulation of secretions in the 
trachea. Prompt reporting of any 
change in vital signs, increase in 
temperature, cough, dyspnea. and 
cyanosis should be reported to the 
doctor immediately. 
c. Contractures and deformities: 
Initially, joints and extremities that 
have been burned are maintained in a 
functional position. As soon as the 
doctor indicates, the child is helped to 
exercise the limb through a full range 
of motion. Obviously, precautions must 
be taken to prevent destruction of a 
new layer epithelium. If skin grafting 
has been carried out, motion is avoid- 
ed for seven to ten days. 
Bums involving the head, neck or 
upper chest present problems. Usually 
we place a roll at the nape of the 
neck to keep it extended. To encour- 
age the child to keep turning his head 
both ways, toys can be hung on alter- 
nating sides of the crib or the nurse 
who is caring for him can stand at 
alternate sides when talking to or 
feeding him. Foot boards should be 
utilized for beds and Stryker frames 
and Circo-electric beds to prevent 
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foot drop and keep pressure off feet. 
A bum bath provides an excellent 
opportunity to encourage joint move- 
ments. Depending on age. the child 
may be encouraged to exercise anTIS or 
legs or even to walk in the bath tub. 
Assistance from the physiotherapy 
department is essential in planning an 
individual program of exercises and 
activities to restore the patient's 
maximum function. 


d. Pressure sores: 
Maintenance of intact skin areas 
is required since these areas may be 
needed for grafting. Again, nursing 
measures to prevent such sores should 
begin as soon as the child is admitted. 
His position must be changed every 
hour. This may vary from turning 
side to side to a complete prone to 
supine change. To facilitate turning. 
we use both Stryker frames and Circe- 
electric beds. 
Pressure areas are massaged fre- 
quently to stimulate circulation. Foam 
rubber, air rings and sheep skins all 
have some value in preventing the 
breakdown of skin. Careful observa- 
tion of the skin's condition is impor- 
tant, along with reporting and then 
instituting measures to help heal it. 
4. To assist in the promotion of wound 
healing. 
a. Nutrition: 
As mentioned previously, our pa- 
tients rarely tolerate the amount and 
quality of food and fJuids that are 
necessary during the shock phase of 
a bum and are. therefore. maintained 
on intravenous therapy. Following this 
period. the burned patient's nutritional 
requirements are great. since he has 
lost large amounts of protein. salts. 
and fluids. At this time he will usually 
take fluids eagerly providing there are 
no burns to the mucous membrane of 
the mouth or pharynx. Again. care 
must be taken during this period not 
to over-hydrate the patient. We have 
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Child with major burns may he plac
d in a "burn tent .. Bradford frame facilitates car
 when hlll ns im 01\ c p.:rin::al .Irca. 
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An active phy,iother,lpy program is pl,mned and c,lrried OUI. Note the use of the foot hoard to prevent foot drop. A "burn bath" 
may he given daily or twice weeklv if burns are extemive. 


found that four to six days after the 
initial injury, his appetite and interest 
in fluids drop sharply. This is probably 
associated with the pain he is expe- 
riencing and the presence of "burn 
sepsis." Nursing problems are present- 
ed in trying to coax. cajole and en- 
courage him into taking sufficient 
amou
ts of a high caloric, high protein 
diet with adequate vitamin content. 
As v.ith any other patient. he must 
be relined of pain. made comf- 
ortable. and freed of any treatments 
before meal time. Tube fcedings 
occasionally are required to meet his 
nutritional needs. 
Adequate nutritional status of the 
patient also may be accomplished by 
offering frequent small feedings and 
milk shakes. Sometimes parents arc 
able to bring food that the child likes. 
and oftcn they are willing to spend 
hours feedings small amount", of it to 
him. 
It is encouraging to realize that as 

epsis decrease; and healing occurs 
the child's appetite becomes almost 
'Joracious and he eats anything and 
everything. One eight-year-old patient 
who had an estimated 80 pcr cent 
Ourn. would cat breakfast at 8:0UA.M., 
a sandwich at 10:00 A.M., lunch at 
I I :30 A.M., sandwich and milk in the 
afternoon, dinner at 5:00 P.M., another 
"andwich. cookies and milk in the 
I'vening before bed and another lunch 
during the night. 


h. Local wound care: 
The burned areas on a patient being 
cared for on open technique arc 
cleansed every eight hours with soap. 
water. and an antiseptic solution to 
remove all discharge crusting. and 
necrotic skin. Under sterile precautions 
Eusol or ascetic acid compresses arc 
sometimes used to assist in softening 
and removing eschar before grafting is 
carried out. The compresses ire cha'il g - 
cd or moistened every two to four 
hours. If the burns are extensive. the 
child may be given a burn hath daily 
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or twice a week as ordered by the 
doctor. 
If the eyes and accessory structures 
ha\e been burned. they are usually 
kept free of discharge by using normal 
saline compresses. Instillation of eye 
drop..; and ointment is helpful in pre- 
venting eye infections or corneal ulce- 
rations. Occa
ionally. the eyelids may 
be sutured closed to prevent corneal 
drying. 
Burns of the face and neck should 
be covered with sterile cotton during 
feeding. This. plus frequent washing. 
pre\ ents food particles from sticking 
to open areas. Burned areas existing 
between 1\\0 body surfaces such as 
neck and axilla are cleansed frequently. 
and the body part kept in extension as 
much as possible to keep the burned 
area dry. Prcvention of infection in 
this area is very difficult. 
Bed clothes will tend to adhere to 
the burned arcas as they ooze and 
become dry. Several methods ar
 
available to try to prevent trauma: use 
of bed cradles; soaking bed clothing; 
use of heavy. sterilized waxed paper. 
In performing any of these treat- 
ments it must be remembered that they 
are painful. 


5. To promote total rehabilitation. 
The patient is helped to adjust to 
his limitations through spiritual. intel- 
lectual. emotional and physical sup- 
port. The nurse assists him with 
nece
sary exercises to retain or 
rcstore joint function at thc earliest 
possible. time. An active physiotherapy 
program is planned with extensive 
cxercises carried out either on the ward 
or in the physiotherapy department. 
and with the use of devices such as 
the Hubbard Tank. Both children and 
adults can carry out much-needed 
exerci
e by a",sisting with their own 
care: combing hair; brushing teeth; 
helping to wa;h and feed the
nselves. 
Self-help devices can be constructed 
quite simply so that the patient can 
feed himself. read and write. and 
car ry on other daily activities to in- 


crease his sense of accomplishment and 
independence. 
Schooling on a part-time basis is 
available to our long-term patients. 
and many of those who are severely 
burned continue with grade school 
studies while in hospital. A teacher is 
responsible for formal lessons, but the 
nurses caring for the young patient 
must show interest in the work and 
encourage his efforts. 
The occupational therapist can 
provide many devices that allow the 
child to exercise and develop mental 
and physical skills. The hospital should 
provide picture and coloring books 
and drawing equipment. etc., if no 
therapist is available. Television and 
radio provide an important link with 
everyday life. especially when the 
young patient is in a room by himself. 
Individual needs. likes and dislikes 
should be considered. Most children 
will not hesitate to make these known. 
We had one four-year-old lady who 
used to describe to any new nurse in 
great detail how she should be lifted 
to avoid hurting her, how she liked to 
be bathed, and how. when and what 
she wanted to eat. 
Visits from clergy should be en- 
couraged for both 
the child and his 
parents. A clergyman can give support 
during the initial terrifying experience 
and can continue to offer encour- 
agement during long, painful and some- 
times discouraging days ahead. 
Finally, the nurse has a responsi- 
bility in helping the patient and his 
family to set realistic future goals. 
This may be developed by referrals to 
home care programs or other com- 
munity agencies for follow-up care. 
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The dietary and nutritional impli- 
cations for patients with severe bum 
injuries involve far more than a written 
diet order, and the dietitian must be 
directly concerned with these patients 
from the time of their admission. 
The nutritional and feeding prob- 
lems wiII depend upon the severity and 
extent of the injury, the part of the 
body affected and the mental and 
emotional attitude of the patient. The 
dietitian can usualIy expect a request 
for a high protein. high caloric diet 
with emphasis on the B-complex vita- 
mins and ascorbic acid. 
When more than 10-15 pei cent of 
the body surface is badly burned, treat- 
ment is directed immediately toward 
replacement of the massive losses of 
fluid exuding from the burned area. 
This exudate contains the soluble cons- 
tituents of blood plasma and plasma 
proteins and their loss may cause 
severe hypoproteinanemia and second- 
ary anemia. Parenteral therapy in the 
form of whole blood and plasma, pro- 
tein hydrolysates. replacement electro- 
lyte solutions. saline, glucose and vi- 
tamins may be initiated by the doctor. 
If nausea and vomiting are present. 
intravenous feedings alone may still 
be used to sustain the patient over the 
critical period. Because in infants the 
tendency toward nausea and vomiting 
and the danger of aspiration is great. 
they should be given no food by mouth 
for 24 hours. It is also recommended 
that severely burned patients not re- 
ceive ice. distilled or ordinary drink- 
ing water during the acute stage of 
treatment because of the danger of 
water intoxication. 
As soon as possible oral feeding is 
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begun. If there are burns around the 
face or mouth or if the inhalation of 
flames or fumes has injured the respi- 
ratory or gastrointestinal tract, the pa- 
tient is fed by tube. A high protein diet 
(often as much as 300 Gm. being re- 
quired) with calories as high as 5000 
is given daily. As much as one to two 
grams of ascorbic acid and additional 
B-complex vitamins is considered es- 
sential. Tube feedings may have to be 
spread over a 24-hour period to avoid 
over-stimulation of the gastric mucosa 
and to help prevent gastric hemorrha- 
ge; both of these may develop in badly 
burned patients. The tube feeding 
should be heated to body temperature 
and administered slowly to aid diges- 
tion and to help prevent diarrhea. 
Once the patient progresses to or- 
dinary oral feeding. the. same diet 
pattern is continued. The nutritional 
needs are greatly increased and the 
dietitian will have to provide high ca- 
loric, high protein supplements and per- 
haps fat emulsions in addition to re- 
gular meals. lnacti\-ity for a prolonged 
period wiII require close attention to 
the bulk content of the diet: high iron 
is also necessary to help combat the 
associated anemia. 
The importance of personal interest 
on the part of the dietitian cannot be 
overemphasized. Pain. shock. and fear 
of disfigurement or impainnent may 
often destroy not only the badly burn- 
ed patient's interest in food but even 
his interest in living as well. The diet- 
itian wiII have to use aII the patience. 
tolerance and understanding she can 
command to encourage this patient to 
cat. In such cases it is not unusual to 
have food become a convenient scape- 
goat upon which a patient may vent 
his hostilities. and constant attention 
and con<;ideration mu<;t he given to 


attractive service and food preferences. 
Between-meal feedings can often be 
used to increase protein and caloric 
intake. Dry skim milk powder can be 
added to breakfast cereals, milk, milk- 
shakes or eggnogs, cream soups, cus- 
tards. puddings, etc. to provide extra 
protein. Snacks of unsalted nuts and 
raisins rather than candy can be en- 
couraged as the fonner provide high 
amounts of protein and iron. Night- 
time extra meals of meat. egg. cheese 
or peanut butter sandwiches and milk 
provide extra, nutrionaIly-good ways 
of encouraging patients to meet their 
dietary requirements. Remember, these 
should be attractively served - no 
paper bags and bent paper cups stuck 
cut-of-reach on the bedside table! 
Relatives can be encouraged to take 
part in the patient's dietary planning. 
They may suggest favorite foods and 
assist in encouraging the patient to 
eat the right foods. A special treat can 
be brought from home. Relatives and 
friends often appreciate advice on what 
to bring into the long-tenn convalescing 
patient. and a few words about the 
value of a special thick milkshake from 
the comer ice cream parlor can please 
both patient and friends. 
Dietary health teaching to patient 
and relatives should go on throughout 
the patient's convalescence. The hos- 
pital phase of the illness is only part 
of a long period of recovery and re- 
habilitation. Teaching. to be effective. 
must be planned and carried out. 
Close communication and coopera- 
tion between the medical, nursing and 
dietary staff is essential if the above 
needs of the badly-burned patient are 
to be met effectively. Planned patient 
conferences between the dietitian and 
the nurses can do much to promote 
good patient care. 
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UNDERST ANDING 
PSYCHOMETRIC 
TESTS 


P ART TwO 


A description and analysis of three pre-nursing admission tests. 


The first of this two-part series 
discussed the construction, uses and 
evaluation of psychometric admission 
tests as they apply to schools of 
nursing. 1 This article continues the 
discussion through the analysis of 
three pre-nursing admission tests and 
the application of the criteria discus- 
sed in Part 1. The analysis will be 
based on the information available 
in the manuals provided for the 
fol!owing tests: The George Washing- 
ton University Series Nursing Tests 
(GWUNT); The Psychological Cor- 
poration Entrance Examination for 
Schools of Nursing; and The National 
League for Nursing Pre-nursing and 
Guidance Examinations. 
Each test will be discussed under 
four main headings: purposes and 
uses, structure, evaluation and sum- 
mary. Under the first heading, the 
purposes and the objectives of the 
test as stated in the manual and the 
uses for the test will be described. 
In the evaluation section, the 
criteria described in Part I, will be 
applied insofar as available informa- 
tion pennits. That is, for each test, 
validity, reliability, norms and prac- 
ticability will be evaluated. This 
section will also describe procedures 
for test use and will include informa- 
tion about administration of the test. 
methods of obtaining tests, costs, and 
the services offered by the test pub- 
lishers. Figure 1 summarizes the above 
headings and the topics to be discus- 
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sed under each. For each test, the 
statements will be followed by some 
summary comments including a few 
general words about strength and 
weakness. 


The George Washington University 
Series of Nursing Tests (GWUNTI:! 
1. Purpose and Uses 
This series is composed of five tests 
that can be used either individually 
or as a battery. Two main objectives 
are stated: to aid in the selection of 
students from applicants to nursing 
schools; to assist in the guidance and 
counseling of students after they have 
entered nursing schools. 
The specific purposes of individual 
tests in the series are: to measure the 
candidate's aptitude for nursing; to 


1. 


Purpose 
and Uses 
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measure reading comprehension; to 
measure capabilities in arithmetic and 
knowledge of science. In addition, the 
series also contains an "Interest Pre- 
ference Test for Prospective Nurses" 
that attempts to measure the can,l!- 
date's interest in this profession. 
When used for admission purpost:s, 
the test results would, of course, be 
used in conjunction with more tra- 
ditional information (grades, interview 
data, etc.). After admission, test results 
could be used diagnostically to ascer- 
tain possible reasons for student 
problems with coursc work or clinical 
assignments. They could also provide 
information to guide faculty when 
counseling students. Finally, compari- 
son of test results with subsequelt 
performance could provide information 
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about trends in the composition of 
the student body (are we attracting 
better students now?), about the ap- 
plicability of the tests themselves to 
any particular school's needs, or about 
the relative performance of specific 
classes. Figure 2 shows the above uses 
diagramatically. Obviously, the above 
uses apply not only to the GWUNT 
but, to some extent. to aU pre- 
admission nursing tests. 


2. Structure 
The test has five sections that can 
be used separately or as a complete 
battery. The first test, "Aptitude Test 
for Nursing," has five parts. These 
test: judgment in nursing situations; 
memory for anatomical diagrams and 
nomenclature; knowledge of nursing 
information; scientific vocabulary; and 
aptitude for following directions. The 
second test, "Reading Comprehension" 
contains nine different passages. Each 
passage is followed by six questions 
that can be answered by one word. 
This test puts time pressure on the 
candidate as she is warned at its 
beginning that she may not complete 
it. The third, an arithmetic test 
composed of four parts, attempts to 
assess the candidate's knowledge and 
understanding of decimals, percentages, 
fractions and equivalents. The fourth 
test, "General Test for Prospective 
Nurses," is composed of a series of 
85 multiple-choice questions and at- 
tempts to assess knowledge in general 
science, chemistry and physics. 
The fifth, "Interest Preference Test" 
is untimed and aims to identify the 
candidate's desire for or interest in a 
nursing career. The candidate indicates 
her degree of preference for an occupa- 
tion by choosing from a five-lettered 
scale. The same type of scoring is used 
for the activities portion of the paper. 
The tests and time allowance are: 
I. Aptitude 
preliminary sheet 
test paper 
2. Reading Comprehension 
3. Arithmetic 
4. General Science 
5. Inlerest Preference 
maximum allowance 
Tolal Approximate Time 


10 min. 
35 min. 
30min. 
20 min. 
JOmin. 
untimed 
30min. 
2 1/2 hours 


3. Test Evaluation 
The usual methods for evaluating 
psychometric tests are experimental. 
Tests are administered to selected 
groups and the results analyzed to 
determine: whether the test in fact 
measures the factors for which it was 
designed (validity); whether the test 
is consistent in measuring those factors 
(reliability); and whether the test 
results apply equally well to all the 
groups of persons that may be tested 
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3. Counselinp; 
pre- and post- 
admission 


(norms). The George Washington Uni- 
versity Series of Nursing Tests has 
had relatively extensive experimental 
evaluation with good results.: 1 However, 
some aspects of the evaluation must 
be considered carefully by prospective 
users. 
a. Valic/ity: On the basis of three 
experiments performed between 1940 
and 1950, the validity of the George 
Washington Series appears generally 
high. Test results indicate, however, 
that the interest test may not be as 
useful a prediction of success in nurs- 
ing schools as the other parts of the 
battery. Also, the ability of the series 
to predict success in the clinical area 
does not appear to be as high as it is 
for academic subjects. 
.:; 
b. Reliability: Reliability coefficients 
calculated for the five tests in the 
GWUNT were very high. Data for 
the calculations come from a study of 
200 applicants to District of Columbia 
nursing schools in 1945. The nursing 
aptitude test obtained the highest 
reliability coefficient. 1I 
c. Norms: The experimental work in 
the development of this Series was 
carried out with the cooperation of 
nursing schools in the District of 
Columbia. Follow-up studies on the 
use of the tests were made in 28 
nursing schools in various locations 
throughout the country. Thus the group 
against which users of the test will 
compare their results came primarily 
from the District of Columbia during 
1930 when the test was originally 
developed or 1949 when it was revis- 
ed. However, the manual states that 
the tables that are utilized to obtain 
student ratings have been constructed 
from the results of a large number of 
tests administered to applicants scat- 
tered across the United States. Thus, 
the possible bias in the original sample 
may be offset. 
d. Practicability: The tests may be 
purchased and administered by the 
personnel at any nursing school. The 
cost is reasonahle and the instructions, 


" 


4. Comparison of 
entering classes 
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scoring and interpretations arc clearly 
explained. Since the question sheets 
for each test are distributed separately 
and each test is timed, administration 
to a large group may turn out to be 
awkward. Some confusion may arise 
in the handling and collecling of the 
material. Since the answer sheets are 
included with the tests, the latter 
cannot be used again. Although the 
marking is relatively simple, it may 
prove to be time-consuming for those 
doing it, particularly if the test is 
administered to a large group. 
4. Summary 
The GWUNT can be used either as 
a battery for pre-admission or indi- 
viduaUy. The test are designed for use 
by nursing school personnel in the 
selection and guidance of nursing 
students. Although the instructions for 
the administration are relatively long 
and detailed, the tests are easy to 
score and interpret. Users should plan 
to set aside time to score them. They 
can be administered to a large group 
of applicants simultaneously. 
Some aspects of the validity. reliabi- 
lity and nonns should be considered 
carefully by admissions officers in 
Canadian schools of nursing. The 
restricted sample used to validate the 
test suggests that prospective users 
should be studied to determine if the 
rating scales are appropriate for their 
applicants. Also. the test was last 
revised and tested in 1949 and 1950. 
The many social, economic and tech- 
nological changes that have occurred 
since then have had a profound impact 
on our everyday lives.' Thus. students 
from otherwise similar backgrounds 
may answer the test questions
 differ- 
ently today than they would have 15 
years ago. 
For the above reasons. it i" ad- 
visable for schools of nursing that use 
this test series, to consider constructipg 
their own norms. In other word". t
e" 
should record their test results and 
compare them with later classroom and 


MA Y 1965 


377 



clinical performances. Thus, over a 
period of time. the usefulness of the 
test for evaluating applicants for any 
particular school can be evaluated. 
Such evaluation requires careful statis- 
tical analysis. however. and nursing 
school administrators arc urged to 
obtain competent advice. 
Psychological Corporation Entrance 
ExaminationS 
I. Purpose and Uses 
This test was designed. developed, 
and administered by The Psychological 
Corporation and is specifically stan- 
dardized for use by schools of nursing.!! 
Like the George Washington Series. 
the examination is intended to be used 
either for admission purposes or for 
analyzing student problems and assist- 
ing subsequent counseling and guid- 
ance. 
In 1962. the Corporation completely 
revised. edited and pretested the exa- 
mination for applicability in the field 
of nursing. The examination consists 
of specially constructed tests for 
exclusive use by directors and admis- 
sions committees in schools of nursing. 
It is usually administered to senior 
high school students desiring to enter 
a diploma school. 
2. Structure 
The test is divided into two basic 
parts. The first is a scholastic aptitude 
test to measure mental ability and 
contains five separate tests. These 
tests are timed. and assess the appli- 
cant's knowlcúgc and skills. verbal 
reasoning. science information. read- 
ing skills and general cultural know- 
ledge. The total of the resulting scores 
is called the "composite scholastic 
aptitude test score." This may be 
considered as a single index of the 
applicant's probable performance in 
the program insofar as ability is con- 
cerned. Personality variables are asses- 
sed in the second part of the' test. 
Part One of the P.T.e. Entrance 
Examination for Schools of Nursing, 
tests: 
I. Verbal Ability to assess applicant's 
word knowledge; 90 items included: tech- 
nical vocabulary void. 
2. Numerical Ability to asses
 skill 
solving arithmetic problems. decimals. 
fractions. p::rcentage (1/2 of the score); 
second half of the score requires quan- 
titative reasoning and problem-solving. 60 
items. Numerical score is both parts. 
3. Science Information to as
::ss hack- 
ground of biology. chemistry and physics 
that are considered important in the 
scientific subjects in the nursing curri- 
culum. 
4. Reading Skills to estimate level of 
reading comprehension and analyze writ- 
ten mat::rials similar to those found in 
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textbooks used in schools of nursing. 
5. General information - knowledg:: of 
arts. literature. social studies. 
The personality test is a special 
adapt ion of the Edwards Preference 
Schedule.]11 The manual states strongly 
that the measures are not to be used 
as an evaluation for admission, but as 
a method to provide the school facul- 
ties with useful data for counseling 
along professional and academic lines. I I 
This portion of the test is untimed. 
The personality inventory is used to 
survey the applicant's attitudes and 
feelings and contains six relatively 
separate measures: achievement; or- 
derliness; persistence; congeniality; 
altruism; and respectfulness. Figure 3 
lists the personality measures and their 
definitions. 


3. Evaluation 
Available information on the validity, 
reliability and norms of this examina- 
tion is limited. For example, the 
manual does not state the norms used 
or the reliability. Nevertheless, the 
Corporation does check these measures 
periodically. Information from recent 
correspondence mentions yearly sampl- 
ing. In 1962, the Entrance Examina- 
tion was completely revised so the 
relevance of the test for today's 
students is probably high. 
a. Validhy: I>oes the test measure 
what it is supposed to measure? The 
Psychological Corporation has under- 
taken research on the validity of its 
Entrance Examination. Test scores 
have been compared with grades in a 
number of schools of nursing and with 
state licensure examination scores in 
different parts of the United States. 
The manual states that the completed 
validation studies indicate that the 
students with the lowest "scholastic 
aptitude total" scores tend to do the 
poorest work in schools of nursing. 
These poorer students are also the 
ones most likely to drop out or to 
become academic failures. In general. 
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attain succsss 
and rscol!;"ition 


\ 


the coefficient correlations between the 
scholastic aptitude grades are favor- 
able. The manual states that relation- 
ships with licensure examination aver- 
ages have been about the same. 
b. Reliabilhy: Studies carried out by 
the Corporation indicate generally high 
reliability. They related scores on the 
individual tests comprising the Entran- 
ce Examination to the total scores 
(scholastic aptitude total) obtained. 
Correlation indexes for numerical rea- 
soning were lowest and verbal skills 
highest. Most indexes were high. 
(over 0.8).1:? 
c. Norms: A random sampling is 
taken by the Corporation every year 
to be certain that the nonns remain 
standard. This sampling is obtained 
from all of the schools who make use 
of the entrance examination without 
regard to program or regional area. I:! 
d. Practicability. A special nursing 
division within the Corporation selects 
qualified persons to administer the 
examinations periodically at various 
centres across the country. Arrange- 
ments can be made for applicants to 
take the test by writing to the Testing 
Service and obtaining a schedule. The 
fee per applicant is $8.00 and the 
tests are scored by the Psychological 
Testing Service. Student profile sheets 
containing individual test scores, the 
composite test scores and personality 
profiles are sent to the nursing schools 
to which the student has applied. 
Unlike the George Washington 
Series, where each test in the examin- 
ation is distributed and collected 
separately and instructions are read 
to applicants, this examination is 
completely contained in one booklet. 
The administrator only need indicate 
when the applicants start and stop the 
various tests. Noise. confusion and 
delays are thus considerably reduced. 
The test format is also more readable 
than the George Washington Series. 
thus leading to less student strain. 
The instructions in the examination 
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book.lct are .very clear with separate 
directions for each test. The print is 
large enough for easy reading. 
4. Summary 
There are sevcral obvious strengths 
for this admission test arising from 
its administration. The testing is 
handled by the Psychological Testing 
Corporation and administercd by quali- 
fied personnel. Scoring and interpre- 
tations are done by the agency and 
student profile analyses are sent to 
the schools for interpretation. Chances 
for erroneous marking are thus reduc- 
ed. The Psychological Corporation 
also provides free achievement tests for 
those schools that use their pre-admis- 
sion entrance examinations. These total 
12 tests in all of the clinical areas, as 
well as in nutrition, chemistry, micro- 
biology. physiology and anatomy. Be- 
cause the Entrance Examination for 
Sr:h031s of Nursing was recently revis- 
ed. it is more reasonable to consider 
whether it is more applicable to today's 
candidatcs for schools of ;lursing than 
tht: George Washington Series.
 Lack 
of compa;ative data. 
however. preclude 
any reasoned conclusion on the ques- 
tion. 
The lack of information about the 
group on which the indexes are created 
is a major deficiency in this examin- 
ation series. The same comment applies 
to reliability data. It may be that 
t'1e recent revision has not allowed 

lIfficient time to elapse to include 
tl)e above i'lformation in the manual. 
H"wever. the interested reader may 
rbtai.... this information by writing to 
the C"rporation. Users of this test 
<;hnurd c"nmare test scores with sub- 
eeqUC'lt performance so that an ob- 
j-xtive evaluation of the test's appli- 
cability may be reached. The fact 
that the test areas are devised primarily 
f"r use by applicants in the U.S.A. 
also pnses a problem for Canadian 
schools of nursing. Many questions in 
o"e portion of the test are related to 
American history. Although they ap- 
pear to be questions on an elementary 
level. Canadian applicants may not do 
so well with the questions as their 
American C0unterparts. The relative 
Jack. of sophistication in writing psy- 
chometric tests that is characteristic of 
Canadian students may also influence 
their performance. Another word of 
caution is in order about the use of 
the Personal Prefcrence Schedulc. The 
results of this test. lik.e the above tests. 
should be used in conjunction with 
interview and biographical data. 
NlN Pre-nursing and Guidance 
Exnminations. I :\ 
J. Purpose and VI.es 
This test is for use by approved 
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schools of nursing in evaluating senior 
high school students desiring to enter 
schools of nursing. The purposes are 
two-fold: as an admission test to be 
us-ed in addition to other information 
about the candidate. The League states 
that the test provides some forecast of 
thc prospective candidate's potential 
for completing the program. The sec- 
ond purpose of the test, as with the 
ether tests discussed. is to assist in 
the areas of counseling and guidance. H 
2. Structure 
The test is composed of five sections 
that are administered as a battery by 
the National League for NursingY It 
includes a test for academic aptitude 
that results in two scores, one for 
verbal and one for quantitative abili- 
ties. The "Reading Comprehension 
Test" l11fasures speed and accuracy in 
reading and the candidate's degree of 
understanding of the material read. 
The applicant's skills in coping with 
arithmetic problems (addition, frac- 
tions. percentages, decimals) is tested 
in the "Mathematic's Test." Knowledge 
of natural sciences (biology. chemistry 
and physics) is tested in the "Natural 
Scienoe Achievement Test." The final 
test. the "Social Studies Achievement 
Test." measures the student's know- 
ledge of facts and concepts from the 
areas of economics. government. sports, 
literaturc. and American and world 
history. There arc no personality or 
interest tests offered. In this respect. 
the League states that no criteria 
for the qualities of a good nurse have 
yet been established; therefore. no 
single set of foundations for the 
construction of a personality or interest 
test can be agreed upon. Figure 4 
summarizes the test.'" 


3. Evaluation 
a. Validit\": N LN has spon
ored or 


\ 
4-5. Natural Sciences Achièvement 
Test and a Social Studies 
Achievement Test 
- attempts to measure knowledge 
and understanding of biological 
and physical science and of 
social and political back- 
ground in the American 
and World setting 


Fig. 4 


collected several studies that evaluate 
its pre-nursing and guidance tests. li 
Studies have been performed on the 
individual tests as well as on the 
complete battery. Also, test results 
have been correlated with success in 
schools of nursing and in licensing 
examinations. IH . The studies of the 
examination validity indicate good cor- 
relation between the test scores and 
success in a school of nursing. In 
other words, the higher the student 
scores, the more likely she is to gra- 
duate from the basic program in nurs- 
ing and become licensed. Correlation 
data also indicate that each score test 
in the battery makes some contribution 
to the production of success of these 
students' even though these contribu- 
tions vary. The NLN Test Service 
recently completed another validity 
study. 
b. Reliability: Reliability studies 
have also been made. Calculations 
based on schools of nursing in over 
25,000 applicants to 569 schools of 
nursing in 41 states resulted in rela- 
tively high indices of reliability both 
for individual tests and for the battery 
taken as a whole.lI l 
c. Norms: Information in the manual 
indicates that the sampling is represcnt- 
ative of the applicants entering schools 
of nursing in the United States. The 
norm group for this test in the last 
periodic revision ( 1961 ) of the 70 
ratings in the pre-admission tests. total- 
led 32,208 applicants. The testing 
period occurred between SePtember 
1959 and August 1960 and included 
532 schools of basic professional nurs- 
ing in 45 states and the District of 
Columbia. The sampling itself is lieted 
in the manual. The group induded 
women. men. whites. non-whites. ap- 
plicants to large schools. smaller 
schools and those in public a"'d 
private institutions. In addition. the 
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schools wcre operated under scctarian 
and non-sectarian auspices. From the 
above information. it is reasonable to 
conclude tcst sampling fairly represent- 
ative of the population of applicants 
to schools of nursing in the U.S.A.:!u 
d. Practicability: The National 
League for Nursing assumes responsi- 
bility for the administration and scor- 
ing of the tests and the interpretation 
of the sCOres. In addition to sending 
the test results to the nursing schools, 
the NLN Test Service provides achieve- 
ment tests in all the subject areas. The 
manual, although in fine print, is easily 
read and provides thorough back- 
ground information. Instructions on the 
methodology for doing validation stu- 
dies are included in the manual for 
the benefit of schools of nursing. 
4. Summary 
The NLN performs periodic valida- 
tion studies and is constantly revising 
the manual. The pamphlet explains 
administrative interpretation of the test 
results. In addition, achievement tests 
are available to the schools. The 
manual clearly explains how validity 
studies may be done by faculties within 
the school. In addition, other tests 
for nursing assistants, etc.. are avail- 
able. Unlike GWUNT and The Psy- 
chological Testing there is no person- 
ality or interest test available. 
Analysis of studies on the test norms 
supports the conclusions that the rating 
scales are based on a broad sampling 
and representative of applicants to 
schools of nursing in the United States. 
Similarly. the test validity and reliabili- 
ty indexes are high. 
Conclusions 
The structure and content of the 
three pre-admission examinations re- 
viewed here offer nurse educators only 
moderate differences of choice. All 
serve the same basic purposes. The 
construction of the tests are basically 
similar. although the George Washing- 
ton Series does offer some flexibility 
by making individual tests available as 
wcll as the complete battery. Unlike 
the other two. however. it does not 
offer a test for knowledge of arts and 

ocial studies. Under certain circum- 
stances. this lack may be viewed as 
an advantage since it is in these tests 
that questions based on American 
history and culture probably occur 
most frequently. Of the three. the 
National League for Nursing Ad- 
mission Test alone does not attempt 
to measure personality Or interest. 
Evaluation of the three serics does 
provide some broader bases for dis- 
crimination. Empirical tests of the 
George \V ashington Series indicate 
relati'Vely high r
liability and validity. 
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The norms, however. were based on a 
sample of one urban area, the District 
of Columbia. Also. it has been 15 
years since the test was last revised. 
The suitability of the test for today's 
applicants to Canadian schools of 
nursing should be assessed carefully by 
each school. 
The Psychological Corporation and 
The National League for Nursing tests 
are based on broader, probably more 
representative groups. Both these tests 
have also been recently revised. Studies 
on their reliability and validity report 
high over-all values for both measures, 
although some parts of each test rated 
lower. Information on reliability and 
validity is more readily available from 
the National League for Nursing than 
from the Psychological Corporation. 
Schools that desire freedom to select 
the times to test applicants and thus 
to obtain test scores should consider 
the self-scoring George Washington 
Series. This series can be administered 
and scored by nursing school person- 
nel. On the other hand. The Psycholo- 
gical Corporation and The National 
League for Nursing series must be 
administered by persons whom they 
have selected. Scoring is also done by 
the above agencies. The convenience 
of these latter arrangements comes 
from the lack of necessitv for the 
school faculty to become involved. 
For all three tests, users would be 
wise to check test results against later 
achievement. Canadian students tend 
to be less sophisticated in writing psy- 
chological tests. Parts of all the above 
tests assume knowledge of the United 
State,> that may not be common to 
Canadian applicants. Finally. none of 
the above tests have been validated for 
predicting success in clinical nursing 
(as opposed to academic success). 
Schools of nursing whose objectives 
rank clinical performance highly may 
thus find these tests less useful than 
would other schools. For most schools. 
the above considerations should not in- 
itially disqualify any of the three tests. 
However, their early use should be 
carefully integrated with more tradi- 
tional admission and counseling pro- 
cedures. 
Psychological pre-admission tests 
provide a means for making finer 
distinctions amonj!. applicants. How- 
ever. these tests should be used with 
care. To reap their benefits. schools of 
nursing must systematically examine 
and evaluate any test that thcy select. 
Usually the dividends will be worth 
the investment. 
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A cursory review of nursing journals reflects the unquestionable concern about 
the changing character of nursing. There is considerable criticism of what 
nursing was in previous decades; much dissatisfaction, and even dissention 
about what it is Or should be today; genuine and, to my mind, legitimate 
anxiety for what it mayor may not become in the future. 


Growing Pains 
Since its inception as a science and 
art, nursing has struggled through an 
insecure childhood and achieved an 
impressive but nebulous identification 
of "service to mankind." It stands pre- 
sently in the midst of adolescence 
- a very turbulent. disrupting, but 
important phase of life. It is tur- 
.bulent because of the extreme com- 
motion caused in the individual by 
spontaneous, rapid biological develop- 
ment while intelligence and emotions 
lag behind. It is disrupting because the 
conflict of conformity versus indepen- 
dence must be resolved to the satisfac- 
tion of the individual. his home and 
society. It is important because it is a 
time of growth during which a genuine 
identification must be established if the 
person is to enjoy a happy. successful 
adult life. 
This secondary identification is 
much deeper and more significant than 
the primary one of childhood years. At 
that time. the process involved such 
questions as "What am I?" "Who am 
I?" and "What can I doT It concerned 
masculinity, femininity and capacity 
to perform. In adolescence, identi- 
fication involves "What is my role 
and function as an adult and how 
can I best prepare myself for itT In 
addition it includes practising the res- 
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ponsibilities of the adult role so as to 
ensure a smooth transition at the ap- 
propriate time. 
Nursing is experiencing the problems 
and growing pains that are an inevita- 
ble consequence of adolescence. The 
fantastic growth in membership is com- 
parable to spontaneous biological de- 
velopment. As a group you are strug- 
gling with the problem of conformity 
to the demands of related and more 
powerful disciplines, as opposed to in- 
dependence and self-control, and most 
of all, you are groping and searching 
for your secondary identify, and asking 
yourselves such questions as: "Is nur- 
sing a trade, an industry, or a profes- 
sion? What is our definition and pur- 
pose? What and how should we pre- 
pare for the future?" The answers to 
these questions will determine your 
role and function for adult life. 
Perhaps the most disquieting feature 
about your adolescence is the frantic 
preoccupation with the importance of 
nursing art and science, and the related 
conflict of nursing service versus nur- 
sing education. No matter where you 
move in nursing circles, the conversa- 
tion is invariably charged with explo- 
sive elements from these two bones of 
contention. This is not necessarily a 
bad thing until it begins to drive a wedge 
within the rank and file of members 
and, unfortunately, this may be hap- 
pening at the present time. The conse- 
quence is that, as a group, you are be- 
coming so concerned with the brains 
and corporal structure of nursing that 
you may be overlooking the very heart 
of nursing. the dynamic force that gave 


it birth and meaning - love of the 
patient and the gift of self to help the 
individual to grow physically, psycho- 
logically, spiritually, socially or what- 
ever his needs require. Should this 
"heart" be discarded, it would be a 
tragic state of affairs for humanity 
since nursing would then be reduced 
to a mere intellectual shell. 


Danger Ahead 
What is the trend in nursing today? 
From an outsider's point of view, it ap- 
pears that graduates hasten to become 
educators, administrators, policy-ma- 
kers, efficiency experts and, in general. 
executives of one kind or another. This 
is not necessarily a negative feature in 
itself, until a point is reached where 
the patient sees less and less of the nur- 
se and more and more of the assistant. 
the attendant, and the housekeeper. 
This may be a real danger signal that 
either nursing is attempting a pseudo 
heart transplant, or worse still. is con- 
sciously allocating and relinquishing the 
very essence of its definition to allied 
groups whose raison d'être does not en- 
compass such a broad and sensitive role. 
Such a situation could signal the be- 
ginning of the end for nursing as a nur- 
turing profession and its establishment 
as some new technical science ancillary 
to medicine. If this tragedy is to be 
avoided, it is your official organiza- 
tions, your schools of nursing and sim- 
ilar representative bodies who must 
face the issues squarely and deal with 
them effectively. All of you collective- 
ly, and each of you individually, have 
the responsibility to keep and streng- 
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then the heart of nursing if you wish 
to guide it through adolescence with 
dignity and stability and launch it as 
a mature and productive adult. 
Why do so many young graduate 
nurses aspire to become educators, ad- 
ministrators and executives? Are they 
all genuinely concerned with education 
and administration? In some cases. this 
may be so, but in too many other in- 
stances, their motivation is based on 
achieving a respectable salary, contin- 
uous day-duty, weekends and holidays 
off, and the additional unknown ben- 
efit of elevated status. Can you blame 
them? They have a right to improve 
their occupational status and livelihood, 
but in the process, two unfortunate by- 
products may occur: First, many tend 
to lose interest, often to a great degree, 
in patient-interaction; secondly, when 
they complete postgraduate prepara- 
tion they are not immediately effective 
as educators or administrators. This 
plateau takes an additional three or 
four years of experience to achieve and 
there are some who never achieve it. 
In addition, many leave the sacred cor- 
ridors of knowledge heavily biased to- 
ward their own specialties and, as a 
result, all nursing is henceforth eval- 
uated in terms of service, education, ad- 
ministration, public health, or what 
have you. They have a restricted per- 
ception of the patient and, as they go 
forth to correct the problems of the 
world, they frequently serve to disor- 
ganize the progress of nursing and some- 
times provoke a state of regression. 
Professional or Not? 
Is nursing a profession or not? Dr. 
Marie lahoda dealt with this question 
very straightforwardly in an address 
given at the Congress of the Interna- 
tional Council of Nurses in 1961. In 
part, she said: 
A profession implies that the quality of 
work done by its members is of greater im- 
portance and a source of greater satisfac- 
tion in their own eyes and in the eyes of 
society than the economic rewards they 
earn 
On this basis alone I doubt that any- 
one will argue with the fact that nur- 
sing is a profession. She continues: 
The es
ence of a profession. then. is that 
it is an organization of an occupational 
group based on the application of special 
knowledge. which establishes its own rule
 
and standards for the protection of the pub- 
lic and the professionals. 
This statement gives meaning and 
direction to your professional organi- 
zation. Since you are obliged to protect 
the welfare of the public, you must ne- 
cessarily see to the welfare of your- 
selves as professionals. I seriously doubt 
that Dr. lahoda's definition would in 
any way he impaired hy your collective 
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efforts to improve your financial status 
beyond the salary level of a mediocre 
secretary. Nurses are indispcnsable! 
Remove the doctors from a depart- 
ment; leave a resident with the nursing 
staff and the department will continue 
to survive for a good period of time. 
Reverse the situation and progress will 
soon come to a halt. Your service is 
indispensable; you are specialists; you 
are professionals and you deserve to be 
recognized as such from all points of 
view, not the least of which is the fi- 
nancial one. 
If, however. you are complacent or 
content with the marginal recognition 
and limited material rewards that you 
presently receive, then you must accept 
the consequences, for no one will come 
forward to hand you rewards that you 
do not feel rightfully entitled to and 
upon which you insist. 
You must attract and recruit the ta- 
lented youth of today if you hope to 
solve your problem of shortage. This 
will not be achieved by appealing sim- 
ply to their love for mankind. Too many 
other professions are founded on 
service to mankind as well and provide, 
in addition. many more tangible re- 
wards that yours does not but should 
enjoy. If you are to sustain and impro- 
ve your own motivation and growth, 
you must elevate your status as a whole. 
This includes the material benefits 
as well as the quality of your service. 
If this goal is to be achieved, the initia- 
tive for advancement must come 
from you as nurses. Only if you work 
together can you succeed. You may 
find that, as a by-product, you will put 
a quick stop to your members rushing 
away from patient-centred nursing to 
become executives for the sake of an 
additional $500 a year and two more 
weeks' vacation. 


What of the Future? 
If we agree that nursing is a profes- 
sion now, will it continue to be one in 
the future? The general consensus is 
that the character, the personality of 
nursing is changing because the com- 
munity itself is changing. There is sur- 
prisingly little concern about the chang- 
ing image of nursing that is projected 
to the public. Have you ever wondered 
how the public perceives your profes- 
sion? Personally, I would not be sur- 
prised to discover that there is much 
confusion and misunderstanding. Af- 
ter all, it is becoming increasingly dif- 
ficult for even hospital staff to identify 
nurses on sight so the public may be 
justifiably confused. There was a time 
when a nurse could be identified by a 
white uniform and a white cap with 
a black band. I dare anyone of you to 
enter a hospital cafeteria now and iden- 
tify all of the nurses from a distance. 


You will be fortunate if you reach the 
70 per cent level. Today, there are 
double bands, wide bands, thin bands, 
no bands and a variety of styles in 
caps. Why is this so? I have asked many 
nurses and the reply is always stand- 
ard. This is the cap of my School. I 
want to be recognized as a graduate 
from that SchooL" What a pity that 
you insist on such a juvenile manifesta- 
tion of allegiance to your Alma Mater. 
It is unfortunate that schools of nur- 
sing encourage this type of recognition 
and sad that your provincial and na- 
tional associations have not seen fit to 
introduce and/or achieve a standard 
of uniformity in this regard out of con- 
cern for the patient. 
An insightlul member uf your pw- 
fession has wisely stated that to be a 
('IJmpetent and effective nurse, one 
should experience the role of a patient. 
There is much to be said for that state- 
ment. You would be amazed by the 
intense anxiety that may be generated 
in a patient through failure to identify 
a nurse when she is needed. One pa- 
tient who was being discharged recent- 
ly summed up the situation appropria- 
tely when in reply to the question, 
"'How do you feel about your three 
weeks in hospital?" he said: "The 
students were wonderful to me; the 
room waS comfortable; but you can't 
recognize the registered nurses without 
a program!" 
The image of nursing is changing 
and all nursing organizations should be 
concerned about its quality and struc- 
ture lest the image deteriorate to that 
of technician, efficiency expert, scien- 
tific educator or the like. This would 
be a gross injustice that will strike at 
the very heart of your raison d'être - 
service to mankind. 


Professional Responsibility 
Professional organizations have the 
grave responsibility of steering nursing 
through its adolescence and providing 
for the future needs of society. Alrea- 
dy there is a fantastic shortage of nur- 
ses and you may very well be extinct 
before you become adult. Your survival 
rests, not on begging every Susan, loan 
and Mary to enter the profession, but 
rather on focusing your attention on 
the heart of nursing - service to help 
a person grow - and revising your for- 
ces to emphasize the implementation of 
this service in your daily work. More 
and more people are talking about the 
nurturing aspect of nursing; yet it 
seems that fewer and fewer nurses are 
engaging in it. Many people mistake 
nurturing as pampering a patient and 
indulging his every whim. This is not 
the essence of nursing; to do so would 
be to encourage and reinforce regres- 
sioll. To nurture is the intelligent, ar- 
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tistic giving of one's self to help a pa- 
tient reach the maximum degree of in- 
dependence. Only if you concentrate 
your energies in this area will you find 
your true, natural identity. This image 
must be presented to the public. togeth- 
er with an accurate description of the 
many realities, pleasant and unplea- 
sant, that are inherent in the career of 
nursing. 
May I suggest a review of your lit- 
erature for recruitment with a view to 
assessing the discrepency that may 
exist between fantasy and the true facts 
of nursing. If you find no such dis- 
crepancy, then may I suggest that you 
dispatch this literature to high school 
counselors, many of whom suffer 
from the illusion that the intellectually 
weak but sympathetic student constitu- 
tes the ideal candidate for nursing. 
I do not believe that it is necessary 
or advisable to lower your standards 
and sacrifice quality. It is imperative to 
contact the public and build up your 
image through communication and 
even publicity campaigns. Intellectual 
and emotional qualifications must be 
maintained and, in some instances, im- 
proved to ensure that applicants will 
be capable of fulfilling the varied re- 
quirements of patients. It is encoura- 
ging to note the recent trends toward 
acceptance of more men and married 
women into nursing education pro- 
grams. Both groups can add immeasu- 
rably to the stability and growth of 
your profession. It is to be hoped that 
these groups and the schools of nursing 
that receive them will respect and uti- 
lize the mutual contribution that each 
can make to the other for the welfare 
of the profession. It is imperative that 
all parties concerned be sufficiently ma- 
ture to perceive and utilize the respec- 
tive difference of the groups as a source 
of strength for the profession as a 
whole and not as a threat of division 
among the ranks. This is important not 
only at the level of the schools, but al- 
so with respect to professional organi- 
zations. 
The voice of an organization is as 
strong as the individual members that 
comprise it. If you wish to advance and 
improve your standards. then you must 
take an active and interested part in 
your professional associations. If you 
are really a profession. then you have 
the responsibility to make them strong 
through personal participation. The 
number of nurses who lack interest in 
the one body that could advance their 
cause and needs has always surprised 
me. As in many other professions. there 
are too many passive members who 
begrudge their dues, stay away from 
meetings and criticize what is or is not 
done. 
This is a sad state of apathy and 
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suggest that the blame must be shared 
by the professional associations and the 
schools of nursing. The professional or- 
ganizations should consider themselves 
responsible for generating interest and 
enthusiasm, through an imaginative 
and dynamic platform that reflects the 
concern of the members. This interest 
must be generated not only in gradu- 
ates but also, and more important still, 
in undergraduates. You will not achieve 
success with the latter by a 30- 
minute talk to the graduating class. 
With so many thousands of students 
in your schools you should long 
since have had a national as well as 
provincial student membership with 
a special section of your organi- 
zations devoted exclusively to the 
needs and interests of this group. 
On the other hand. the schools have 
been negligent in not influencing their 
students in concrete ways to concern 
themselves with professional organiza- 
tions and to acquaint themselves with 
the structure, the history and the pre- 
sent policies and trends under debate. 
There is no reason why students should 
not become attuned to the important 
and complex problems that face the 
profession today and which will affect 
them as graduates in the future. The 
students have a right to be informed 
and the schools have the responsibility 
to inform and motivate them to partici- 
pate at their level. Then. perhaps, as 
new graduates, they will be more in- 
clined to continue and enlarge their 
personal contribution to the organiza- 
tion instead of adopting an apathetic 
"Iet-the-other-person-do-it" attitude. 
This is another way of saying that 
to maintain your equilibrium and sur- 
vive the conflicts of adolescence, you 
must utilize all of your resources, par- 
ticularly as you plan for the future. 
Schools and organizations must consol- 
idate their efforts to interest and stim- 
ulate the youth of the profession since 
they will have the responsibility for 
guiding and directing activities tomor- 
row. 
Nursing Service ys Education 
If I were asked to identify one of 
the conflicts that might threaten nur- 
sing most of all. I would surely have to 
point to the controversy between nur- 
sing service and education. Again, nur- 
sing journals reflect the increased at- 
tention that this topic is receiving. If 
you turn to the hospital environment 
and observe the attitudes displayed by 
the rival camps, you cannot help but 
wonder what this will eventually lead 
to and why. Both sides have failed to 
come to an understanding of each 
other's role and function vis-à-vis the 
patient. They feel threatened by one 
another's presence anrl f:ii! to q>P that 
cooperation j<; in the interest of all par- 


ties concerned. especially the patient's. 
Each side insists that its respective pur- 
poses are all-important and accuses 
the other of exploiting the students. 
Whatever else a hospital is, it is es- 
sentially an institution for the care of 
the sick. If this concept is accepted, 
then it follows that everyone in that 
institution contributes to this care, di- 
rectly or indirectly. Student nurses fall 
within this frame of reference and con- 
sequently their presence must contrib- 
ute to patient welfare through the ren- 
dering of some service. On the other 
hand, no one will disagree with the 
fact that rendering competent service 
requires a combination of academic 
training and clinical practice. The im- 
portance of education is an established 
fact, but the goal of nursing education 
should be to render better service. In 
other words, an "educated heart" and 
not just "an intelligence" should be 
the basic objective. 
There are abuses on both sides of 
the fence. Nursing service is usually 
short of staff and it tends to look to 
students to relieve the burden. This, I 
suggest, is permissible as long as it does 
not conflict with classes and working 
schedules and as long as it does not in- 
clude expecting students to assume and 
fulfill the role and responsibility of gra- 
duates. If the additional duties can be 
supervised and used as teaching exper- 
iences, it is unlikely that objections will 
be advanced. What happens too often 
is that graduates manipulate, or try to 
manipulate students into doing their 
work. This is both unethical and down- 
right illegal. 
Nursing education, on the other 
hand, is too frequently biased about its 
specialty and displays an "ivory tow- 
er" attitude that only serves to provoke 
animosity and hard feelings Many 
instructors express a need to 'Je per- 
ceived as educators by their peers but 
often they are essentially immature and 
inexperienced university products who 
lack general nursing experience and 
who parrot a summary of a textbook 
as though it were their own creation. 
Is it any wonder that a graduate of five 
or ten years' experience in service 
objects to the presence of a clinical in- 
structor with such an attitude? Person- 
ally, I think it would be very beneficial 
if the schools saw fit to oblige each 
of their instructors to spend at least 
two or three months, every two years. 
in nursing service. This would serve to 
consolidate the instructor's teaching 
within the broad framework of service 
to the patient. It would also reduce the 
"holier-than-thou" attitude that can 
precipitate so many conflicts in essen- 
tial groups who, by definition, should 
be dedicated to the same objective if 
the profession is to survive. 
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Adolescence is a turbulent and dis- 
rupting period. It is a time of change, 
a time of prob!ems. a time of confu- 
sion, a time of anxiety but, most impor- 
tant of all, a time of growth. As a pro- 
fession. you are experiencing the cha- 
racteristics 0: adolescence; a change in 
the character of nursing; a change in 
the public image of nursing. You have 
the problem of conformity versus inde- 
pendence. You must plan for your 
adult future. You have the problem of 
recruiting suitable candidates. This ne- 
cessitates the maintenance of s
.in!.!ent 
intellectual and emotional standãrds 
and an adequate screening program to 
support them. You must take steps 
to rectify the serious lack of research 
in the profession. This means that you 
must promote and encourage postgrad- 
uate specialization. You must not for- 


sake service as a prime objective, but 
neither can you dispense with educa- 
tion as a conditio sine qua nOIl. Both 
must be willing to understand and ap- 
preciate each other's contribution to 
the "educated heart" of nursing, and 
therein lies the foundation for your 
survival - an "educated heart!" 
When I say that the heart of nursing 
is the essential dynamic force that will 
give meaning and security to your 
growth and guide your profession safe- 
ly to adulthood, I know whereof I 
speak. My profession is allied to yours 
and dedicated to serve the same man- 
kind. Regardless of the problems that 
must be dealt with in order to survive 
remember that they are testimony to 
your growth. You have difficulties to 
resolve because you are growing and 
not standing still. They are a good sign, 


GENERAL MANAGER 


THE CANADIAN NURSES' ASSOCIATION REQUIRES 
A GENERAL MANAGER FOR ITS NATIONAL HEAD- 
QUARTERS IN onAWA. 


The positicn, reporting to the Executive Director, is 
newly Cleated as a re:>ult of organizational change. 
The successful candidate will have bcckground 
experience in both the research and pub!ishing fields 
with proven competence in business adminisîration 
in a managerial capacity. Nursing pre
aration is 
not a prerequisite for this position. 


Starting salary will be based on qualifications. 


EXECUTIVE DIRECTOR 


Submit complete résumé in confidence to : 


CANADIAN NURSES' ASSOCIATION 


74 Stanley Avenue r Ottawa 2, Ontario 
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a healthy sign. A measure of anxiety 
is a necessary prerequisite for growth. 
Keep anxious and you will keep grow- 
ing; become complacent and you will 
be destroyed. K ursing was born out of 
the need for loye and the need to love. 
Keep the emphasis on the heart of nur- 
sing at all times. If you educate the 
heart. and put heart into education, 
then the brains and corporal structure 
will always have meaning and direction. 
If the heart of nursing is your objective, 
it will see you through any turmoil 
safely and securely. In a world plagued 
with tension and threats, suffering and 
indignities, what greater service can 
justify one's existence than the gift of 
self for the happiness of others? Can 
you contemplate a more truthful and 
more beautiful definition of love? For 
the life of me, I can't! 


NURSING SCHOOL 
DIRECTOR 


seeks assistant to help with administration of curri- 
culum, supervision of instructors, and do some teach- 
ing. 
Methodist-Kahler, a 260 student, 33 faculty, diploma 
school with NLN accreditation, is part of the Ro- 
chester Methodist Hospital which is part of the 
extensive medical complex caring for Mayo Clinic 
patients. 
Excellent starting salary and benefits with good 
future potential. Master's degree in nursing education 
required. You'll like Rochester, Minnesota, population 
45,000, which has the warmth and friendliness of 
a smaller community and yet has diversified activi- 
ties of a larger metropolitan city. 
Culturally oriented, with an outstanding school 
system, and many excellent churches. Rochester is 
just 80 miles from Twin Cities. 
Travel expenses paid for interviews. 
Write Eleanor Smith, Director 


METHODIST-KAHLER SCHOOL OF NURSING 


116 - 2nd St. N. W. Rochester, Minnesota, 55901 
for the interesting facts, or phone 507-289-3326 
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NO PUPIL NEED READ THIS 
A group of research psychologists claims 
that one's attitude toward a person or a 
thing can be determined by the size of the 
pupils of the eye. The pupils are said to 
contract if their owner dislikes something 
and dilate if what the viewer beholds is 
pleasant or likeable. 
Now this could prove disturbing, if .not 
down right dangerous. We know of people 
who, if they met us again face to face, 
might completely lose their pupils. Of 
course, we know of others whose pupils 
would undoubtedly dilate to the point of 
embarrassment. 
And just think how this pupil on the 
rampage could make or break your day. It 
might even be enough to make one rush out 
to enrol in a beginner's course of "How to 
Win Friends and Influence Pupils." 
There's one consolation, of course. .If the 
pupils get hold of this and start behaving 
as these psychologists say they do, we'll no 
longer be in a frenzy worrying about wheth- 
er or not we should pay any attention to 
those TV commercials that advertise various 
soaps, toothpastes, body deodorants, etc. 
Well simply go out and buy them all. 


DOES THIS ALSO APPLY TO NURSING? 
A recent crtical letter to the Editor of 
the Toronto Star entitled "Youth Denied," 
from a young man who has apparently not 
found accommodation in one of Canada's 
medical schools, brings up a number of 
issues related to our inadequate capacity 
for training doctors. 
The letter . . . makes several accusations 
which reveal deficient understanding of the 
problems faced by professional schools, even 
in operating from day to day, let 
alone expanding. [It] brings up a question of 
fundamental philosophy, which the news- 
oap::rs have also mentioned - does a medi- 
cal school exist to supply doctors to society 
or to give young people an opportunity to 
become doctors? Perhaps there is no con- 
flict between these two purposes, although 
one can see that emphasis on one or the 
other must make differences in methods 
.and ultimate goals. . . . 
If the cutoff line for admission to medical 
schools comes at 70 per cent rather than 
65 per cent, the young person who is left 
out can make good use of his time and 
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try again next year. Many would be better 
for it . . . . 
Some communications on the problem are 
irritating because of their addictive use 
of crash program. There is doubt as to 
where the term was first used in regard 
to the burgeoning doctor shortage, but some 
blame must lie with the report of the Royal 
Commission on Health Services. We are 
inclined to parody the words of Irvine H. 
Page, who described the term breakthrough 
as, "that dreadful word" and call crash 
program, "those dreadful words." 
Even if new medical schools were ex- 
pedited with feverish haste, the achievement 
of functional results could never come so 
quickly as to make the term crash program 
descriptive. . . . 
No matter how irritated they may be- 
come, those waiting for places in medical 
schools must be patient. . The term 
crash program implies methods which would 
be apt to fail. We can proceed with careful 
urgency but one would hate to crash. - 
Editorial. Modern Medicine of Canada, 19: 
15-19, Nov. 1964. 


POLICY PAYS OFF 
What happens when a physician tells a 
patient to set his own fee? A Colorado G. 
P. found out when he decided to forgo fee 
setting for religious reasons and let each 
patient pay what he liked. His gross prac- 
tice income last year was $36,034. 
- Horner Newsletter. 


DIAGNOSING PHEOCHROMOCYTOMA 
A simple new test for the diagnosis of 
pheochromocytoma, a secreting tumor that 
causes a potentially curable form of high 
blood pressure, has been developed by 
scientists of the Public Health Service, U.S. 
Department of Health, Education and Wel- 
fare. 
This test, which can be carried out in 
a doctor's office, is known as the "tyra- 
mine pressor test." Injections of tyramine 
produce a much greater blood pressure rise 
(pressor response) in patients with pheo- 
chromocytoma than in normal subjects or 
patients with essential hypertension. Tyra- 
mine raises blood pressure by releasing 
norepinephrine from tissue storage sites. 
This pressor response is greatly enhanced 
in patients with pheochromocytoma. prob- 


. 


. 


ably because their tissue storage sites have 
become extremely well stocked. perhaps 
supersaturated with norepinephrine as a 
result of taking up the amine being inter- 
mittently or continuously discharged into 
the blood bv the tumor. 


PSYCHOTHERAPY 
Conjoint psychotherapy of marriage part- 
ners is a highly promising technique for 
treating family and marriage problems. Its 
rationale is based upon the premise that the 
most efficient way to impinge upon the in- 
terlocking adjustment of marriage partners 
is to have both participate in an insight- 
producing process. This therapy is clearly 
called for in: I. Family relationships in 
which commonly held distortions are so 
gross that speed in checking family disinte- 
gration is critical and 2. Instances in which 
the problems are largely of an acting-out 
nature, where the maneuvres can be seen. 
interpreted, and attached to underlying neu- 
rotic dynamisms. When therapy progresses 
to the point where the focus moves beyond 
mutual problems, further treatment must be 
on an individual basis. 
Before joint sessions, each marriage part- 
ner is seen separately two or three times for 
psychiatric history and diagnostic orienta- 
tion. Specific adaptive techniques which 
seem to be contributing to the family dif- 
ficulty are pointed out to each partner; thus. 
each has some idea of his contribution to 
the problem. 
Conjoint therapy then begins when the 
patients are ready. Material relevant to only 
one partner is not interpreted. The therapist 
remains neutral, although he may focus at- 
tention more on one partner than the other 
at any given time. 
Advantages of conjoint psycholherapy in- 
clude: l. Direct observation by both parti- 
cipants in the family problem; 2. Constant 
reinforcement of therapy by both partners 
between sessions, so that neither tends to 
fall back into old patterns of problem- 
solving; 3. Opportunity for the partners to 
gain insight individually as their problems 
arise in family context; 4. Reduced cost of 
treatment. - Watson, Andrew S. Conjoint 
Psychotherapy of Spous
s. American JOl/rnal 
of Orthopsychiatry, 33:912-922. 1963, a 
cited in Modem Medicine of Ctll/tlda. 
19:85-86. July. 1964. 
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When a procedure such as shaving 
becomes an established routine, it is 
almost sacreligious to question why 
it is done. Even to pin point the time 
when it was first advocated is quite 
difficult. De Lee meticulously describ- 
ed the details of perineal shaving in 
his book for nurses in the early 1900's 
and stated that "many cases of puer- 
peral fever are due to the lack o
 sur- 
gical preparation of the patient." How- 
ever, most of the elaborate washing 
and bathing preparations he suggested 
have been modified or discarded. The 
current textbooks on obstetrics for nur- 
ses also describe shaving techniques in 
great detail, and they invariably seem 
to accept the need without question. 
However, as early as 1902, cutting the 
lo'nger hair with scissors was advised 
as preferable to actual shaving. 
Several years ago it was suggested 
tha
 depilation of the perineum before 
dehvery was not necessary and in re- 
cent communications satisfactory ex- 
perience using a simplified preparation 
without shaving was reported. The 
postpartum courses in patients who had 
the .routine delivery prep, including 
shavmg, were compared with those 
w
o had onl
 clipping of the perineal 
hmr. Approximately 18% in the pre- 
pared group and only 12% in the un- 
p
epared were febrile. This significant 
difference, probably due to iatrogenic 
cont
mil}ation, showed that perineal 
shaving IS unnecessary for minor gyne- 
cological procedures. 


The authors are from the Departments of 
Obstetrics and Gynecology and of Patholo- 
gy. St. Paul Hospital, DalIas, Texas. The 
proj-ect was supported by a special grant 
from the Weinberger Ob.-Gyn. Research 
Fund. 
This article is adapted from an address 
presented to the American ColIege of Ob- 
stetricians and Gynecologists and permis- 
sion to publish was received from Ohltl'l- 
rics and Gynecology. 
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TO 


SHAVE 


A report of an. investigation to determine the need for shaving 
the pudendal-peT/neal area as a segment of the delivery preparation. 


The possible advantages of perineal 
shaving are: 
I. Improved surgical cleanliness. The 
hair, it is stated, may form a nidus for 
bacterial infection; 
2. episiotomy may be performed and re- 
paired without hair interference; 
3. lack of affront to the fastidious ac- 
coucheur. 
The disadvantages of shaving are: 
I. The procedure, even in the hands of 
skilIed personnel. often results in multiple 
scratches and abrasions. The labia and peri- 
neum are difficult areas to shave; 
2. regrowth of hair is usually accom- 
panied by itching. Scratching of this irrit- 
ating stubble can be annoying and em- 
barrassing; 
3. pudendal and perineal hair may form 
a protective cover to prevent direct contact 
with the sensitive vulvar region. 
The following investigation was car- 
ried out to determine if shaving does 
permit more effective sterilization of 
the perineum. 
Materials and Methods 
Our routine predelivery preparation, 
as in most hospitals, includes shaving 
of the pudendal and perineal areas. 
Catheterization is done only if the dis- 
tended bladder obstructs descent or 
rotation of the presenting part. Just 
before delivery the region is washed 
with a diluted pHisoHex solution. For 
the first study, patients were placed 
into two groups, 50 in each. Group A, 
t
e controls, had this routine prepara- 
tIOn. In Group B, shaving was omitted. 
At the time of delivery, cultures 
were taken by a special technique from 
the perineal area. The end of a 50 cc. 
syringe was cut off with a diamond 
glass cutter and the syringe was filled 
with hot blood agar. The plunger was 
held at the 50 ml. mark while the agar 
hardened. After 2 days of incubation 
to ascertain sterility, the media was 
ready to use. When the plunger was ad- 


vanced, a segment of the agar pro- 
truded from the end of the syringe. 
After the preparation outlined above. 
the perineum was blotted with a sterile 
towel and the agar was gently pressed 
against the skin. The episiotomy areas, 
midline and on either side, were select- 
ed in order to get representative cul- 
tures. Using a sterile tongue blade, 
the exposed segment of agar, 0.5 cm. 
thick, was "sliced" into a petri dish. 
Thereafter, routine bacteriologic tech- 
niques, including subcultures, were 
used to identify the organisms. 
In the unshaved groups, long hairs 
were cut with scissors to avoid inter- 
ference with forceps application, deliv- 
ery or episiotomy repair. 
The luxurious growth in the cultures 
after our routine preparation was pos- 
sibly due to the limited perineal scrub- 
bing time usually permitted by the 
urgency of the delivery. It was thought 
that this bacterial growth might be in- 
hibited by using a topical antiseptic. 
Povidine-Iodine Spray (Betadine) was 
selected because reports in the liter- 
ature indicated its effectiveness against 
organisms commonly present, its water 
solubility, and its non-irritating qual- 
ities. 
In the second investigation, the pro- 
cedures differed only in respect to the 
antiseptic agent used. Group C con- 
sisted of 25 patients who were shaved, 
and Group D, 25 patients unshaved. 
The perineum was washed with water 
to remove any gross contamination, 
and the Betadine was sprayed on in 
the usual manner. From I to 2 cc. of 
the concentrate were required to cover 
the perineal-pudendal area. A towel 
was held upright in front of the pa- 
tient's face to prevent aspiration of the 
antiseptic mist. 


Evaluation 
PHisoHex Routine 
a. Of 100 cultures taken. (shaved 


THE CANADIAN NURSE 



OR 


NOT 


TO 


HERMAN I. KANTOR, M.D., ROBERT REMBER, M.D., PABLO TABIO, M.D., and 
RONALD BUCHANON, M.D. 


and unshaved) all grew some type of 
bacterial organism. 
b. Breakdown of cultures: 
Shaved Unshaved 
(Group A) (Group B) 
2 2 


I. Hemolytic staph. 
(Coagulase Positive) 
2. Hemolytic staph. 
(Coagulase Negative) 
3. Escherichia coli 24 30 
4. Aerobactor 12 22 
5. Proteus 5 7 
6. Diphtheroids 2 2 
7. Strep. fecalis I 4 
8. Pseudomonas 0 I 
In order to interpret these results, 
they were regrouped as follows: 
Type of Shaved Unshaved Total 
Organism (50) (50) 
Gram + 29 28 
Gram- 41 60 


24 


20 


57 
101 


70 88 158 
. 
 (two x two) Chi Square Analysis 
mdlcated the dIfference in frequency 
of positive cultures between the shaved 
and unshaved groups is P=0.2B. This 
difference is not statistically significant 
and the sample is considered adequate. 
In 10 patients, after the pHisoHex 
preparation, hair was cut from around 
the introitus and pressed on to blood 
agar plates. Organisms similar to those 
listed above were identified. 


Betadine Spray Routine 
a. Of 50 cultures taken from Groups 
C and D, 20 of the shaved and B of 
the unshaved grew some type of bac- 
teria. 
b. Breakdown of cultures on shaved- 
unshaved basic: 


1. Hemolytic staph. 
2. Escherichia coli 
3. Bacillus subtilis 
4. Proteus 
5. Acrobactor 


Shaved 
(Group C) 
4 
7 
4 
4 
I 


Unshaved 
(Group D) 
4 
4 
o 
o 
o 
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c. The number of colonies isolated 
per culture varied from 1 to 25 with 
most being 5 or less. 
Tabulation of these results: 
Type of Shaved Unshaved Total 
Organism (25) (25) 
Gram + 8 4 12 
Gram- 12 4 16 
- - 
20 8 28 
x:! =.0036 P=0.95 
This difference is not statistically 
significant. The interpreation is that 
shaving does not improve the steriliza- 
tion of the perineal skin. 
The comparison of the two types of 
antiseptic preparations is interesting: 
Culture pHisoHex Betadine 
Result Wash Spray 
Some Bacterial 
Growth 100 26 
No Bacterial 
Growth 0 24 


100 50 
Chance explains this difference in 
less than 1 in 1,000 times. To obtain 
a reduction in the bacterial flora of 
the perineal skin, Betadine Spray ap- 
pears to be more effective than a 
rapid pHisoHex wash. However, it 
must be stated that the superiority of 
perineal skin sterilization was not re- 
flected in the postpartum course. In all 
the patients, the episiotomies healed 
well. 


Patient's Complaints 
Immediately after shaving, irrita- 
tion, redness, and multiple superficial 
scratches were usually present. Since 
no attempt was made to change the 
shaving routines, the attendant was not 
aware that the patient would be in- 
cluded in these study groups. Most of 
the shaved patients complained of 
burning and itching of the vulva, more 
marked when the stubble of regrown 
hair appeared. However, none of these 


complaints or observations were serI- 
ous. 
Postpartum Course 
pHisoHex Group 
Two of the shaved and three of the 
unshaved patients had temperature 
elevations during the four days of post- 
delivery observation. One was due to 
endometritis and four to mild urinary 
tract infection. All responded without 
sequelae. 
Betadine Group 
Two of the shaved and two of the 
unshaved patients developed tempera- 
ture elevations. All were due to mild 
urinary tract infections and responded 
quickly. 
PHisoHex is essentially a scrub type 
of antiseptic, and its application as a 
wash for several minutes does not pro- 
duce satisfactory perineal sterilization. 
Betadine Spray to the area does de- 
crease significantly the bacterial flora 
as demonstrated by special culture 
techniques. However. in our series, no 
postpartum advantage was observed 
from this improved perineal steriliza- 
tion. The consequences of shaving or 
not shaving were not reflected in the 
postpartum convalescence. 
Conclusions 
1. Shaving of the perineum in pre- 
paration for delivery does not permit 
more effective perineal sterilization. 
2. Cutting or clipping the hair 
around the episiotomy area is satis- 
factory and will avoid the irritation 
caused by shaving and the regrowth 
of perineal and pudendal hair. 
3. Betadine Spray was superior to a 
rapid pHisoHex wash in reducing the 
bacterial flora of the perineum. A spe- 
cial culture technique for this purpose 
is described. 
4. In our groups, the advantage of 
improved perineal sterilization was not 
reflected in the postpartum course. 
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Association Activities 
from 


Socio-economic welfare, curriculum 
revision, especially in relation to 
shortening of diploma programs, and 
psychiatric nursing experience for 
students are three themes that run 
through the annual reports of many of 
the provincial associations. Of the ten 
provinces which reported their activ- 
ities to the CNA Executive Committee 
last February, nine outlined further 
accomplishments and planning in the 
area of improving the economic wel- 
fare of nurses through collective bar- 
gaining and/or revision of personnel 
policies. 
Curriculum revision and the setting 
of new standards for schools of nursing 
was undertaken by over half the prov- 
incial associations. Psychiatric nursing 
for all students entering schools of 
nursing after August, 1964 is now 
compulsory for registration in Mani- 
toba. In Nova Scotia a similar policy 
becomes effective in 1966. British 
Columbia and New .Brunswick are 
both struggling with problems of limit- 
ed availability of clinical facilities in 
institutions which provide psychiatric 
care. 
Membership continues to increase. 
Two associations, British Columbia and 
Novia Scotia, are constructing new 
buildings. Quebec is now housed in its 
new headquarters and Alberta has also 
celebrated the retirement of its mort- 
gage. 
History is being made as associ- 
ation activities throughout the country 
il1crea
e in volume and complexity. 
Two a<;soci.ttions will mark their 
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fiftieth anniversaries by having their 
histories written - Alberta in 1966 
and Saskatchewan in 1967. 
Although many of the activities are 
common to several provinces, local 
needs and interests reflect diversity in 
the on-going projects and proposed 
plans that are summarized below. 


ALBERT A 
1. Proposed revisions of the Nurses' 
Act include provisions for mandatory 
registration, a Council of Nursing and 
collective bargaining. 
2. Salary recommendations, developed by 
representatives of staff groups in many 
fields, were approved by the membership. 
Modifications of the recommendations were 
accepted by the Hospital Association and 
other employing bodies for basic salary 
and recognition for previous experience. 
No agreement was reached on salaries for 
other posilions or for financial recognition 
for advanced preparation. Since both asso- 
ciations are unhappy with the present loose 
arrangements for arriving at salary recom- 
mendations, a joint committee is now 
exploring collective bargaining procedures. 
3. An employment relations consultant 
has been retained. He is currently working 
with staff groups and directing a continuing 
educational program to familiarize members 
with fundamentals of employment relations 
and collective bargaining. 
4. A one-week 'seminar in Communi- 
cation and Relationships is planned for 
June. Institutes, workshops and refresher 
courses have covered topics such as effective 
leadership. evaluation. fundamentals of 
indu
tri,1I relations and prenatal teaching. 


5. The Cabinet was presented with four 
priorities in nursing education: a four- 
year integrated program at the University 
of Alberta; the expansion of its post-basic 
programs; establishment of a new school of 
nursing in a Junior College; and changes 
within the present system toward shortened 
programs. 
6. A nursing counselor and a public 
relations officer have been appointed to 
provincial office 'Staff. 


BRITISH COLUMBIA 
I. A proposal has been made for creation 
of a standing committee on Social and 
Economic Welfare. 
2. Policies have been set up regarding 
readmission of former students and transfer 
of students as a result of a more lenient 
attitude on the part of B.C. schools 
toward marriage of students. 
3. Policies are to be established so that 
nurses who are on special registries in 
other countries may take supplementary 
courses to qualify them for registration. 
4. Compulsory psychiatric experience for 
all students is under investigation. 
5. The Department of Education is 
carrying the cost of a series of institutes 
for nurses employed by the hospitals that 
participate in the clinical teaching of 
practical nurse students. The course was 
planned and is being taught by RNABC 
personnel. Travel costs of participants are 
being absorbed by the B.c. Hospital 
Insurance Service. 
6. Provision has b
en made for licensing 
of practical nurses. 
7. All hospital employees now participat
 
In a provincial municipal superannuation 
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plan and have medical insurance. On 
request, payments for C.U. & c. Hospital 
Services Society coverage will be deducted 
from superannuation cheques. 
8. A joint statement from the RNABC 
and the B.C. Hospitals' Association will be 
issued shortly regarding delineation of 
nursing, as opposed to medical, procedures. 


MANITOBA 
I. In line with the stand taken by the 
Associalion that students entering diploma 
schools of nursing should have pursued the 
university entrance course, 80.7 per cent 
had completed grade XII in this cours:: 
in 1964. This is an increas:: of 25 per 
cent over 1963. 
2. A revised minimum curriculum which 
can be carried out in less than three years 
has bee., approved. 
3. In the light of the new curriculum 
and the Report of the Royal Commission 
on Health Services. the Executive and/or- 
members of the Board have met with all 
those who are concerned with nursing: 
The Ministers of Health and Education, 
th:: Hospital Commission. the Associated 
Hospitals. and Directors of Schools of 
Nursing. 
4. From August, 1964 onward, all 
students entering schools of nursing will 
be required to pass the registration exam- 
ination in psychiatric nursing. 


NEW BRUNSWICK 
I. A sp;::cial committee on Socio-economic 
Welfare has been established. 
2. There has been continued effort by 
the Association to have equitable personnel 
policies approved. 
3. A basic degre:: course in nursing is 
to be offered by the University of Moncton. 
4. Expansion of the Association's pro- 
gram to make psychiatric nursing a part 
of the basic curriculum has been curtailed. 
Solutions are being sought with the assist- 
ance of the Federal Psychiatric Nursing 
Consultant. 
5. Two-week summer courses at UNB 
included Ward Management, Clinical Teach- 
ing and Public Health Nursing. In 1965. 
psychiatric nursing will be offered through 
this Continuing Education Program for 
Graduate Nurses. 


NEWFOUNDLAND 
I. The Curriculum Committee is cur- 
rently working on a two-year program. 
2. A statislical survey of all inactive 
nurses is being undertaken. 
3. A survey of the province's schools 
of nursing will be carried out by Dr. Edith 
McDowell. 
4. Workshops were held on "The Nurse's 
Role in Child Health" and "Evdluation of 
Nursing Care." 


NOVA SCOTIA 
I. The management consultant firm of 
Stevenson & Kellogg has been engaged to 
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evaluate the provincial office in 1965. 
2. Revision of the Act has been complet- 
ed and will be submitted to the annual 
meeting for approval prior to presentation 
to the Legislature in the fall. 
3. Psychiatric nursing will be a compul- 
sory requirement for registration for all 
student nurses in 1966. 
4. By 1968, university entrance will be 
compulsory for students entering schools of 
nursing. 
5. "Curriculum and nursing functions" 
was the topic of a two-day workshop, the 
first day for directors of nursing and 
nursing education and the second for 
directors of nursing service. A listening 
panel was composed of members of the 
Medical Society, Hospital Association and 
Hospital Insurance Commission. 
6. The Association sponsored a conference 
on affiliations. An institute on "Inter- 
personal Relations, an Aid to Interagency 
Relations" was sponsored by the Dalhousie 
University School of Nursing. 
7. Plans have been made for refresher 
courses for nurses who have been inactive. 
8. A provincial group of operating room 
nurses has been organized under the 
Nursing Service Committee. 


ONTARIO 
I. A brief to support the request for 
special legislation regarding employment 
relations has been reviewed. An employ- 
ment relations director was appointed to 
the staff in October. ]964. 
2. The Board of Directors is currently 
studying the report and recommendations 
pr::sented by Stevenson and Kellogg on the 
structure of the Association. 
3. The province-wide study on nursing 
has been completed. Data indicate an 
eagerness on the part of members to have 
a voice in the affairs of the Association, 
agreement on what issues confront the 
profession. bul no unanimity on the action 
necessary to resolve the issues. 
4. The College of Nurses will purchase 
from RNAO the s::rvices related to the 
provision of standardized, objective-type, 
machin::-scored examinations for registration 
purposes. 
5. With realization of projected income 
for 1965, the Board has approved a $5.000 
contribution to CNF. 


PRINCE EDWARD ISLAND 
I. As a result of the Nursing Education 
Study, CNA Nursing Education Consultants 
surveyed the province's three schools of 
nursing. 
2. Following consultation wilh the NLN 
Res
3rch and Studies Service a cost study 
of nursing education will be carried out. 
3. The Association continues to work 
with the Hospital Association and Hospital 
Services Ccmmission on plans for imple- 
menting recommendations on salaries and 
\\'orking hours for nurses. 
4. A project to ass
ss the nursing needs 


of patients in the three hospitals that 
conduct schools was completed. 
5. The Nursing Activity Study, under- 
taken by the Federal Government's Hospital 
Nursing Consultant, has been completed. 
6. A committee on Social and Economic 
Welfare has been formed. 
7. Directors of Nursing Service are 
taking part in the NLN Survey of Nursing 
Service. 
8. A workshop on "Nursing Care Plans" 
was attended by 102 nurses. 


QUEBEC 
I. Amendments to the Nurses' Act deal- 
ing with licensure for nursing assistants and 
male nurses and increased latitude for the 
Association to alter basic course require- 
ments are still before the Legislature. 
2. Several conferences on Labor Relations 
were held in different districts throughout 
the year. 
3. Two-day institutes were organized for 
both the industrial and school nurses' 
groups. 
4. The Curriculum Committee for French 
Schools of Nursing is studying and revising 
the curriculum. A two-day institute for 
French nurse instructors was most success- 
ful. 
5. The Association .:ontinues to organize 
refresher courses. It is felt that some form 
of continuing education outside of post- 
basic courses will become necessary for 
better utilization of nurses. 
6. There is concern over the quality of 
nursing care. Shortage of qualified super- 
visors is one cause of nursing care problems. 
especially in situations where nursing assis- 
tants are replacing registered nurses. 
7. Montreal district has chartered a 
flight to Germany for the ICN Congress. 


SASKATCHEWAN 
I. Effective January, 1965, applicants to 
schools of nursing must have grade XII 
standing with the equivalent of university 
entrance. 
2. Registered psychiatric nurses may now 
pursue a 12 to 15 month complementary 
program which prepares them to qualify 
for admission to SRNA. 
3. Completion of revision of the cur- 
riculum is planned for early 1965. 
4. Criteria for clinical resources for 
student experience are being established b} 
th:: Education Committee. 
5. Sixteen students from the new 22- 
month experimental program at Regina 
Grey Nuns' School of Nursing successfull} 
passed the Test Pool Examinations. 
6. A Nursing Service Adviser has joined 
provincial office staff and will be available 
to nursing service personnel on reque
l. 
7. Institutes were held on luberculosis and 
other respiratory diseases and nursing servic
 
supervision. Eleven chapters held institute
 
and refresher courses on a number of 
interesting topics. 


- PAMElA E. POOlE 
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EXTENSION COURSE IN NURSING UNIT ADMINISTRATION 


It is almost four years since the 
Extension Course in Nursing Unit 
Administration enrolled its first class. 
During this time, over 1,500 head 
nurses, supervisors and directors of 
nursing from small hospitals have 
completed the course. The program 
came into being as a result of a Brief 
presented by a Joint Committee of the 
Canadian Nurses' Association and the 
Canadian Hospital Association to the 
W. K. Kellogg Foundation requesting 
financial support for a continuing 
educational program for head nurses. 
The Brief stated that expansion of 
nursing service departments in hospitals 
had necessitated the appointment, to 
the position of head nurse, of many 
nurses who had no fonnal preparation 
previous to taking over this increased 
responsibility. It was further noted 
that, whereas fonnerIy the head nurse 
learned her administrative role through 
trial and error, the complexity of the 
present-day nursing unit rendered this 
method of learning inadequate an ex- 
pensive in terms of time and service. 
The Program 
The Extension Course is an inservice 
type of program planned to help 
nurses who are in supervisory positions 
improve their skiIls in the management 
of the nursing unit. It is directed to- 
ward those, who, for one reason or 
another, are unable to attend a uni- 
versity school of nursing. The W. K. 
Kellogg Foundation agreed in 1960 
to give financial support to the project 
for a period of four years. The first 
year was given over to the development 
of the C()urse content while three 
years were spent in conducting the 
course and demonstrating the need for 
such a program. 
The program is conducted by com- 
bining 
ome study and workshop 
methods. The home study session 
consists of 12 lessons which are mailed 


Miss Ruane is Director of the Extension 
Cours
 in Nursing Unit Administration. Her 
headquarters is in Toronto, Ontario. 
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to the students at two-week intervals. 
The course begins with a five-day 
workshop and, when all the home 
study assignments have been complet- 
ed, the nurses attend a final five-day 
intramural session. 


The Need for Continuing Education 
It is now generally recognized that, 
regardless of the fonnal education 
required to prepare an individual for 
membership in a profession, a constant 
quest for and acceptance of new ideas 
must go on if he is to make a maximum 
contribution to a developing profes- 
sion. Of course, one of the characte- 
ristics of a"y profession is that it is 
constantly enlarging its body of know- 
ledge. Continuing education also in- 
volves improving our understanding of 
our role in a changing society; it is a 
recognition that education is a life-time 
process. 
Nursing, as with other professions, 
has a real need to keep pace with 
social and scientific change and should 
feel an obligation to promote continu- 
ing educational programs for its mem- 
bers. Twenty years ago, nursing care 
in the hospital was the responsibility of 
a rather homogeneous staff - usually 
student nurses - who had a similar 
background of education and training. 
Now, workers with various levels of 
skills have been added to the nursing 
staff and the head nurse is responsible 
for their teaching, direction and super- 
vision. She also coordinates the multi- 
plicity of services on the nursing unit 
for the patients' welfare, and engages 
in many other tasks of an administra- 
tive nature. 
Do nurses generalIy find the ad- 
ministrative role compatible? Chris 
Argyris,l in Case Study of a Hospital, 
observes that nurses have a strong 
disposition to do things for people 
rather than direct or delegate things 
to them. 
Also, it is extremely important to note 
that the head nurses make it quite clear 
that their need to feel needed by others 
is relat
d to the patient-head nurse relation- 


ship and not the nurse-head nurse (nor 
supervisor-head nurse) relationship. The 
head nurse, although supposedly performing 
supervisory functions, much prefers to focus 
on her nursing (therapeutic) functions. What 
happens to the hospital in which those 
responsible for the administrative process 
tend to v
ew it as a second-class system? 
This is a good question. What has 
been done to help the head nurse, who 
recently obtained her work satisfaction 
by giving direct care to the patient, 
feel a sense of achievement through 
the efforts of others? 
Although an increasing number of 
programs dealing with nursing service 
administration is being offered in 
university schools of nursing, and 
enrolment in these programs has been 
growing, there are many nurses who 
are not able to take advantage of this 
opportunity. That this is a fact is 
acknowledged by Frank Tosiellcr in 
his article "University Oriented Inser- 
vice Education." 
Who shall assume the responsibility for 
professionalization of the many nurses who 
have not had and will not have preparation 
in an institution of higher education...? 
It may be said that present university 
programs have already undertaken this 
responsibility of offering programs to nurses 
who come seeking 'advanced preparation. 
This education is presently provided under 
only a special set -of provisions which have 
to do with the individual nurse's mobility, 
accessability of adequate schools, and the 
personal and financial freedom of the nurse 
to pursue further education. This still leaves 
the majority. of the nurses out of the main 
stream of intellectual stimulation. 
Me. Tosiello declares the profession 
has an obligation to help "nursing 
practitioners to close the gap in their 
professional education" without dis- 
turbing the "continuity of nursing 
care." He also cautions against the 


.It is interesting to note that two-thirds 
of the nurses enrolled in the Extension 
Course are married, while the majority of 
all students come from cities and towns 
that are not university centres. 
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tendency to escape into projtx:tions 
for the future at the expense of tackl- 
ing present problems here and now. 


Meeting the Need 
If new methods and concepts are 
to be adopted on a broad front and so 
improve nursing service in hospitals, 
it would seem necessary that some 
system of education be made available 
to nurses presently employed in 
hospitals. But large numbers of nurses 
cannot be away from their jobs for 
lengthy periods of time without affect- 
ing the very service they seek to 
improve. Is there, then. a need to 
question traditional methods of teach- 
ing and investigate new ways of 
helping the nurse to make appropriate 
adjustments? 
Dr. Mary S. Tschudin:l notes: 
"Technical education for nursing will 
btx:ome increasingly important in the 
years ahead. Technological knowledge 
and its application in patient care will 
require new skills and new knowledge 
for effective performance." To develop 
these new skills. she indicates that 
"new and more effective ways" of 
teaching and "carefully planned train- 
ing sessions" will be needed now. if 
"the future we dream and plan for 
is ever to become a reality." Some of 
these "new ways" could include home 
study courses. group discussions, pro- 
gramed instruction and the use of 
the tape recorder. 
That there is an increasing interest 
in continuing education is evidenced 
by the number of request from nurses 
for conferences. workshops and other 
programs. However, to be successful. 
continuing educational programs should 
have clearly defined objectives that 
relate to the learner's experience and 
are attainable in a reasonable length 
of time. The program must meet the 
felt needs of the individual. and 
provide for personal satisfaction and 
a sense of achievement. Such programs 
should be designed to help people 
accept new ideas. and to apply princi- 


pies learned to their daily activItIes. 
Finally. there should be an evaluation 
of the course content and method of 
presentation in the light of changing 
trends. 
Evaluation of the Program 
The Extension Course is the first 
national inservice educational program 
that has been offered to nurses. The 
question is raised regarding the ef- 
fectiveness of the combined correspon- 
dence and workshop method of study. 
Further. the program was regarded as 
an educational experinlent which would 
be assessed. after a demonstration 
period. to determine the direction of 
future planning. It is also important 
to know. if possible, what the impact 
has been on the quality of the nursing 
service in hospitals across Canada of 
the 1.500 nurses who have completed 
the course. 
There is a growing recogruuon 
that the health of people is closely 
related to the wealth and prosperity 
of a nation. On this expectation. the 
developing nations are rapidly expand- 
ing their health programs and focusing 
attention on the nursing services. As 
a result. requests have been received 
from the World Health Organization. 
as well as from agencies in Africa. 
South America and India. for infor- 
mation about the Extension Course. 
These reports would be helpful if they 
included not only course content and 
steps toward implementation but also 
recommendations for future improve- 
ments. 
To attempt to answer questions 
relating to efficiency of method and 
to seek guide lines for future action, 
the Joint Committee of the Canadian 
Nurses' Association and the Canadian 
Hospital Association has directed that 
an evaluation of the Extension Course 
be undertaken. The survey is to be 
financed by the unexpended balance of 
the W. K. Kellogg Foundation grant 
and will include the following ob- 
jectives: 
. I. To det
nnine if the Fxten
ion Course 
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in Nursing Unit Adminislration i
 meeting 
the current needs for such a program and. 
as far as possible. to forecast the need, 
of the future. 
2. To determine to what extent the 
objectives of the Extension Course in 
Nursing Unit Administration are being met 
and if they are not, to indicate where and 
why revisions should be made. 
3. To examine present method
 of tedch- 
ing the course on Nursing Unit Administra- 
tion. i.e.. workshop and home stud} 
assignment. and assess their efficacy as 
teaching methods for a cominuing educa- 
tional program. 
4. To discover from what source
 and 
to what extem financial assistance is 
available to the nurse who enrols in the 
Extension Course in Nursing Unit Adminis- 
tration. 
All who have been involved in the 
Extension Course in Nursing Unit 
Administration, either as students or 
contributors, will no doubt look for- 
ward to the results of this appraisal of 
a continuing educational program for 
nurses - a program directed toward 
helping head nurses make satisfactory 
adjustments in that most dynamic and 
expanding segment of our society - 
the hospital. 
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PREPARED IN YOUR NATIONAL OFFICE, CANADIAN NURSES' ASSOCIATION 
74 STANLEY AVENUE, OTTAWA 


CNA Executive Committee meets 
Thirty-nine nursing leaders from 
across Canada were on hand in Ottawa 
in February for the first executive 
meeting of the 1964-66 biennium. 
Conducting the four-day meeting was 
President A. IsoBEL MACLEOD. 
A considerable portion of the com- 
mittee's deliberations were devoted to 
the responses prepared by National 
Office staff, to the recommendations 
relating to nursing in the Report of 
the Royal Commission on Health 
Services. The responses, as approved 
by Executive Committee, have been 
drawn into one document for present- 
ation to the Government of Canada. 
The Executive Committee also: 
Approved the appointment of the follow- 
ing CNA members as voting delegates to 
the ICN Grand Council meetings in 
Frankfurt next month: 
Mrs. A. Isoh
' I\ldcleod. President. 
Director. Schooi 01 Nursing. Montreal 
General Hospital. 
Miss Katherine Maclaggdn. Fir
t Vice- 
President. Director. School of Nursing. 
University of New Brunswick. 
Miss E. A. Electa Maclennan. Past 
President. Director. School of Nursing. 
Dalhousie University. 
Miss M. E. Wilson. Pre
ident. Manitoba 
Association of Registered Nurses. 
Miss Laura W. B.lrr. Executive Secretary, 
Registered Nurse
' Association of Ontario. 
Agreed that the Canadian Nurses' As- 
sociation. in cooperation with the provincial 
associations, undertdke a book project for 
schools of nursing in the Caribbean area 
as an International Cooperation Year 
Project. and that a coordinaling committee 
from the Ottawa area be appointed to work 
with CNA National Office personnel in 
promoting this project. 
Supported in principle the development 
of a national central testing pool Sy,km fOI 
registration and/or licensing of nur
e' dnd 
to this end would encourage provincial 
associations to join with the RNACh 
current testing services under terms to b,- 
negotiated between the RNAO and each 
provincial associdtion. 
Recommended that the Pre,ident replc
enl 
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the Canadian Nurses' Association in all 
aspects of the work of the Committee on 
Aging. 
Recommended that the chief executive 
position in the Canadian Nurses' Association 
and the Canadian Nurses' Foundation be 
held by the same person and that provision 
be made for the above positions. including 
the definition of functions within said 
positions. 
Agreed that the Canadian Nurses' Asso- 
ciation should join the Canadian Medical 
Association and the Canadian Hospital 
Association. through the liaison Committee. 
to seek representation for each of the 
named three bodies on the Dominion 
Council of Health. 
Empowereè the sub-committee of the 
Executive Committee to set up a special 
committee to establish a policy regarding 
accreditation of schools of nursing in 
Canada and to initiate appropriate action; 
and to draw up the terms of reference for 
this special committee. 
Recommended that an Ad Hoc Com- 
mittee be set up to develop a nation-wide 
plan for the most effective development of 
higher education in nursing in Canada. 
Agreed that if the invitation from the 
Canadian Nurses' Association to the Inter- 
national Council of Nurses to hold the 1969 
Congress in Canada is accepted. the site 
of the Congress be Montreal. 
Discussed the 1966 Biennial Meeting and 
asked for sugge
tions as to the names of 
persons who might participdte in the 
program - such suggestions to he mailed 
to Nation.1I Office. 


Canadian Nurses' Foundation 
presents studies 
The Canadian Nurscs' Foundation 
recently turned over four studies (which 
had been filed by CNF - sponsored 

tudcnts) to the Canadian Nurses' 
Association Library. These 
tudies. 
\\hich are a most \\elcome addition 
to the collection. will bc shown in the 
CNA Index of Research Studies in 
'\Jursing being published latcr this 
Cdr. 
'\rm \I.lrie. Si
ter 
r he re.l<.:llon, of 'Illdenl nlll ,e, to ,p
cific 


regulations in effect in nurses. residence
. 
Boston. Mass. 1964. 83 I. 
"Field study. .. for the degree of Master 
of Science in the School of Nursing. Boston 
University. .. 
Baribeau. Pierretle 
A study of expressed altitudes of Lamaze 
fathers towards Idbor and delivery experien- 
ce. Boston. Mass. 1964. 46 p. 
"Field study for the degree of Master of 
Science, in the School of Nursing. Boston 
University." 
Powell. Lois Mary 
A time utilization study by the sequential 
\\ ork sampling method of head nurses and 
assistant head nurses on four selected me- 
dical wards in a Canadian general hospital. 
Seattle, Wash. 1964. 139 p. 
Prince, Rosemary Kathleen 
Identification of the pathophysiologic 
concepts which guide the nursing care of 
selected patients with endocrine disorders 
who manifest gastrointestinal symptoms. 
Seattle. Wash. 1964. 192 p. 
In addition. Miss Kathleen A. Dier 
of the University of Saskatchewan 
School of Nursing made a presentation 
to the library of two studies: 
Dier. Kathleen A. 
A survey of the educational problems in 
,ixty English-speaking schools for nursing 
auxiliaries in Canada. Montreal. McGill 
Univer
ity. 1963. 89 p. 
"Revision of original 
tudy 
ubmitted in 
p.lrtial fulfillment of the requirements for 
a Ma
ter of Science (Applied)." 
Hibbert Dorothy 
A time 
tudy and activity .m,dysis of the 
nursing personnel on eleven p:l!ient units 
and a comparison of these activities. 
Sd
katoon. S.ISk. University Ho'pilal. 1962. 
102 P 


RNAO to provide graduate bursaries 
Because of the great need for better 
qualified nursing personnel in Ontario. 
the RNAO Board of Directors recentlv 
made provision for two felIO\\ships óf 
53,000 each to be a\\arded f,1r !!ra- 
duate !>tud\. - 
In 1963 and IY64 the RNAO 

I\\arded one fellowship each year. In 
1963. !\1iss Carol
 n B. Attridge. \\.110 
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s now employed on the staff of 
{yerson Poly technical Institute School 
)f Nursing. was the fellowship winner. 
n 1964 the RNAO fellowship was 
lwarded to Miss Josephine Flaherty, 
.vho is presently attending the Univer- 
;ity of Toronto. 
:onference on nutrition education 1965 
The Nutrition Division, Department 
:>f National Health and Welfare, is 
,ponsoring a Nutrition Conference to 
Je held in Ottawa. June 8-10, 1965. 
This will precede the meeting of the 
Nutrition Society of Canada. 
The theme of the Conference is. 
"The Training of the Professional 
Team in Community Nutrition Educa- 
tion." The following topics will be 
incuded in the program: 
A brief review of existing facilities, 
programs, and needs for community nut- 
rition in Canada. 
Research in nutrition education of the 
public. 
Opportunities for inter-agency cooperation 
in health education research in Canada. 
Participation of community workers in 
" nutrition program. 
The university and its support of com- 
munity nutrition aspects. 
Canadian participation In programs In 
developing countries. 
The challenge in future direction of 
nutrition training. 
Those interested in furthur informa:' 
tion are asked to contact the Nutrition 
Division, Department of National 
Health and Welfare, Ottawa. Ontario. 


Association changes name 
The Old Internationals' Association 
will now be know as "Florence Night- 
ingale International Nurses' Associa- 
tion." The change in name was made 
at the annual general meeting of the 
Old Internationals' Association. Under 
the new Constitution the following are 
eligible to be considered for member- 
ship: 
a) Members elected prior to 3 ht Decem- 
ber 1951. who successfully completed 
approved programs of studies organized 
by the League of Red Cross 50cieties. and 
subsequently by the Florence Nightingale 
International Foundation. 
b) Registered Nur
es who have success- 
fully completed a planned program of 
advanced nursing studies. covering not less 
than one academic year. al a universily or 
other approved educational institute outside 
their own country. 
c) Registered Nurses nominated by Na- 
tion,11 Florence Nighting,tle Committees who 
hav:: successfully completed ,I course of 
advanced nursing studies* covering not less 
than one academic year. which has included 
adequate internation,11 contenL 
* To be approved by the I \CI.:\I(j\C 
(olnmil!e
 of th:: Association. 
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Application forms available from the 
Honorary Secretary. Miss L. J. Ottley, 48 
Wilbury Road. Hove. Fngland. 


ANA and the Exchange 
of Privileges Program 
The following information has been 
received from the American Nurses' 
Association regarding the ICN Ex- 
change of Privileges Program: 
As you already know, one of the services 
offered by the American Nurses' Associa- 
tion. as a participant in the ICN's Exchange 
of Privileges program is that of arranging 
observation programs for nurses from 
abroad. During the past number of years, 
the large volume of requests for extensive 
individualized arrangem::nts has created 
progressively more difficulties for ANA, 
the many constituent state nurses' associa- 
tions. and the various hospitals and public 
health agencies visited. This, coupled with 
-the existing staff in the International Unit. 
has made it necessary to announce that ANA 
will be unable to accomodate any further 
requests for arranging obs::rvation programs 
during 1965. 
Those requests which have already been 
rec::ived in the International Unit, project- 
ing visits through the end of May, 1965, 
will be honored to the best of our ability. 
We sincerely regret Ihat requests already 
made for visiting periods beyond the end 
of May must be refused. 
We are sorry that it is necessary to make 
this announcement which may cause disap- 
pointment to members of your association 
who are planning ahead to traveling in 
the United States this summer. We are. 
however. looking forward to a time in 
1966 when we will be able to advise you 
of a new program plan which will be 
available to your members who desire to 
come to the U.S. for a short period of 
time for purposes of observing and learning. 
Until further notification. we will not be 
able to honor any new requests to arrange 
observation programs. 
We will make every effort to continue 
to arrange for a one-day visit to ANA and 
N LN headquarters for those nurses who are 
planning to come to New York City. 


Publications recently received 
in CNA Library 
Most of the material listed below is 
available on loan from the CNA Li- 
brary. Requests should be address to: 
The Librarian. Canadian Nurses' Asso- 
ciation. 74 Stanley Avenue. Ottawa 2. 
Canada. Applications for loans should 
give the month in which the publica- 
tions were li<;ted in THE CANADIAN 
'lJURSF 
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manual. Philadelphia. Saunders. 1965. 182 
p. Instructor's guide tipped in at end. 34 p. 
(EI A). 
2. American Nurses' Association. Con- 
vention clinical sessions, 1964, no.1-II. 
New York c 1964. II v. (EI A). 
3. All/I Marie, Sister. The reactions of 
student nurses to specific regulations in 
effect in nurses' residences. Boston. Mass. 
1964. 83 I. (EI A). 
4. Baribeau, Pierrette. A study of ex- 
pressed attitudes of Lamaze fathers toward 
labor and delivery experience. Boston. Ma
s. 
1964. 46 I. (EI A). 
5. Camphell, Jeal/. Master's education in 
nursing: report of a study conducted in 
spring. 1963. New York. National League 
for Nursing, Dept. of Baccalaureate and 
Higher D
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Drug Sampling 


Report of Ad Hoc Committee on Drug Sampling 
to the Executive Committee, Canadian Nurses' Association. 


Problem Under Study 
That the Amendment to the Foods and 
Drug Act discriminates against nurses, since 
physicians. dentists. veterinary surgeons and 
pharmacists are permitted drug samples. 
yet nurses are not. 


Key Data Points 
I. As one preventive measure involving 
drug intake and untoward alldlor dallgerouJ 
resultalll effect posÛbilities, the law prohi- 
bits the distribution of sample drugs, except 
to members of four professions (physicians. 
dentists, veterinary surgeons and pharma- 
cists). 
2. The law states the above four excep- 
tions are made to "permit manufacturers 
and others to distribute drug samples to 
members of the named professions to ac- 
quaint them with the appearance. pharma- 
ceutical forms and packaging. including the 
labelling, of their products:' 
3. Without extensive records, a doctor 
may only use these sample drugs for his 
patients. This rule in itself would seem to 
indicate prescription by a recognized au- 
thority for .çpeci/ic conditions only, so that 
even a doctor would get samples limited to 
hi
 specialty. 
4. A pharmacist cannot di
tribllle his 

ample drugs under any conditions. 
5. Function of doctors in relation to drugs 
is mainly to prescribe; of pharmacists to 
prol'ide (compounding, dispensing etcetera); 
of nurses to admillister, this latter act 
being limited in many instances both in 
terms of certain drugs and methods of ,Id- 
ministration. (A nurse is not even supposed 
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to substitute one urdered medication for 
another of the same kind bearing a diffe- 
rent trade name.) 
6. The nurses in order to administer or 
take an ordered drug nlust have a source of 
supply. either a doctor or a pharmacist. If 
so. one would question the nurse's need for 
persollal possessioll of a drug sample. or 
the validity for including the nurse under 
the law governing those eligible to receive 
sample drugs. 
7. New record keeping regulations would 
seem to indicate that the previous use of 
drug samples created a need to know that 
what now happens to the samples is safe 
and legitimate. 
8. Why does the nurse want to be in- 
cluded within the professional categories? 
a. Prestige? This would seem a vague 
reason to include a group not involved in 
law's limitation of prescribing and dis- 
pensing. 
b. If the nurse did receive sample drugs. 
this would be intended for "sensory" edu- 
cational information purposes only, since 
to give the samples to another would be 
pre.Krihillg and to take a sample would be 
sel/-medicatioll, both a lIulI-fullctioll of the 
nurse. (Self-medication among nurses has 
been expressed as a serious problem.) 
c. At conventions and through other ad- 
vertising media, nurses have been known to 
get II/ultiple packages of the .llI/lle sample 
drug. Why? This would seem one means of 
temptation to ta/..e or gil'{' away the samples 
since (lilt' s,lmplc would he adequate for 
educational plll poses. Also. nurses in some 
in,(ances. have been approached to test a 


drug by use of samples, and/or advocate 
drug's use to others. 
d. Conscience and ethics, while effectiv 
for the majority, do not necessarily carr 
over for all members of a group. Som 
type of additional control seemed indicate 
to lessen indiscriminate use of drugs b 
those who had been able to receive dru 
samples. Thus, this new law is a protectiv 
mechanism to limit the availability of salT 
pIes; thus, in turn, limiting amilability fc 
indiscriminate use by even one member c 
at least the group not legally involved 
drug prescribing or dispensing. 
e. This law does not seem to limit 0 
inhibit nursing care in any way. 
9. If not nurses, why do pharmacist 
receives samples? rt is not true that a phal 
macist usually has a deeper knowledge c 
drug properties and other like factor
 
does discuss alld help adl'ise doctors i 
medicinal use of drugs, must have on han 
a variety of drugs themselves. and ma 
need to know visually as well, methods c 
packaging. storage needs. sales prese:.I 
at ions and the like within his business. an 
even to display potential from an institu 
tional pharmacy standpoint for personnt 
henefit? 
Therefore. in terms of the expressed an 
implied factors involved in the above ma 
terial. it is the consensus of this Committee' 
opinion that the Amendment to the Food 
and Drugs Act doe
 I/ot discriminat 
against nurses hy prohibiting them to hav 
drug samples. - Mrs. 11 \N I NI Wl0i' 
Chairman. Ad Hoc Committee. 
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Help Prevent 
"LIGHTS DUT" 
RESTLESSNESS 


... 
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with medicated 


derrnassage 
 


skin refreshant and body rub 


On every ward, when you turn out the lights, some one wakes up . . . and wakefulness thrives 
on minor irritations. Skin discomfort, particularly, can disturb your patients during the night- 
time hours. But as nurses in thousands of hospitals know, a body rub with Dermassage may 
add that one welcome touch of relaxation which tips the balance in favor of rest and sleep. 
Dermassage comforts, cools and soothes tender, sheet-burned skin. It relieves dryness, cracking 
and itching and helps prevent painful bed sores. 
You will like Dermassage for other reasons, too. A body rub with it saves your time and energy. 
Massage is gentle, smooth and fast. You needn't follow-up with talcum and there is no greasiness 
to clean away. It won't stain or soil linens or bed-clothes. You can easily make friends with 
Dermassage - send for a sample! 


"SEE IF YOUR HANDS DONIT TELL YOU THE DIFFERENCE 11 


Now distributed in Canada by LAKESIDE LABORATORIES (CANADA) LTD. 


. .ra demark 


11175 lesl" Street, Don Mills, Ontario 
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Steri/sol 


Therapeutic 
oral antiseptic 


mouth wash and gargle 


Effective in the treatment of, 
Sore throats due to colds. . . 
canker sores-irritated and 
bleeding gums. . . bod breoJh. 
See your dentist twice a year. 
Actlye Inlredients: Hexelidine 0.1 ". Alcohol'" 
CONTENTS 14 FLUiO OUNCES 
IIIIIEI-CltILCOTT LABORATORIES CO. LIMITED. TORONTOJIITØII 
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a major breakthrough in 
the field of Oral Hygiene. 
Only Sterisol contains 
"Hexetidine," a synthetic 
antimicrobial with long 
lasting antibacterial, 
antifungal activity. 


IN DENTAL PRACTICE: 
o Periodontics: Adjunctive therapy following 
instrumentation 
o Orthodontics: To relieve gingival irritation 
o Prosthodontics: To clean the gingiva prior to 
impression 
o Oral Surgery: To reduce post operative healing time 
IN MEDICAL PRACTICE: 
o Tonsillitis, Pharyngitis, Ulcerative stomatitis, 
Laryngitis: 
To relieve the symptomatic pain and irritation. 
o Tonsillectomy and Oral Surgery: To reduce irritation, 
possibility of infection and to increase post operative 
healing time. 
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o Oral Prophylaxis: To reduce the incidence and/or 
severity of sore throats and common colds. 
IN ROUTINE ORAL HYGIENE: 
o Controls bad breath up to 10 hours 
o Relieves irritated and bleeding gums, canker sores 
o Maintains good oral hygiene 
o Long Lasting-Effective-Refreshing 


WARNER-CHILCOTT LABORATORIES LIMITED 
ORAL PRODUCTS DIVISION 
TORONTO CANADA 
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OVER-BED TABLE 
(POLECAT) 
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Description - An over-bed table that provides three square feet of 
flat surface for reading, writing, food service, troy set-ups, etc., yet 
requires almost no floor space. The spring pole con be quickly set in 
plcce anywhere - along the bed, beside a choir or as on emergency 
table. It is particularly useful in nursing homes, or where over-bed 
tables are needed only occasionally. 
The Brewster Corp., Old Lyme, Conn. will supply further information 
on request. 


DYRENIUM 
(SMITH, KLINE & FRENCH) 


Indications - A non-thiazide oral diuretic indicated for edema from 
a wide variety of causes. Dyrenium (brand of triamterene) is effective 
in patients resistant to other diuretics, will potentiate the effect of 
other diuretics, one!_ does not cause potassium depletion and resultant 
hypokalemia. 
Descriptian - Dyrenium is believed to have two actions that dis- 
tinguish it from other diuretics: a direct effect on the procesSeS of sodium 
and other ion transfer in the distal rather than the proximal renal 
tubule, and the ability to antagonize the effects of aldosterone. Thus, 
it promotes excretion of No and CI while conserving K, ammonium ond 
titratable acid. Available in 100 mg. tablets. 
DOlOge - Starting: 1 or 2 tabs. doily after meals. Maintenance: 1 
tab. daily or 1 tab. every other day, as ordered. 


COMPOCILLIN-V, DUlCETS 
(ABSOTT) 


Indications For penicillin-susceptible bacterial infections in 
children and adults. The convenience of the Dulcet (chewable) form 
makes it porticulorly suitable for long-term administration in the pro- 
phylaxis of rheumatic fever. 
Description - Each Dulcet contains 200,000 Int. Units (125 mg.) hydro- 
bamine penicillin V in chewable penicillin wafer form. A pleasant, 
cherry-mint flavored tablet, it is stable and IiNle offected by stomach 
acid. Therapeutic blood levels ore readily obtained even with food 
present in the stomoch. 
DOlOge - Dosage should be determined by the severity of the in- 
fection and adjusted according to the response of the individual pa- 
tient. In pneumococcal, streptoccol or staphylococcal infections (with- 
out bacteremia) bosic dosoge rcnges from 200,000 units three times 
doily to 400,000 units every four hours, while a smaller dose will be 
odequate for small children. In streptococcal infections treatment should 
continue for ten days. For the prophylaxis of rheumatic fever, one 
Dulcet wafer (200,000 units) once or twice doily is recommended for 
children and adults. 
Note: The Dulcet wafer should be chewed or dissolved in the mouth 
and not swallowed whole. 
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DYPON 
(J. T. POSEY) 


Description - A unique plastic diaper fostener thot has no sharp 
points. Dypon con be used easily and quickly to firmly fasten diapers. 
It can also be used to fasten towels, drapes, blankets and similar cloth 
garments. 


Write to: J. T. Posey, 39 South Scnto Anita Avenue, Pasadena, 
California 91 }07. 


MEDIC-ALERT 
(CANADIAN MEDIC-ALERT FOUNDATION) 
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Description - A small bracelet or neck let indicating that the wearer 
is registered with the central 24-hour registry of the Canadian Medic- 
Alert Foundotion. 
The confidential life-saving information (diabetes, epilepsy, rare blood 
type, allergy, drug dependence, postoperative complication or problem- 
producing occupotion) is available for emergency use by doctors, nurses, 
police, firemen and hospitals. Further information concerning this 
charitable, non-profit organization may be obtained from Medic-Alert 
Headquarters, 176 St. George Street, Toronto. 


SOOTHETTES 
(SQUIBB) 


Description - Antiseptic and soothing fruit-flovored throat lozenges 
containing 2-5 mg. cetylpyridinium HCI and 10 mg. benzocaine per 
lozenge. 
Indications - Alleviation of cough from colds and excessive smoking 
ond relief from poin with powerful ontibacterial action in mouth and 
throot. 
Dosage - One lozenge dissolved slowly in the mouth every 3 to 4 
hours, or as directed by physician. 
Caution - If prompt relief is not obtained or if irritation either 
persists or spreads, discontinue use and consult a physician. 
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Dulcolax 
(brand of bisacodyl) 
DuIcolax Suppositories 10 mg 
DuIcolax Suppositories for 
Children 5 mg 
DuIcolax Tablets 5 mg 
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Nurses like you use 
Dulcolax@ 
the laxative to replace enemas 


In hospitals throughout the country nurses appreciate the 
time and effort they can save by replacing the enema with 
reliable and effective DuIcolax Suppositories. 
It takes only seconds to insert a suppository, compared to 
the time required for the preparation and administration of 
an enema and the cleaning of equipment. 
Your patients will certainly be grateful to be spared the dis- 
comfort, embarrassment and inconvenience of an enema. 
And you will appreciate the extra time it gives you every day. 


Boehringer Ingelheim Products 
Division of Geigy (Canada) Limited. Montreal 
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POSEY WAIST RESTRAINT 


Offers 0 comfortable and inexpensive means 
of keeping patient in wheel choir or bed. 
Mode of heavy washable flannel reinforced 
with canvas. Nylon, Cot. No. NWR-I. $5.55 
each. 
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POSEY HEEL PROTECTOR 
(Patent Pending) 
The Posey Heel Protector serves to protect 
the heel of the foot and prevents irritation 
from rubbing. Fitted with heavy, self-sizing 
liner which may be removed and laundered. 
Posey Heel Protector, Cot. No. HP-63. $3.75 
each. Heel Cotton Liner, Cot. No. HI-63. 
45
 each, $4.80 doz. Also available: Elbow 
Protector. Cot. No. EP-163, $3.75 each. Elbow 
Cotton Liner, Cot. No. El-63, 45
 each, 
$4.80 doz. 
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THE POSEY "V" RESTRAINT 


A good oll.purpose restraint to prevent pa- 
tients from falling or getting out of bed. 
Particularly good for use on females as it 
does not irritate busts. Available in Smoll, 
Medium ond Lorge sizes. Posey #IV" Restraint 
Cot. No. V.958. Price $6.90 each. 


SEND YOUR ORDER TODAY 


Write for Free Illustrated 
Catalog 


J. T. POSEY COMPANY 


39 SOUTH SANTA ANITA AVE. 
DEPT. CNJ 
PASADENA, CALIFORNIA 91107 
Available from selected 
Surgical Supply Dealers 
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/fal1/om Commønls 


Letters to the Editor are welcome. Only 
SIGNED letters will be considered for 
publication. Name will be withheld from 
the published letter at the writer's request. 


Dear Editor: 
In the interests of fair journalism, I hope 
that you will publish another point of view 
regarding The Christian Nurse's Role by 
Margaret Schumacher. (Aug. '64.) 
Mrs. Helen Gemeroy, in a letter to the 
Editor, January 1965, expresses concern for 
articles which echo a WASP point of view. 
and cites this one as a case in point. In 
her words it is narrow. parochial, preju- 
dicial. Does she feel the same way about 
such articles of past years as "Christian 
Motivation for Service" by Dr. Amy Griffin 
in the August 1955 Journal? Is she aware 
of innumerable such articles in the Ame- 
rican Journal of Nursing and British nursing 
journals? The 'brand of faith' described in 
the article in question is one which is si- 
gnificant to a larger body of nurses than 
Mrs. Gemeroy may realize. In its final 
analysis, it is not WASP at all, but, in 
essence, is held by devout Christians of 
every nation and pigment. 
The letter commends the Roman Ca- 
tholic ChuTch for its current self-searching 
and tolerance. and I do also. At the same 
time, this body of Christendom remains 
loyal to and unapologetic for its heritage. 
Should we b
 less so? If on
 ås White- 
Anglo-Saxon-Protestant. why be so self- 
conscious about it? One gets a little weary 
of the current fashion of slandering our 
heritage and of making it the whipping boy 
for the ills of the Western world. We ap- 
plaud emerging nations who are asserting 
national individuality. Why cease to be 
what we are? Sadly, the Canadian WASP 
is the one who, too often, gives ground - 
politioally, by indi.fference as voters, eco- 
nomically, through lack of enterprise, and 
morally, by yielding to a small but very 
vocal group of people. It is no secret that 
our nation is largely ineffective in the world 
drama. 
Being a now-inactive nurse has not di- 
minished my interest in my profession or 
its JOURNAL. I congratulate you on the new 
format and wish you well in your greater 
endeavor. But may I hasten to add that I 
hope that the opinion expressed by Mrs. 
Gereroy in your first issue of the new 
format does not signify a new attitude 
concerning future contributions such as 
this very fine one by Miss Schumacher. - 
Monica Baird. R.N. 


D
ar Editor: 
I have a baby boy who was operated on 


when 4 days old for Hirschsprung's 
disease. He has a colostomy, which is work- 
ing very well. He is now IO months old, 
and I expect he will be walking long be- 
fore they repair the colostomy at 2 y
rs. 
I was wondering if you might have any 
information that might help me in the next 
13 or 14 months, as to how I may best cope 
with the problems I know are coming. - 
R. N., Edmonton. 
[We would be pleased to hear from our 
readers concerning this, and will forward 
any assistance to her. - Ed.] 


Dear Editor: 
As a graduate of the Vancouver General 
Hospital I was very pleased to see and 
read the -article written by Mrs. K. Buckland 
on the "Nursing of Children." (Feb. '65). 
We rarely see articles written by instructors 
or students of the Vancouver General Hos- 
pital and perhaps this will inspire more of 
its staff members to let the rest of Canada 
know that they are still very much alive 
and active. - H. Lawson. New West- 
minster, B.C. 


Dear Editor: 
Your remarks in the February issue (In 
A Capsule) concerning nurses not being 
treated like professional people, should 
make us all stop and think. Do we act like 
professional people? 
It seems to me that nurses themselves 
are the cause of their difficulties and we 
have no one else to blame. As long as we 
reveal. by our thoughts and conduct, the 
fact that we are still "girls." we will l:
 
considered Just that. 
When nurses learn to think and act like 
purposeful members of a progressive and 
s
lf-governing profession, they will be 
accorded the r.ights and privileges of pro- 
fessional p
ople. - Audr
y Hart. Belleville. 
Ont. 


D
ar Editor: 
Is there something lacking in Ontario 
R.N. requirements that, on applying to work 
in Alberta, those of us who were not re- 
quired to complete S
nior Matriculation to 
enter our particular school of nursing, are 
not acc
pted as properly qualified R.N.'s 
here? 
Those of us who have completed Senior 
Matriculation in Ontario have no problem 
whatsoever. even though exactly the same 
R.N. training and exams were fulfilled by 
hoth groups. 
The former group. to be paid R.N. wages 
in this province, have to write either Al- 
berta Senior Matriculation exams or the Al- 
berta registration exam. They are. however. 
given full ward responsibility at lower 
THE CANADIAN NURSE 



wages until they become qualified. 
Is the RNAO aware that some of their 
qualified R.N.'s are being degraded and not 
accept'ed as qualified R.N.'s in Alberta? 
If so. why are we not warned of this im- 
pending and frustrating problem before 
entering a 'School of nursing that does not 
require complete Senior Matriculation? 
Standardization of R.N. requirements in 
Canada would eliminate such demoralizing 
practices as having your high school diplo- 
mas assessed by another province's board 
of education before you qualify as an R.N. 
there. 
Although I was not required to rewrite 
any exams before being "accepted" in Al- 
berta, I feel something should be done by 
all provincial nursing associations across 
Canada to put an end to these frustrating 
problems facing OUT Canadian R.N.'s of 
today. 
May the formation of a new and national 
organization not be just a dream OOt a 
reality for more unity and better communi- 
cation among the registered nurses of 
Canada! - R.N., Edmonton. 


Dear Editor: 
At this time of the year, the adminis- 
trativ:: staffs of all hospitals will be ar- 
ranging vacation schedules for staff nurses. 
At this time also, we learn of coming va- 
cancies on staff coinciding with the va- 
cations at the peak holiday months. 
I am a registered nurse with twenty 
years experience. Most of those years have 
beoen spent in administrative work. To gain 
a closer insight into the problems of the 
general duty group, and to learn more in- 
timately the attitudes of the group, I am 
currently perfonning registered nurses' duties 
at the first level of responsibility. There 
are some matters in the registered nurse's 
role that trouble me. 
First, the volume of technical and practi- 
cal duties, combined with the clerical and 
record duties that a registered nurse is ex- 
pe<:ted to perform in an eight-hour day, 
is massive, is a gigantic task, and is some- 
times overwhelming. During the non-vacation 
months, physical strength is stretched at 
times to the breaking point. The thought 
of the reduced summer staffs causes the 
registered nurse to take the only course 
she can - to flee - to escape an im- 
possible task. We accept an annual change- 
over in staff as a natural course of events. 
It is not so natural as it is motil'ated. Those 
of us who are married and not as free to 
travel distances retreat to our homes, giving 
one reason or another. 
Second, why has some accounting or 
financial department the right to tell us 
we shall have 2-4.5 nursing hours per pa- 
tient per 24 hours? Why does the hospital 
administrator have the power to dictate in 
purely nursing matters? 
Third, the unit supervisor has been 
selected for certain leadership qualities and 
for her broader interpretation of nursing 
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needs. Her potential is being wasted, and 
her role being made less meaningful and 
helpful to the general duty nurse. Her 
function is reduced to signing her signature 
on a stock narcotic slip; notifying a doctor 
in case of a death; taking phone calls from 
an ill staff member; investigating the cir- 
cumstances of a mistake, after the mistake 
has been made; giving a report based upon 
the general duty nurse's observation and 
interpretation to an on-coming supervisor. 
What is happening about her leadership and 
teaching abilities? Yes, there is a void there 
and she feels frustration. It is the time 
element again, and she knows the general 
duty nurse will have difficulty completing 
th:: routines expected, and can scarcely give 
her full attention to any chance for pro_ 
fessional growth. 
I believe that improVed nursing curricula 
is needed, and I believe in independent 
schools of nursing. I believe we should 
endeavor to compete with other professions 
in our recruitment programs. I would like 
to see our professional responsibilities 
continued 
n a more tangi.ble way for the 
gene'ral duty group. - R. N., Vancouver, 
B.C. 


DeaT Editor: 
At a recent meeting of the Estevan Nurses' 
Chapter, a discussion was held regarding 
the new format of THE CANADIAN NURSE. 
Our Chapter is very much impressed with 
the new magazine. We feel the articles are 
very well prepared, interesting and inform- 
ative. 
You and your staff are to be congratu- 
lated and we wish you every success in the 
future. - P. Cookson, Secretary, Estevan 
Nurses' Chapter, District No.8, SRNA. 
Dear Editor: 
At the end of my article that was pub- 
lished in October ("A Small Price to 
Pay") I gave as a reference the Colosto- 
my
I1eostomy Rehabilitative Association in 
Philadelphia. The editor of that association's 
journal forwarded to me letters that she 
had received in answer 10 my article which 
was also reviewed in their journal. 
There is a woeful lack of knowledge on 
the part of most nurses about the every- 
day aspects of living with an 'ostomy, 
and about the psychological recuperation 
of 'ostomy patients. There seems to be a 
desire on the part of at least some nursing 
instructors to have something to use as a 
handy reference. 
Perhaps all or parts of this letter could 
be published in "Random Comments" to 
see what response comes from other nurses, 
i.e.. if they believe a reference booklet for 
'ostomy care would be useful. 
I am endeavoring to give a rehabilita- 
tive service to 'ostomy patients and have 
had gratifying resuJts with those I have 
counseled. But getting to be known by the 
surgeons and supervisors who might call 
me in is a slow process. 
Aileen Barer, B.C. 
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from THE RYERSON PRESS 


New Edition 


o DRUGS IN CURRENT USE 
1965 


by Walter Modell, M.D, 
The 11 th edition-with all the drug infor- 
mation nurses need. 3,000 entries in ABC 
order · facts and warnings for each drug 
in one place · up to date . the most 
useful drug book you can own. 
160 pages only $3.00 
Revised Third Edition 
o UBORATORY JESTS IN COMMOH USE 
by Solomon Garb, M.D. 
The significance of 140 clinical tests ex- 
plained: Why each test is ordered . how 
to collect specimens correctly and safely 
· what happens in the lab (in summary) 
· what the nonnal values are for adults 
and children. 160 pages only $3.00 
New Second Edition 
o PERSONAL r IMPERSONAL AHD JHTERPfRSOHAi 
RaATIOHS 
by Genevieve Burton, R.N., Ed.D. 
Principles, practice, and a rich source of 
case illustrations, many of them new in 
this larger edition. Spells out the "why" 
of poor interpersonal relations and the 
"how" of improving them. 270 pages $4.50 
Comprehensive and practical-new 
o DISASTER HANDBOOK 
by Solomon Garb, M.D. 
and Evclyn Eng., R.N" M.A. 
Helps prepare nurses for their broad re- 
sponsibility in disasters of all kinds. En- 
ables them to coordinate nursing knowl- 
edge with disaster management. 256 pages 
$4.25 (Also in hard cover edition for $5.75) 
Three other favorites. . . 
o THI: NURiE AHD HER PROBlEM PATIENTS 
by Gertrud Bertrand Ujhely, R.N., M.A. 
192 Dages $3.50 
o Q.INICAL NURSING: A H8.P1NG ART 
by Ernestine Wiedenbach, R.N., M.A.. 
C.N.M. 
128 pages $3.50 
o NURiING CARE OF THE lONG-TERM PATIEMT 
by Jeanne E. Blumberg, R.N.. M.S. and 
Eleanor E. Drummond, R.N., Ed.D. 
144 pages $3.50 
Please send the books checked 
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In the Good Old Days 


(The Canadian Nurse JUNE 1925) 


During the past year, unemployment 
among qualified nurses has become acute. 
The following advertisement appeared 
recently in one of the largest newspapers 
in this province: 
"Registered, graduate nurse desires po- 
sition; will do housework; car fare extra." 
This advertisement is very significant and 
at le'ast one province has recommended the 
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limiting of the number of students admitted 
to training schools. 
The indications for improvement in the 
situation of employment are far from 
promisi'ng. It is to be noted that the graduate 
nurse charges less than fifty cents an hour 
for her services, and averages not more 
than seven months of work in each year. - 
excerpts from an Editorial. 
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Off-Duty is More Fun 
IN METROPOLITAN ST. PAUL- MINNEAPOLIS 


The thrill of spray in your face. _ . wind in your sails. 
and a great golden sun dappling the waves with brilliance. 
That's summertime in the land of lakes. Also summer- 
time: the Tyrone Guthrie Theatre and Minnesota Twins 
baseball. Life is more fun in the Twin Cities, and the 
Charles T. Miller Hospital .. . . . . . . . . . . . . . . . . . . . . . . 
puts you in the heart of it. . MlSsJoanJohnson,R.N..PersonneIOtfice 
: CHARLES T. MILLER HOSPITAL 
For full details on our higher . 
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 Ave.. Dept. c... 
starting salaries, educational : Please send tull detaIls on your nurSlnll 
. future to: . 
opportunities and economi- . NAME 
cal living, mail our coupon : ADDRESS 
. CITY STAT F . 
today. ....5...101'15 BY DAYTO"S . . . . . . . . . . . . . . . . . . . . . . . . 
428 JUNE 1965 


Z)ate4 tð 

 


July 10-16, 1965 
NINTH ANNUAL TRI-ORGANIZATIONAl 
SCIENTIFIC AND CLINICAL REHABILITATION 
CONVENTON 
STATlER-HILTON HOTEL 
NEW YORK 


* 


August 10.20, 1965 
SUMMER SCHOOL IN HEALTH EDUCATION 
SANGOR, N. WALES 


September 20-24, 1965 
RNAO CONFERENCE 
ON 
PERSONAL GROWTH 
AND 
GROUP ACHIEVEMENT 


For further information. write: 
RNAO, 33 Price St., 
Toronto 5, Ontario 


* 


Oct. 11 - Nov. 5, 1965 
POSTGRADUATE COURSE IN 
REHABIlITATIVE NURSING 
REHABILITATION INSTITUTE OF MONTREAL 


* 


* 


* 


November 17-20, 1965 
JOINT MEETING OF 
CANADIAN CARDIOVASCULAR SOCIETY AND 
CANADIAN HEART FOUNDATION 
Further details available from: 
Dr. John B. Armstrong, Executive Direc- 
tor, Canadian Heart Foundation, I 130 Bay 
Street, Toronto 5, Ontario. 


June, 1966 
GRAND REUNION 
HOTel DIEU HOSPITAL NURSES' ALUMNAE 
CAMPBEllTON, N.B. 
Will former graduates write: 
Mrs. Beatrice Clapperton Michaud, Cor- 
responding Secretary. P.O. Box 10. Camp- 
bellton, N.B. 


Creamann 


ANTACID / TABLETS 
LIQUID 


ECONOMICAL. DEPENDABLE 
ALUMINUM MAGNESIUM HYDROXIDE GEL 


cw
 
AUIIOOA OMTA"O 
fullinform.tion .v.n.ble on request. 
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the Rzght Shoe for a 
Bright Career 
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COME TO THIS 
GROWING 
SUBURBAN 
U. S. HOSPITAL 


Here, in friendly Connecticut, you will 
find opportunity for advancement at The 
Stamford Hospital . . : known as "the 
hospital with a heart". We can offer you a 
choice of services. . . educational assist- 
ance programs . . . health benefits, a 
retirement program and salary to match 
your ability and experience. Exciting New 
York City is only an hour away by train 
or car. Recent registration in 
most Provinces is acceptable 
when applying for Connecti- 
cut registration by reciprocity. . ,;...:...' · 
:.... 


...
, 


Write today for our 
 
descriptive booklet: .... 
"Your Future at Stamford" 


Miss Beatrice Stanley. R.N. 
Director of Nursing 
THE STAMFORD HOSPITAL 
Stamford, Conn. 


.. 


.' 


.... .... 
"_
'" 
"""OID 


DEPARTMENT OF 
PUBLIC HEALTH 


PROVINCE OF NOVA SCOTIA 


Requires the services 01 on 


ASSISTANT DIRECTOR Of 
PUBLIC HEALTH NURSING 


MINIMUM QUALIFICATIONS: 
Moster's degree in Public Heolth 
nursing or equivalen1; five years' 
experience including some supervis- 
ory and odministrotive responsibility. 


SALARY: 
Commensurate with quolifications 
and experience. 
Full Civil Service benefits. 
Further porticulors may be obtoined from 
the Director, Public Heolth Nursing, De- 
partment of Public Health, P.O. Box 488, 
Halifax, Nova Scotio. 


Applications may be obtained 
from the 


NOVA SCOTIA CIVIL SERVICE 
COMMISSION 


P,O. Box 943r Dennis Building 
Halifax, Nova Scotia 
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Clinical Chemistry 3rd ed., by Joseph S. 
Annino. 400 pages. Little, Brown and 
Company, Boston. 1964. 


Reviewed by Miss Margaret Tait, Instruc- 
tor, The Atkinson School of Nursing, To- 
ronto Western Hospital, Toronto, Onto 


., 


J- 


The author states that the objective of 
the book is to assist technicians in under- 
standing, using, and controlling good meth- 
ods of analysis in the area of clinical 
chemistry. This objectiv::: has been achieved. 
Part I provides the reader with an ex- 
planation of the fundamental techniques 
employed in biochemical analysis. and 
general information about the specimens 
being analyzed. 
Part II deals with specific methods of 
analysis. A detailed description is given of 
each procedure carried out on specimens, 
including both the technique involved and 
the equipment employed. Additional in- 
formation is provided, where necessary, to 
prevent the utilization of cleansing mat:::rials 
which would invalidate the test results. 


* 


At the end of each procedure descrip- 
tion, the physiological significance of the 
test results is discussed in terms of the 
basic principles involved. These brief, but 
adequate explanations might well be the 
only areas of interest in the book for 
nurses, especially those on a student level. 
The book could be used as a basic 
reference text for student nurses for the 
explanation of techniques employed in bio- 
chemical testing, and the significance of 
test results that deviate from normal. Its 
greatest value would appear to lie in the 
education of laboratory technicians. 


The Practical Nurse - Textbook of Nursing 
by Vivian M. Culver, R.N., M.Ed., and 
Kathryn O. Brownell, R.N., B.S. 573 
pages. A W. B. Saunders Publication. 
available in Canada through McAinsh & 
Co., Ltd. of Toronto and Vancouver. 


Rniewed by Mrs. Kathleen Johnstone, 
Director, Practical Nursing Department, 
Vancouver Vocational Institute, Vancou- 
}'er, B.C. 
This text is lacking in many respects. It 
is not suitable as a reference or a study 
text. The nursing car:: of the conditions 
of the gastrointestinal tract is good. All 
the other aspects of nursing care are 
poorly outlined. No guidance is given 
concerning "what to do." The student is 
merely told to be aware of many things 
but is given no concrete instruction. Upper 
respiratory tract conditions are forgotten as 
are shock and emergency care. Little is 
said about precautions and references are 
made to chapters, not pages. 


A large part of this book is spent in 
detailed instruction concerning the admi- 
nistration of medications, even though 
these are not taught in many schools for 
practical nurses. 


The Exceptional Child in the Family: Help- 
ing Parents of Exceptional Children by 
Alan O. Ross, Ph.D. 230 pages. New 
York, Grune and Stratton. 1964. 
Reviewed by Dr. S. R. Laycock, formerly 
Dean of Education, University of Saskat- 
chewan. 


This book is written for advanced stu- 
dents and practioners in such fields as 
special education. nursing, social work, psy. 
chology, counseling, pediatrics and general 
medicine. 


The author, who writes from a psycho- 
analytic point of view, takes the position 
that the parent-child unit is so closely inter- 
related that anything that affects the child 
affects the parents and that anything that 
affects the parents affects the child. For 
this reason, it is held that it does not matter 
whether an exceptional state exists in the 
child's cond-ition or in the parent's percep- 
tion of it. In either case the child's ex- 
periences will b:: affected. In this sense the 
author is talking about exceptional families 
and tries to show how these families can 
be helped by competent parent counseling. 
The first section - almost a quarter of 
the book - deals in considerable detail with 
the dynamics of family interaction and quo- 
tes relevant research data. It is well done 
but occupies a disproportionate share of the 
book. Some readers will want to start with 
Chapter Two and go back to the first 
chapter later. 
The second chapter. which is the core of 
the book, discusses the various types of pa- 
rental react-ions to a child with a defect. 
It describes parental expectations, reaction 
to discrepancy in those expectations and 
parental defences against anxiely. Chapter 
three deals with the techniques of counsel- 
ing and gives practical guidance to profes- 
sionals who carryon such responsibilities. 


There follow five chapters that deal with 
the specific problems involved in counseling 
the families of mentally retarded. phy- 
sically handicapped. emotionally disturbed, 
gifted. and adopted children. The chapter 
dealing with parents of adopted children 
is a particularly useful one as is the chapter 
dealing with counseling families of retarded 
children. 


This book is of value to a wide variety of 
professionals' whose work brings them into 
contact with "exceptional families:' It is 
particularly recommended to public health 
THE CANADIAN NURSE 



nurses and nurses in children's hospitals 
and institutions that serve exceptional chil- 
dren. 


Medical-Surgical Nursing, 3rd ed. by K. N. 
Shafer, J. R. Sawyer, A. M. McCluskey 
and E. L. Beck. 889 pages. St. Louis, The 
C. V. Mosby Co. 1964. 
Reviewed by Sister R. M. Dufault, r.h.s.j., 
B.Sc.N., Hôtel-Dieu Hospital, Montreal. 
Because of rapid changes in nursing, the 
authors have found it necessary to pub- 
lish a third, revised edition of their work. 
They re
mphasize, in this edition, their 
belief that the future of the health of our 
society depends on pre
'ention of illnesses. 
It is in this area that the nurse plays an im- 
portant role when she nurses a patient who 
has an illness that is being researched. 
Both medical and surgical aspects of va- 
rious conditions affecting each body sys- 
tem are included and nursing care is inte- 
grated throughout. To avoid describing 
nursing care repetitiously, the authors have 
concerned themselves only with the spe- 
cific nursing care of the more common 
disorders. 
Each chapter starts with a questionnaire 
and ends with a list of references. References 
that would be most useful to student nurses 
are marked with an asterisk. 
New material has been added to this 
edition and includes information concern- 
ing: the nursing care given to patients being 
treated by radiotherapy; chemotherapy i.. 
canc
r; alcoholism; and the nurse's role in 
disaster. Chapters relating to the endocrine 
glands, the heart and blood vessels have 
been elaborated. Illustrations which total 
192 add to the understanding of the sub- 
jects discussed. 
The authors have succeeded in achieving 
their aim by showing that nursing care is 
closely related to science. This book would 
b:: valuable to student and graduate nurses. 


Methods Improvement in Hospitals by 
Addison C. Bennett, M.S., M.S.I.E. 157 
pages. Montreal, J. B. Lippincott Co. 
1964. 


Re
'iewed by Miss Shirley Stinson, As- 
sistant Director of Nursing Service, The 
Hospital for Sick Children, Toronto, Onto 
"There is always a better way." Using a 
simple four-step problem-solving procedure. 
the author has succeeded in giving hospital 
personnel a meaningful introduction to the 
tools and techniques of improving work 
methods. Clear and non-technical for the 
most part, this text is best suited as a train- 
ing tool for hospital department heads, 
supervisors, and head nurses. It would be 
valuable. even if used only in part, in the 
education of student nurses as it would help 
combat the too-frequently heard "this is 
tire way," rather than "what is a better 
way?" approach. 
The intent of this book is not a scholarl} 
treatise on "work simplification." (Indeed 
there seems to be an almost fanatical avoid- 
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ance of that term per se and no reference 
to E. H. Schell; one suspects a subtle di- 
chotomy at the sophisticated top level of 
this field!) Yet, in order to get the intended 
perspective. the learner might have benefited 
from more detail about man's basic re- 
sistance to change. More emphasis, too, 
could have been placed on the application 
of the theory of probability to work samp- 
ling techniques. The perfunctory attention 
given to the matter of including all levels of 
staff in the methods improvement program 
seemed inadequate for an area where the 
dangers of lip service are so great. At times, 
the recapitulation of topics (e.g. principles 
of motion economy) was somewhat exasper- 
ating as was the tendancy toward infinite 
detail about rather minor items (e.g. how to 
make a C"'drdboard template) and this space 
could have been turned over to these other 
more pressing problems. 
Of real value is Mr. Bennett's "Special 
Note to the Reader." Emphasizing that me- 
thods improvement is more the product of 
a basic administrative attitude than it is a 
cause, the author gives us what is really 
an informal philosophy of administration. 
It is in these few lines that one realizes that 
here is a person who is not a high pressure, 
gimmick-type salesman, but someone sin- 
cerely interested in improving hospital 
efficiency, economy. and job satisfaction 
through some time-honored, simple tech- 
niques. 
Industry in general has made great use 
of these tools and techniques for well over 
a quarter of a century. The results when 
applied to hospitals can mean better care. 
For this reason, Bennett's book should take 
high priority on the readinJ( lists of hospital 
rersonnel. 


The Nurse in the School Health Program 
by Gertrude E. Cromwell, R.N., M.S. 126 
pages. Philadelphia, W. B. Saunders Com- 
pany. 1963. 
Reviewed by Mrs. Anne C. Boyle, Hyatts- 
ville, Maryland. formerly staff nurse with 
the Protestant School Board of Gr. Mont- 
real, Quebec. 
Here is an important and rewarding field 
of nursing with which many are not fa- 
miliar. The author gives us a full picture 
of tÞe role of the school nurse, her duties 
and responsibilities in the care of the chil- 
dren in school. 
If the nurse is well oriented in the use 
of her nursing skills in the school setting, 
unlimited opportunities exist for her to ad- 
vise teachers and parents who are concern- 
ed about individual pupils with health prob- 
lems. For example, the nurse may hold 
conferences with parents and principals, and 
also with her supervisor. How these inter- 
relations and their attending problems can 
be handled is the subject of this book. 
Miss Cromwell has given us an excellent 
guide for all nurses in the schools, and 
gives the reader a clear picture of how they 
funclion, of the school problems they face. 


How YOU can be an 


ANGEL of COMFORT 


1. When the bedridden patient cries out 
for relief from the smarting or itching 
discomfort of sheet burns, simple rash, 
rectal and vulval irritation - suggest 
medicated, lanolin-rich Resinol Oint- 
ment for quick, long-lasting comfort. 


2. When baby's skin is chafed, red and 
row from diaper rash or dry eczema 
-use Resinol - it gently soothes the 
angry, itching irritation. 


3. When the children get a burned finger, 
scraped knee, ivy poison, chapped 
skin - apply Resinol for quid. relief. 


" When older folks suffer from itching 
skin due to loss of natural oil - 
soothe and lubricate the dry skin with 
lanolin-rich Resinol Ointment. 


For professional sample of soothing Re- 
sinal, write to: 


RESINOl CHEMICAL CO., 
TCN-49, Baltimore, Md. 21201 


RESINOL 


OINTMENT 
AND SOAP 


A CAR IS A MUST! 
IN EUROPE! 


BUY or RENT your new European 
car in Montreal: 


SIMCA - RENAULT - CITROEN 
PEUGEOT - VOLKSWAGEN 
PAN HARD - FIAT - TAUNUS 
ALFA ROMEO, etc. 


Your cor will be delivered 10 you at your 
arrival in Europe. Repurchase guaranteed 
in dollars. Finance plan available. 


WE CAN ALSO TAKE CARE OF All YOUR 
TRIP FORMALITIES: Reservations, Hotel, 
Air and Sea Tickets, Itineraries, Insurance, 
etc. - Maps of European countries 
international driver's licence. 


SERVICE EUROPEAN 
DE TOURISME 
AUTOMOBILE ENRG. 


1176 Drummond Street 
Montreal 


Tel.: UN. 1-3906 and UN. 1-0200 
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ABOUT BOOKS (Continued) 


valescent homes, administrative centres, fa- 
mily 'and general -assistance agencies, child- 
ren's services, 'and many others. 
An up-to-date copy of this Directory, 
which is issued every two years, should be 
in the possession of every doctor, nurse, 
sodal worker, and hospital in the area. 
Copies may be obtained for $1.00 from the 
Montreal Council of Social Agencies, 1040 
Atwater A venue. Montreal 6. 


and a clarification of the responsibilities 
others must .assume. 


Directory of Health, Welfare and Recreation 
Services of Greater Montreal. Montreal 
Council of Social Agencies. 1965. 


This Directory provides a description of 
the services available from over 300 com- 
munity organizations serving the English- 
speaking population of Montreal, along 
with their address and phone numbers. 
Services given include: hospitals and con- 


Programmecl Mathematics of Drugs and So- 
lutions by Mabel E. Weaver, R.N., M.S. 
and Vera Koehler, R.N., M.N. 101 pages. 
Montreal, J. B. Lippincott Co. 1964. 
This compact, weIl-pl'anned paperback 
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UALITY 
'" . 
me Ping 


There is only one Sterling-Quality . . . the extra care pin that you wear 
with pride. And at so little cost that everyone should be "pinned" by 
Sterling! These plastic pins can be any color except gold or silver, lettered 
in any color including gold or silver. Sizes are as shown below, the length 
selected to suit your name! Supplied with standard pin back and safety 
clasp and lettered in blue on white plastic unless you specify another color 
combination. Need two name pins exactly alike? The second is half price! 


, 
I 


White Peatl- 
or-color like 


MRS. J. MARTIN, R. N. ] 


Single line 
Double line 


.60 .65 
.90 .95 


MISS P. RYAN, N. A. 


MRS. M. WilLIAMS, R. N. 
Supervisor of Nurses 


Please send correct amount with your order. Guaranteed: any 
terljng- 
quality name pin that becomes defective for any reason whatsoever will 
be replaced free of charge. These are pins, not name tapes, which we also 
supply in great variety. 


STERLING NAME TAPE COMPANY 


365 Depot St., Winsted, Connecticut 
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text is designed to aid beginning students of 
nursing to develop the problem-solving skills 
in materia medica. Programed texts are 
invaluable 'aids when a student needs indi- 
vidual help and step-by-step guidance, but 
the teacher's time is limited. 
This is a complete text. The authors state 
that "upon completion of this program the 
student should be able 1. to write the con- 
versions of equiV'alents within and between 
the metric, the apothecary and the household 
systems of measurement as related to drugs 
and solutions; and 2. to solve problems re- 
lated to drug and solution dosages including 
the utilization of [these] conve'rsions." 
The book can be recommended for all 
school of nursing libraries, and should be- 
long to every materia medica and nursing 
arts instructor. 


1964 Supplement to 1964-66 Annotated 
Guide to Health Instruction Materials in 
Canada by School Health Committee, 
Canadian Health Education Specialists 
Society, Box 2305, Stn. D., Ottawa. 
This supplement is presented to ke.ep the 
1964-66 Annotated Guide to Health Instruc- 
tion Materials in Canada completely up-to- 
date. The Guide lists over 600 English and 
French booklets, leaflets, posters, etc. 
which are available and of interest to 
public health nurses concerned with schools. 
It is also recommended to classroom teach- 
ers. Further information regarding copies 
can be obtained from the above address. 


THE ASSOCIATION 
OF NURSES OF THE 
PROVINCE OF QUEBEC 


Invites applications lor the 
position 01 
ASSISTANT SECRETARY 


Applicants should be expe- 
rienced in nursing service and/or 
nursing education at the od- 
ministrotive or supervisory level. 
They must be bilingual, and be 
oble to speok and write French 
fluently. 


Application lorms 
may be obtained Irom 
The Secretary-Registrar 
THE ASSOCIATION OF NURSES 
OF THE PROVINCE OF QUEBEC 
4200' Dorchester Blvd., West 
Montreal 6, Quebec 
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Colored charts of the 
female reproductive system... 
free 
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We would like to send you a set of anatomical 
charts of the female reproductive system. They 
include illustrations of the changes that occur 
during the menstrual cycle. These classic draw- 
ings, in color by R. L. Dickinson, M.D., are lami- 
nated in plastic for permanent use as an aid in 
explaining pelvic anatomy to young girls; suitable 
for grease-pencil use and erasure. 
And to help you in your instruction, we have 
prepared two booklets you may give to young girls 
after you have talked with them: one describes 
why menstruation is part of a woman's life and 
the other answers questions younger girls ask-or 
would like to ask-about menstruation. 
If you will fill out the coupon, we will be happy 
to provide you, free, with a set of the anatomical 
charts and sample copies of the booklets for your 
eValuation. You may then order as many free book- 
lets as you need. 
Tampax vaginal protection itself helps reduce 
the aversion that many girls and women feel to- 
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ward menstruation. Tampax wearers experience 
none of the irritation and chafing often caused by 
a perineal pad. Tampax virtually abolishes men- 
strual odor, a source of embarrassment for many. 
And Tampax is hygienic-to insert, to wear, and 
to dispose of-so that women will feel cool, clean 
and fresh when they wear this vaginal protection 
Tampax is available in Junior, Regular, and 
Super absorbencies. Explicit directions for inser- 
tion are enclosed in each package. 


TAM PAX 
Internal sanitary protection for better menstruZlI hygiene 
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P.o. Box 627. Barrie, Onto 
I Please send me a tree set of the laminated Dickinson I 
I anatomical charts, and samples of the two booklets alonø I 
I with an order card for easy reordering. I 
I Name_ I 
I I 
I Address I 
I I 
I _ CN-I I 
L_______________________
 


JUNE 1965 


433 



Medical 


Highlights 


ENZYME RESEARCH 


virus inhibitors and other researoh. 
The enzyme was found in 'bacteria in- 
fected by viruses which contain ribonucleic 
aoid (RNA) as the genetic material. Little 
has been known about RNA viruses as 
compared with those Which contain deoxy- 
ribonucleic acid (DNA). DNA is the ge- 
netic material which has yielded most know- 
ledge of the biochemistry of heredity. It is 
the main constituent of chromosomes. 


Scientists at the Albert Einstein College 
of Medicine in New York have reported 
finding and identifying an enzyme essen- 
tial for the reproduction of an infective 
'bacterial virus. Because the enzyme does not 
appear to play a role in normal cell func- 
tion, the discovery opens the way for 
possible future development of chemical 
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For name of your nearest dealer, write: 
NATURALIZER DIVISION, BROWN SHOE 
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The enzyme obtained by these investiga- 
tors was purified from extracts of virus- 
infected bacteria and shown to be capable 
of catalyzing formation of copies of the 
viral RNA. It was also found to be different 
from known enzymes of uninfected bacteria. 
Enzymes are biological catalysts that 
make it possi'ble for life-controlling reactions 
to occur at rapid rmtes. These proteins are 
highly spedfic: virtually every chemical 
reaction in a biological system requires a 
separate and distinct enzyme to promote 
that reaction. 
The demonstration of a new enzyme 
induced by infection with RNA virus and 
involved in the process of viral multipli- 
cation represents a significant -advance in 
basic knowledge of RNA and its role in the 
transmissi'on of genetic information. The 
fact that the enzyme is not found in normal 
cells has broad implications for future ef- 
forts to develop chemical virus inhibitors. 
Several such inhibitors of multiplication 
in DNA-containing viruses have already 
been developed and tested at other institu- 
tions. They include drugs which have shown 
activity against the vaccinia virus, from 
which smallpox vaccine is made, and against 
a virus causing an infection of the eye. 
Virus inhibitors likewise have great in- 
terest for scientists searching for chemo- 
therapeutic weapons against cancer. Viruses 
have long been known to cause tumors in 
animals and are suspected of causing hu- 
man cancer. 
Because present knowledge of RNA as a 
genetic material is relatively limited, com- 
pared to what has been learned in recent 
years about DNA and its role in heredity. 
the Albert Einstein studies help to open 
the way for new advances in molecular 
biology. 


NEW DRUG NOTICE 


The Food and Drug Directorate of the 
Department of National Health -and Wel- 
fare has issued the following directions to 
all Manufacturers of Immunizing Agents: 
"At the meeting of the WHO Expert 
Committee on Smallpox the complications 
of vaccination were discussed and it was 
recommended that these can be minimized 
if certain contraindications are observed. 
To remind the medical profession of these 
complications a statement to the following 
effect should be included in the package 
insert under contraindications: 
'Complications can be minimiz.ed by 
avoiding the routine vaccination of persons 
whose medical history and physical status 
suggest the possibility that complications 
may occur. In endemic areas or in con- 
tacts of smallpox cases there are no ab- 
solute contraindications. The presence of 
eczema in the subject (or his close con- 
tacts) is a contraindication to routine vacci- 
nation. Vaccination should not be routinely 
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performed on any person who is sick, is 
suffering from leukemia, has evidence of 
defective immune mechanism, is on corti- 
costeroid treatment or has a septic skin 
condition. When such persons have to be 
protected, vaccination should be done under 
cover of gamma globulin or chemoprophy- 
lactics.' 
"In view of the increased interest in ad- 
verse reactions to drugs and particularly the 
concern of the provincial epidemiologists in 
being alerted to any such reactions which 
may occur in immunizing programs, a 
statement to the following effect should be 
included in the package insert of all immu- 
nizing agents: 
'It is most desirable that extraordinary 
reactions which may occur concomitantly 
or following various vaccinations be report- 
ed to the manufacturer and to the epide- 
miologist of the province using a special 
form placed at your disposal by the Mi- 
nistry of Health.' 
"Will you please review the package 
inserts of your smallpox vaccine preparations 
and immunizing agents and have them re- 
vised promptly to include the above 
statements." 


TUBERCULOSIS RESEARCH 


A method of detecting M. Tuberculosis 
on culture media which permits the recog- 
nition of this micro-organism at an earlier 
date than has been the case heretofore 
has been developed by Dr. Edith Man- 
kiewicz. This method is also invaluable in 
assessing the status of tuberculosis lesions 
in persons who have received anti-tubercular 
drugs over long p:riods and where, with 
ordinary methods. tubercle bacilli may not 
be detected. 
Dr. Mankiewicz. the Director of Labora- 
tories, Royal Edward Chest Hospital, Mont- 
real since 1951. is a specialist in mycobac- 
teria. She participated in a World Health 
Organization symposium in Prague. Cze- 
choslovakia, in February, 1965. 
The project's main purpose was to 
standardize laboratory procedures of phage 
typing of mycobacteria. If the proposed 
technique proves satisfactory, and the same 
results of typing are obtained in the co- 
operating institutions, the next step will be 
to use phage testing for the classification 
of mycobacteria. 
The international reputation of the Royal 
Edward Chest Hospital. not only in the 
field of tuberculosis but in the treatment 
of other chest diseases as well, is growing 
rapidly. In 1954, this hospital was the first 
in Canada to diagnose a case of pulmonary 
histoplasmosis, a fungus disease that may 
mimic tuberculosis in its symptoms. The 
incidence of this disease appears now to 
be increasing. During the past months, the 
hospital has made 25 isolations of this 
fungus from patients with previollsly un- 
diagnosed pulmonary lesions. 
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MACMILLAN AWARD STUDIES 


USE AND ABUSE OF LAXATIVES 
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DOUCHE 
POWDER 


answer feminine hygiene. problems 
. safely 
. effectively 
. discreetly 


Soothes, deodorizes, removes vaginal dis- 
charge in leukorrhea, trichomoniasis and 
other forms of vaginitis. Mucosolvent action 
of the fruit ferment "Caroid" assures rapid, 
effective action. Easy to use-pleasantly fra- 
grant. Recommend with confidence for 
routine feminine hygiene. 
Contains the ferment-cleanser Caroid 
(brand of Papain) with Boric Acid, Sodium 
Borate (dried), Zinc-Phenol sulfonate 
(driecJ), plus excipients, antiseptic deo- 
dorant and soothing oils with a pleasant 
fragrance. 
CAROFEM Powder available in box of 12 
individual douche packets or 8 oz. container. 
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CONSTIPATION? 


for effective overnight 
laxative action 
prescribe 
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taken at bedtime 
works gently 
to produce a normal 
bowel movement 
in the morning. 


. TORONTO. CANADA 


REGISTERED NURSES 
new york city 


- 500 bed accredited teachinR hospital with all 
services; 


- ExpandinR facilities in PSYCHIATRY. OPERATING 
ROOM and OBSTETRICS. 


- StartinQ salary $425.00 per month. shift dif- 
ferential. 


- Liberal personnel policies. tuition assistance. 


- Must be eliQible for New York State license. 


- Applications and details furnished on request. 


Write to Director. Nursing Service 
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428 WEST 59th STREET. NEW YORK 10019. N. Y. 
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The Handicapped CAN Travel 
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In August, 1964, a group of handicapped adults and their 
attendants boarded a plane in Regina and embarked on a ten-day 
holiday in Ontario - the highlight of which was The Stratford 
Shakespearian Festival. This group was sponsored by the Saskat- 
chewan Association of Festival Tours for the Handicapped, 
which last year staged its third annual tour. 
Extensive preparations had gone into bringing such a project 
to reality. Candidates were selected from interested handicapped 
persons in southern Saskatchewan; raffles and car-washes were 
held to raise money; interested groups and individuals were 
solicited for financial and technical support. A local travel agency 
arranged the numerous details of plane reservations, car rentals 
and hotel accomodations. Attendants were chosen from willing 
staff members of the Physical Restoration Centre in Regina. 
and a registered nurse was selected to accompany the group. 
At last, armed with plane and theatre tickets, flight bags and 
cameras, the group set out on their journey. The speedy plane 
ride, which in itself was a first-time thrill for most of the trav- 
elers, brought us to Toronto where, as previously arranged, two 
"rent-a-cars" were obtained for the drive to Stratford. After a 
weary, excitement-charged day, the group settled into their hotel 
rooms for the night - exhausted, but thrilled with the promise 
of the experiences ahead. 
Traveling with six handicapped persons presented some unique 
problems; however, with a little imagination and often plenty 
of humor, these were overcome. With four wheelchair-bound 
members and two on crutches, the four helpers were kept busy 
assisting them in and out of cars, to and from bathrooms and 
on and off beds. The flight attendants at the air terminals proved 
very adept at helping us board and leave the planes, as were 
the ushers at the Shakespearian Theatre in their duties. These 
people, as well as the airline stewardesses, seemed attuned to 
the needs of the handicapped, and contributed greatly to their 
comfort and general welfare. 
The travelers' handicaps included cerebral palsy, post-polio- 
myelitis and traumatic accident injuries. The ages ranged from 19 
to 61 years and the disabilities from almost total dependence 
for the activites of daily living to complete independence. Several 
\l,ere on medications, and one needed a twice-daily catheter 
irrigation. For this treatment. room service at the hotel provided 
a pot of boiled water, to which sodium chloride tablets were 
added to make a normal saline solution. Disposable syringes and 
drainage equipment that we had brought with us helped to adapt 
this procedure to the traveling situation. 
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Bathroom facilities that are suitable for the mobile individual 
proved difficult for our travelers, both on the plane and in the 
hotel. No attempt was made to take the handicapped into the 
tiny washrooms on the plane; however, the air terminal at 
Winnipeg was a lifesaver in providing a "paraplegic" bathroom 
where the wheelchairs could be pushed in with ease, and transfer 
aided by conveniently located bars. At the hotel, management 
was most cooperative in removing bathroom doors to widen the 
passageway for the wheelchairs. This helped to make the handi- 
capped feel more independent and "at home". 
The helpers included two female and one male attendant, all 
of whom had had much experience in attending to the need3 
and wants of handicapped persons. They were responsible to 
the nurse who was in charge of the group, and who supervised 
the general nursing care that was required. This care included 
assistance in dressing, feeding and transferring; ensuring that 
medications were taken as ordered; attention to bowel and bladder 
function and skin care. Health problems were at a minimum 
during the holiday, and the services of a physician were not 
required. 
What did the group see and do on its "Festival Tour"? The 
itinerary was planned to include as much sight-seeing. souvenir- 
hunting and picture-taking as possible, and every advantage was 
taken of chances for pure holidaying pleasures. We attended 
all six of the theatre performances which, of course, were the 
main feature of the tour. To be present at this world-famed 
event; to see top-notch performances of actors of the highest 
calibre; to view live productions of plays and musicals that we 
had often heard about but never imagined were "possible for 
us" - these were indeed experiences of a lifetime. For the 
handicapped members of our group. these were especially precious 
times: to be able to travel with such relative ease and to par- 
ticipate in the Festival were undreamed of opportunities. 
A very pleasant interlude in our hurried pace of activity was 
the outdoor reception planned for us by the Handicapped Asso- 
ciation of St. Catherines, Ontario. Here, overlooking a beautiful 
lake, and in the company of congenial people whose interests 
matched ours, we enjoyed a relaxing afternoon, and renewed 
our energy and revived our spirits for the. final lap of our 
holiday. 
To be so close to Niagara Falls and not to visit it would have 
been an opportunity sorely missed. During our brief hours there, 
we toured Tussaud's famous Wax Museum, rode to the top of 
Seagram's Tower where we were amazed at the grandeur of 
the illumination, and fast became among the millions who have 
been so vividly impressed by this world-wide attraction. 
The end of the ten days saw an exhausted but thoroughly 
enthralled group wending their way back over the vast stretches 
of the Great Lakes to homes and families. Many problems had 
been met and surmounted with minimal inconvenience to all 
concerned; and the good times were enjoyed to the utmost. From 
a nursing point of view, this trip was indeed a unique and 
challenging experience; and the stimulation derived from working 
with the handicapped was invaluable. Surely the nurse, attendants 
and handicapped members of next year's Festival Tpur can look 
forward to a similarly enriching experience and will once more 
prove that traveling for the handicapped can be fun. - GLORIA 
MOWCHENKO, B.S.N., presently staff nurse with the Victorian Order 
of Nurses. Medicine Hat and Redchff Branch. Alberta. 


Walter Safety says, 
"Think, don't sink! 
Be water wise! Learn 
and practise water 
safety every day." 
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The answer: TUMSI 
These mild, minty- 
flavoured tablets will give fast relief 
from heartburn, gas and the 
other discomforts of acid indigestion. 
Keep TUMS in mind when 
your patients ask this question. 
Remember TUMS bring fast, long 
lasting, safe relief . . . and they 
cost so little too. 
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THE NATIONAL HOSPITAL 
QUEEN SQUARE, LONDON, 
W.C.!., ENGLAND 


(Neurology and Neurosurgery) 
POST.GRADUATE NURSING EDUCATION 


One year courses are open to groduotes of occredited 
Schools of Nursing with good educotionol bock- 
ground. 
Three Months ocodemic teoching in the School of 
Nursing under guidonce of Sister Tutor ossisted by 
teoching Stoff of Senior Neurologists and Neurosur- 
geons. 


Eight months Clinico/ experience 
Five weeks vocotion. 
Certificote ond bodge of the Hospitol owarded to 
successful Students. 
Full groduote solary poid throughout the year. 
This work hos 0 speciol oppeol to nurses interested 
in research ond the humonitarion ospect of Nursing 
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A 
CHALLENGING 
FUTURE 
AWAITS 
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Send for this informative booklet, which outlines the nursing and 
career opportunities in the Canadian Forces Medical Service. Visit, 
write or call your nearest Canadian Armed Forces Recruiting Centre 
or write to: THE SURGEON GENERAL, DEPARTMENT OF NATlðNAl 
DEFENCE, OTTAWA, ONTARIO. 
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"Democracy is a form of social organization in which 
the participation of each individual in the various phases 
of group activities is free from such artificial restrictions 
as are not indispensable to the most efficient functioning 
of the group as ultimately detennined by the will of the 
whole society." - The Encyclopedia Americana 
"Democracy is a charming form of government, full 
of variety and disorder, that dispenses a sort of equality 
to equals and unequals alike." - Plato 
"If liberty and equality, as is thought by some, are 
chiefly to be found in democracy, they be best attained 
when all persons alike share in the government to the 
utmost." - Aristotle 


From these three excerpts, a mental picture can be 
formed of what constitutes a truly democratic institution 
whether it be found as the governing body of an entire 
country or as a professional organization such as we have 
in nursing. Inherent in the concept of a democratic society 
is the right of each citizen or each nurse to have a part 
in the election of their representatives who are charged 
with the responsibility of introducing 
ppropriate legis- 
lation. It includes both the right of groups or individuals 
to nominate and the right of those eligible to vote to make 
their choice from among those persons nominated. Can- 
adians exercise or fail to exercise these rights of their own 
volition. There is no law that penalizes any who do not 
fulfill all of the obligations inherent in democracy. With 
these opportunities to indicate our will through the election 
of our legal representatives, we should then go the next 
step and recognize the rightness of majority decisions when 
a vote is taken, even though we personally may form a 
part of the disagreeing minority. 
It is an equally acceptable principle of Our demo- 
cratic beliefs that those who do disagree with a particular 
piece of legislation or a policy should have a right to 
present publicly their arguments against any proposal. In 
support of this principle, the government of Canada has 
not only the group that presents legislation but also the 
group officially known as the opposition. The members 
of this opposition group, with or without adequate know- 
ledge or understanding of the questions being discussed. 
tend to assume the role of vituperative critics. They may 
vehemently upbraid the entire governing body Or pounce 
upon words or actions of individuals, tearing at them 
viciously with violent castigations. 
An elected opposition has never been an integral 
part of nursing organizational patterns. From the smallest 
chapter. through the provincial associations up to the 
Canadian Nurses' Association. constitutions ar:d bylaws, 
approved in each instance by their respective member- 
ships. have given interim authority for action to the elected 
officers. the executive committees. the councils. the boards 
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of directors, providing such actions are within the scope 
of the laws, regulations and policies of the organization 
as a whole. The annual meetings of the various asso- 
ciations are the occasions when the elected and appointed 
representatives are required to report on their stewardship. 
How successfully have they served the membership? What 
are the problems that have not been solved? What new 
developments are proposed? 
Instead of an elected opposition, every active 
member, in each level in our association organizations, 
has a right, even a duty, to examine, to think through, to 
discuss and to question the items of business that are re- 
ported. Unhappily, many people are too mind-lazy or 
too easily distracted to give the complete attention such 
business warrants. In the larger provincial associations 
and the CNA, voting is on a delegate basis because of 
the numbers of members involved. This, however, does 
not exclude any member from taking part in discussion 
nor excuse those who do not participate. 
Disagreement there usually is. Too often, it is not 
verbalized until after the business sessions are adjourned. 
A few individuals may voice their disapproval while the 
coffee is being served. To this small groundswell a larger 
nltmber fll
V add their comments until the business items 
being criticized assume seemingly gigantic proportions, 
even to the point where the daily press, that enjoys 
publicizing disputes, seeks interviews with the dissident 
members. Is this truly democracy in nursing? To disagree 
is certainly a right; but to tear down. to shred person
l 
reputations, to use misinformation - is this democracy m 
nursing? 
In 400 B.c.. Zeuxis, a Greek philosopher, is credited 
with writing "Criticism comes easier than craftsmanship." 
Disraeli. in the course of a speech in the British parliament 
in 1860 said "It is much easier to be critical than to be 
correct." Barbara Schutt, editor of the American Journal 
of Nursing, wrote in the May. 1965 issue ". . . frank dis- 
agreement must be respectable and respected within 
nursing. " 
Dictionaries provide a variety of synonyms for the 
word "criticism" - disapproval. faultfinding, the m
king 
of judgments. analysis of merits and faults. A smg1e 
definition is given for "craftsmanship" - the .work done 
by skilled artists or practitioners. !,o be a sk.il.l
d lea
er 
in nursing affairs demands a vanety of ablhtles chief 
among which are integrity, faith. under:>tanding and, not 
infrequently patience. When these attnbutes are shared 
by all members then disagreements will be "respectable 
and respected in nursing." They are the guideposts to true 
democracy in nursing. 
J;UL7'at<
V 


MARGARET E. KERR. EDITOR AND EXECUTIVE DIRECTOR 
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Liberal leader Andrew Thompson (extreme left) addresses RNAO 
members who marched fo the Ontario Legislative buildings 
in support of "The Nurses' Collective Bargaining Act, 1965." 


An Historic March 
One Toronto newspaper consider- 
ed it a "lark." A protest group of 
twenty nurses, known as "The Com- 
mittee for the Advancement of Pro- 
fessional Nurses," angrily denounced it 

s an example of the "hierarchy" of 
the Registered Nurses' Association of 
Ontario leading membership astray. 
But eleven hundred RNAO members 
attending the first-day sessions of the 
annual meeting in Toronto knew what 
!hey wanted when they accepted Pres- 
Ident Margaret Page's invitation to 
!llarch to the Ontario Legislative build- 
Ings: to demonstrate to the provincial 
government their solidarity in support 
of the Brief entitled "The Nurses' Col- 
lective Bargaining Act, 1965." 
The Board of Director's decision to 
initiate the march had been made only 
a.fter careful thought and considera- 
tIOn. The RNAO President told this re- 
porter: 
There was a feeling that there had to be 
some form of action that relates to group 
participation - an action wherein all mem- 
bers share the same experience. When 
something is believed to be the right of the 
individual, and when it will be for the 
benefit of all, then each individual must 
speak, with others, as one voice. 
The invitation to demonstrate this 
unity. of purpose came as a complete 
surpnse to most members. It had not 
been listed on the program. The spon- 
taneous response of approval that fol- 
lowed it was not, however, due to the 
element of surprise. It resulted from 
a culmination of events that had frust- 
rated membership over the past several 
year
 in th
ir determined struggle to 
obtam a sattsfactory means of negotia- 
tion with employers. 
At the association's annual meeting 
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in 1964, membership empowered the 
Board of Directors to take the essential 
steps to secure collective bargaining 
rights for registered nurses employed 
at every position level. The Board ful- 
filled this obligation. The proposed 
legislation was presented to the Onta- 
rio Minister of Health in February of 
this year. * 
Fifteen interpretive sessions were 
held throughout the province to ex- 
plain the Brief and its implications for 
all Ontario nurses. In addition, each 
member of the association received a 
special "collective bargaining" issue of 
the News Bulletin to study and to 
discuss at chapter and district meet- 
ings. They were also free to compare 
this proposed legislation with collective 
bargaining sponsored by any other 
group. Conversations with many indi- 
vidual members, from. various fields of 
nursing, revealed that they were know- 
ledgeable about the Brief. 
Since the presentation of the Brief 
to the Minister, association members 
have been incensed by the misleading 
invectives against the proposed legisla- 
tion made by the "protest" group of 
twenty. Although few in number, they 
voiced their objections loudly and fre- 
quently, giving the impression that 
they spoke for all nurses in the prov- 
ince. 
There was a growing realization that 
the enactment of the legislation could 
be delayed if government officials be- 
lieved the profession was divided in 


* In the July 1965 issue of the JOURNAL, 
Mrs. Isabel LeBourdais, public relations 
officer, RNAO. will present basic facts and 
background information about the proposed 
legislation and will answer the criticisms of 
the Act voiced by the 20 dissident nurses. 


MARCH 


supporting it. This apprehension was 
further strengthened by the "Progress 
Report on Legislation for Collective 
Bargaining." In this report, the chair- 
man, E. Marie Sewell, stated that it 
was evident, after meetings with the 
Premier of the province and the Minis- 
ter of Labor, that RNAO solidarity in 
supporting the Act was being question- 
ed. This, she reported, was a delaying 
tactic. 
There was no hesitation on the part 
of membership. They interrupted their 
afternoon deliberations and marched 
to Queen's Park to show their support 
of "The Nurses' Collective Bargaining 
Act, 1965." 
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Labor Minister Leslie Rowntree speaks to 
the RNAO delegation. To the Minister's left 
is RNAO president, Mrs. Margaret Page. 


THE CANADIAN NURSE 



What Nurses Think About Nuning 
A resolution, passed at the annual 
meeting in 1963, directed the RNAO 
executive to initiate a province-wide 
study of nursing. Its purpose was to 
obtain the opinions and beliefs of the 
membership about such questions as : 
How effective are present patterns of 
nursing? Who is doing nursing, how 
are they doing it and how are they pre- 
pared to do it? Where must nursing 
go from here? 
A verbal interim report of the re- 
sults of this study was presented last 
year. This year, the final, comprehen- 
sive report was completed and sub- 
mitted to membership for approval. 
According to Mrs. Jean Dalziel, sec- 
retary of the Planning Committee for 
the Study, nurses from every occupa- 
tional field and from every type of 
position took part. Some 2,361 RNAO 
members attended group discussions; 
2,756 attended chapter meetings where 
the issues were discussed; and 2,278 
questionnaires were returned by mem- 
bers. Six major areas of concern were 
identified by the Planning Committee 
when tabulating the responses: what 
is nursing; role relationships; working 
conditions; basic nursing education; 
continuing education; and the RNAO. 
1. What is nursing: This proved to 
be an uncomfortable area of discus- 
sion. Individuals had difficulty ex- 
pressing their beliefs in terms that were 
acceptable to all members of a group. 
The differences seemed to be largely 
a question of semantics rather than a 
basic difference of philosophy. The 
majority of definitions submitted indi- 
cated a trend toward a broad concept 

f nursing. The personal aspect of pa- 
hent care was emphasized, implying 
that the nurse does things "for" and 
"with" the patient rather than "to" 
him. 
2. Role relationships: M e m b e r s 
were concerned that the number and 
variety of persons involved in caring 
for the patient creates a patchwork of 
care. Moreover. poor communication 
between the various categories of per- 
sonnel has led to confusion of respon- 
sibilities and functions. The increased 
numbers of auxiliary staff have forced 
the R.N. to accept increased responsi- 
bility for supervision and administra- 
tion, thus reducing the amount of time 
available to spend at the bedside. One 
group welcomed this additional re- 
sponsibility and saw it as an elevation 
in status; others saw the change as un- 
desirable in that it substituted imper- 
sonal tasks for the work for which the 
nurse had been prepared. Concern was 
also expressed about the relationship 
of the nursing profession to other 
groups involved with patient care, in- 
cluding hospital administrators and 
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doctors. Much of the concern was re- 
lated to overlapping of functions and 
confusion of roles. 
3. Working conditions: Responses 
in this area pertained mostly to salaries 
for the general staff nurse. Members 
believed that financial recognition 
should be given for ability and past 
experience. Many groups advocated 
collective bargaining as a means of 
improving working conditions. Other 
recommendations included the develop- 
ment of job descriptions, with an ac- 
curate classification of duties and regu- 
lar staff evaluations. 
4. Basic nursing education: Com- 
ments related to both academic and 
practical aspects of education. There 
were arguments for and against the 
need of a more liberal education for 
nursing students. Some believed that 
programs were already too academic 
and that such schools were not devel- 
oping graduates capable of providing 
good patient care. Concern was ex- 
pressed about the discrepancy between 
what the student is taught in the 
classroom and what she sees actually 
being practised. Closely linked to dis- 
cussions about basic nursing education 
was the demand that the R.N. have an 
opportunity to continue her own edu- 
cation through inservice channels, spe- 
cialization, and advanced courses. 
6. The RNAO: Emphasis was 
placed on the need for a change in 
structure and for broader representa- 
tion in association affairs by all cate- 
gories of nurses, particularly those in 
general staff nursing. There was evi- 
dence of support for RNAO objectives. 
In addition, there was an appeal for 
improved interpretation of the organ- 
ization and its functions, to nursing 
students, registered nurses, and the 
public. 
The Planning Committee reached 
three main conclusions: 
1. The response to the study showed an 
eagerness on the part of membership to 
have a voice in association affairs. 
2. There was agreement about what issues 
confronted the nursing profession. 
3. No unanimity was evidenced regard- 
ing action that should be taken to resolve 
these issues. Thus. the findings indicated 
that the profession cannot speak with au- 
thoritative unity about its beliefs and res- 
ponsibilities. 
Recommendations made by the 
Planning Committee included: 
I. That an education program be initiated 
to acquaint membership with association 
activities, and to interpret to them the func- 
tions of -allied groups. such as the College 
of Nurses of Ontario. the Ontario Hospital 
Association. etc. 
2. That consideration be given 10 in- 
creasing the opportunities for members to 


voice opinions about association affairs 
and activities. 
3. That the Report of the Province-wide 
Study on Nursing be made available to 
membership; that it be studied by the 
executive at the chapter and district levels 
and, where possible, utilized as a basis for 
further action. 
4. That the RNAO give consideration 10 
the undertaking of a scientific study to 
obtain factual information about present 
nursing activities, functions and responsibi- 
lities of nurses employed at all levels. 
5. That the data obtained in such re- 
search be used as a guide to outline the 
functions and responsibilities of the various 
positions in nursing, and to project quali- 
fications for these positions. 


Changes in RNAO Structure 
At the 1963 annual meeting, an ap- 
proved motion called for an organiza- 
tional structure study. The objectives 
were twofold: to improve communi- 
cations between members and the pro- 
vincial organization; and to provide 
broader responsibility and representa- 
tion by membership at every level of 
decision. The firm of Stevenson and 
Kellogg, management consultants, car- 
ried out this study and submitted their 
recommendations to the Board of Di- 
rectors in the fall of 1964. 
The main changes that had been 
recommended were discussed by a 
panel on the second day of the 1965 
annual meeting. The new, proposed 
structure was compared to the old. A 
resolution was approved on the final 
day of the conference, accepting the 
principles embodied in the Stevenson- 
Kellogg report and empowering the 
Board of Directors to proceed to pre- 
pare by-laws to implement the chan- 
ges in structure. 
The principal changes are: 
1. Membership: The Association will 
have only one class of membership - 
regular. There will be no associate or in- 
active nurses. Current registration with the 
College of Nurses of Ontario will no longer 
be a condition of membership in the RNAO. 
2. Elections: Chapter and provincial 
elections will be held biennially and the 
office of provincial president will be limited 
to one term. Committee members and 
chairmen will be elected rather than appoint- 
ed. 
3. Field Organization: The 12 district 
areas will be consolidated into six regional 
areas with a full-time executive secretary 
installed in each. Chapter boundaries are to 
be circumscribed around points of employ- 
menr concentration. 
4. Committees: These are to be restruc- 
tured so that they will identify with the 
interests of members. Commitrees that will 
be set up at the chapter level are: Socio- 
economic Welfare. Nursing, Educator, and 
Administrator. The elected chairmen of 
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all similar chapter committees in a region 
form ifs regional committee; the chairmen 
of all similar regional committees in the 
province form its prm'incial committee; 
the four regional committee chairmen in 
each region form a regional coordinating 
committee. 


Highlights of Personnel Policies 
A recent referendum showed that 
66 per cent of the members supported 
some form of shift differential. Because 
of this, a new clause was added to the 
personnel policies and approved by 
membership: 
A salary differential shall be paid for 
tours of duty other than the day tour at a 
minimum rate of 5% of basic salary. 
This differential applies equally to 
full-time and part-time nurses. 
The RNAO recommends that the 
normal hours of work shall be 35 each 
week, exclusive of one hour for lunch 
instead of the present half hour. 
A new category, that of "nurse cli- 
nician" was added to the Hospital 
Nursing Service section. Qualifications 
for this position are: R.N. with a mas- 
ter's degree and special preparation in 
a clinical area and at least three years' 
experience in a special area of practice. 
This person will give direct care to 
patients within his or her specialized 
area of competence, and will assist 
others in providing such care. 
After considerable discussion, the 
proposed salary schedules for head 
nurses, supervisors and teachers were 

 amended to include salary guides for 
individuals already functioning in these 
positions who are not fully qualified 
educationally. Additional salary re- 
cognition for those with diplomas, ba- 
chelor's, or master's degrees was ap- 
proved. 
Differences of opinion arose con- 
cerning the phrase "annual increments 
as merited" which appeared in each 
category. It was pointed out that this 
tempted some employers to ignore the 
increment. Delegates approved the 
addition of a statement stipulating that 
a written reason must be given, if an 
employer refuses to grant an annual 
increment. 


CNA Executive Director Speaks 
On the final day, Dr. Helen K. Mus- 
sallem, Executive Director of the Ca- 
nadian Nurses' Association, spoke 
about certain recommendations of the 
Royal Commission on Health Services 
and their implications for nursing in 
Canada. 
Dr. Mussallem stated that action in 
nursing at all levels is imperative. "No 
longer can the profession be hesitant, 
slow and troubled. It must be decisive, 
prepared and insistent, and must move 
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SIGNIFICANT RESOLUTIONS APPROVED AT 1965 RNAO ANNUAL MEETING 


· That the principles of the structure study be accepted and that the Board of 
Directors proceed to prepare by-laws to implement the changes in structure. 
· That the Board arrange for an election by December 1, 1965, of two provincial 
committees: the Committee on Collective Bargaining for Non-management Nurses 
and the Committee on Collective Bargaining for Management Nurses. That 
appropriate authority be delegated to these committees to make them autonomous 
in relation to the coordination of collective bargaining for their respective groups. 
· That the Board continue its efforts to secure the passage of legislation to provide 
for collective bargaining between registered nurses and their employers; and that 
until such legislation is enacted, collective bargaining be initiated in any way 
deemed advisable by the committees on collective bargaining to meet the wishes 
of nurses in individual employing agencies. 
. That the Provincial Office set up an active mobile recruiting program for 
prospective nursing students and that more 'educational and guidance needs be 
provided for chapters and districts. 
. That the Canadian Nurse Journal be rèquest-ed to refrain from accepting 
advertising from the Canadian Armed Forces while the l'atter continue to 
discriminate against men in nursing. 
Members enthusiastically applauded and passed a 
olution affirming their 
belief and trust in the ability and personal and professional integrity of the elected 
officers and directors to act in the best interests of all RNAO members. Another 
resolution was passed, condemning the continual debasement of the Association by 
members of a committee that does not speak for nursing in Ontario. 


forward as a whole if it is to achieve 
its goal." 
Speaking of the Commission's re- 
commendation that one-quarter of all 
nurses should be educated in uni- 
versities, and the remainder in non- 
university schools, Dr, Mussallem rei- 
terated CNA'S belief that efforts should 
be concentrated so that one-third of 
all nurses will, in 10 years' time, be 
receiving their education in university 
schools of nursing. She pointed out 
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Newly elected RNAO executive: Miss Els- 
beth Geiger, 1st vice-president; Miss E. 
Marie Sewell, president; Mr. Albert Wedg- 
ery, second vice.president. 


that, at present, universities are gra- 
duating only 2 per cent of the total 
number of nurses. 
She emphasized that the reorganiza- 
tion of diploma schools of nursing to 
provide two-year programs, as recom- 
mended by the Commission, should be 
opposed until schools have complete 
control over the curriculum. 
The CNA is developing national 
criteria for assessing the adequacy of 
basic diploma programs. It is also 
preparing guide lines for such pro- 
grams and for new, integrated univer- 
sity programs. 
"Blueprints have been planned to 
meet our objectives," Dr. Mussallem 
concluded. "It is now up to all of 
us to move forward from the blue- 
print stage to the construction stage." 


New Executive 
E. MARIE SEWELL, assistant director 
of nursing education at the New Mount 
Sinai Hospital in Toronto was elected 
president of RNAO by acclamation by 
all ] 2 Districts. ELSBETH GEIGER, di- 
rector of nursing at the Hospital for 
Sick Children, Toronto, was elected 
first vice-president by acdamation by 
all 12 Districts. Mr. ALBERT WEDGERY, 
elected second vice-president, is assis- 
tant director of the College of Nurses 
of Ontario. He became the first male 
nurse to assume office on the RNAO 
executive. 
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The question "what is pain?" is diffi- 
cult to answer. Certainly it is not a 
pleasant sensation but we experience 
it many times in our lives. We know 
it is a special type of sensation, dif- 
ferent from the sensations of touch, 
cold or warmth, but how do we define 
it? A famous neurophysiologist of the 
first half of the twentieth century 
stated: "Pain is the psychical adjunct 
of the imperative protective reflex." 
In other words, it is a subjective 
phenomenon, perceived by the brain, 
that serves in the recognition of danger; 
thus, it is an important element in our 
protective apparatus. An example of 
this is the instinctive withdrawal of 
the hand from contact with a hot ob- 
ject. However, pain does not always 
have a useful, protective function. The 
pain of tissue destruction associated 
with inoperable malignant growths 
does not benefit the patient in any 
way. 
There are two main types of pain 
sensation: I thC painful sensation car- 
ried from a specific part of the body 
and localized to that part of the body; 
a feeling of intense discomfort which is 
not accurately localized and is accom- 
panied by an emotional reaction such 
as fear, anger or depression, depend- 
ing on the circumstances of the pain, 
be it accidental injury or angry assault. 
In this context, if the patient is aware 
of the source of the pain, for example, 
a fractured ankle, it is borne with 
greater fortitude because pain is ex- 
pected and the source is obvious. The 
chest pain of a myocardial infarction, 
however, where the patient may be un- 
aware of its source and its significance, 
induces more apprehension and anxiety 
and may be of greater importance to 
the patient than the pain itself. 
This introduces the concept of jn; 
tep
ity or severity of pain. This in- 
volves the sensitivenesSõf the indivi- 


Dr. Ewing is a specialist in internal medi- 
cine in Regina, Sask. 
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A discussion 01 its couse and effect. 
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dual and his emotional state at the 
time of experiencing pain. For exam- 
ple, a boxer during a fight is relatively 
insensitive to severe blows, even brok- 
en bones, whereas the depressed, in- 
trospective student before an im- 
portant examination may be totally in- 
capacitated by headache, due to mild 
dental disease. Other factors such as 
physical fitness and mental fatigue also 
enter the picture. 
Because pain is a subjective sensa- 
tion, individual factors determining its 
intensity are difficult to define. In 
everyday life we assess the intensity 
by subconsciously comparing the cause 
or source of the pain with our past 
experience. Where the patient's out- 
ward reaction to it seems inappropriate 
to the cause, we call this "over-reac- 
tion" or an hysterical response. 
Some races tend to be more phleg- 
matic than others, bearing pain with 
little outward reaction; likewise, each 
individual differs in reaction. Though 
-the intensity of pain produced by the 
same injury varies from individual to 
individual, the p ain thr eshold - that 
is the minimum o egree Of stimulation 
required to produce a sensation of 
pain - tends to remain constant. Pain 
has diffe.rent_ qualities to the sufferer, 
being described with adjectives that are 
familiar to his everyday experience, 
such as "knifelike," "crushing," "grip- 
ping," "burning," etc. The descriptive 
items used are of value in determining 
the site of some visceral pains. 
I have dwelt at length on the nature 
of pain and from this resumé it can 
be said that the factors that modify the 
individual's response to it are: inten- 
sity, quality, and d..!!ration. The emo- 
tional stàte and sensitivity of the suf- 
ferer are other influeñcing factors. 


ANATOMY AND PHYSIOLOGY OF PAIN 
Pain occurs when ner ve endings are 
stimulated by physical or c h em i cal 
agents. It used to be thought that there 
were separate nerve endings for each 


different type of sensation. The current 
view is that touch, pain and tempera- 
ture can all be appreciated through the 
same type of nerve endings, the inten- 
sity and pattern of stimulation of these 
endings determining the nature of the 
sensation perceived in the brain. Cer- 
tain areas of the body are more sensi- 
tive than others, for example, the cor- 
nea of the eye. This is because the 
number of nerve endings in these areas 
is more numerous than in a relatively 
insensitive area such as the skin be- 
tween the shoulder blades. 
The impulses that arise in the nerve 
endings following stimulation are 
transmitted along the sensory peri- 
pheral nerves to the spinal cord, and 
then by a series of tracts to the thala- 
mus from where they are relayed to 
the sensory cortex of the brain. Pain 
from the internal orgaps arises from 
the nerve endings in the affected organ, 
passes along the sympathetic nerves of 
the autonomic nervous system, to the 
sympathetic chain, and thence into the 
spinal cord, thereafter following the 
same path as the pain messages from 
the peripheral nerves. Pain is appre- 
'ciated in the thalamus, but accurate 
localization and appreciation of its sig- 
nificance is dependent on its being 
transmitted to the sensory cortex. 
Pain can be elicited from many dif- 
ferent tissues. Skin and mucous mem- 
branes have a rich supply of nerve 
endings which give a pain response to 
many kinds of harmful stimuli. Sub- 
cutaneous tissue is sensitive to chemi- 
cal irritants, as in the subcutaneous in- 
jection of sterile water and some drugs. 
The deep fascia and tendons are sensi- 
tive to needle prick or chemical sti- 
muli, whereas muscles respond to 
squeezing and the injection of chemi- 
cal irritants, by pain. The bone of the 
shaft of the femur is not sensitive but 
the periosteum covering the bone is ex- 
tremely sensitive to stretching and 
chemical irritation. Likewise, in the 
teeth the enamel is not sensitive but 



 


JUNE 1965 


443 



the pulp is. Arteries and veins are 
sensitive to chemical irritants. In the 
nervous system, the brain is not sensi- 
tive to injury, neither are the meninges 
covering it except the venous sinuses 
embedded in the dura; sensory nerves 
are sensitive both at their endings and 
during their extra-spinal pathway from 
the internal organs; the lungs are in- 
sensitive but the outer layer of the 
pleura is; and the heart, though anes- 
thetic to cutting or stretching, responds 
to some chemicals by pain sensation 
(angina of effort). The normal liver, 
spleen and kidneys do not register pain 
to crushing or cutting; the gastroin- 
testinal tract, though insensitive to 
clamping or cautery, registers pain 
with stretching and spasmic contrac- 
tion. The peritoneum, like the pleura, 
is not sensitive in its visceral layer, but 
in the parietal layer. responds with 
pain to all types of noxious stimuli. Of 
the urogenital system the pelvis, ure- 
ter, bladder, and urethra respond to ir- 
ritation of all kinds. 
The threshold of,pain, previously al- 
luded to, can be reduced by local dis- 
ease and inflammation. The severity 
and character of the pain is determined 
by how much the stimulus is in ex- 
cess of the threshold, and the fre- 
quency, duration, and pattern of stimu- 
lation of the nerve endings. It is 
common experience that pain arising 
from a distant organ may be felt in 
the skin at a site distant to that organ, 
e.g., the right shoulder tip pain in acute 
cholecystitis. This phenomenon is 
known as r&J erred 12ai n. The mechan- 
ism is not clear, ho We ver one theory 
is that the pain stimulus from the or- 
gan passes along the sympathetic ner- 
ves, enters a segment of the spinal 
cord, and excites all the sensory nerve 
fibres in this segment so that the pain 
threshold of the area of skin represent- 
ed by this segment is lowered, and sti- 
muli which are too weak to be felt nor- 
mally, give rise to a sensation of 
pain. 
When tissue is injured, either by 
trauma or infection, certain chemical 
substances are produced which lower 
the threshold to such a degree that 
either spontaneous pain occurs, or any 
stimulus to the area is painful. Like- 
wise, in sensitive tissue deprived of 
sufficient blood supply, certain subs- 
tances accumulate, called metabolites. 
The more work the tissue does, the 
more rapidly these substances accu- 
mulate. These metabolites stimulate 
the sensory nerve endings in the same 
way as the products of inflammation 
and are the basis for angina of effort 
and intermittent claudication. A simple 
example of how direct stimulation and 
chemical stimulation may both play a 
part in the genesis of pain is, if a hot 
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object is touched by the finger, there 
is an immediate sensation of pain. This 
passes off in a few seconds to be suc- 
ceeded by a more diffuse pain, gra- 
dually increasing in severity, and con- 
tinuing for a variable time after the 
finger has been removed from the hot 
object. The immediate sensation is 
due to direct stimulation of the nerve 
endings, the delayed pain from chemi- 
cal substances produced by the local 
tissue injury. 
I shall take a few examples of pain 
and discuss how the knowledge of the 
anatomical and physiological factors 
involved lead to a rational approach 
to treatment. 
Pain in the extremities arises from 
either disease of the tissue of the 
extremities, irritation of the sensory 
nerves, or referred pain from a distant 
structure. 


Trauma 
In a fracture of the shaft of the 
femur, the immediate pain is due to 
mechanical stimulation of nerve end- 
ings in the skin, muscle and perios-. 
teum. The pain that follows is from 
the extravasation of blood around the 
damaged area, stretching the nerve 
endings. The injury of the tissues 
gives rise to an acute inflammatory 
response, basically the same reaction 
that occurs with infection or a bum. 
This response consists of the outflow- 
ing of fluid and cells into the tissue 
spaces, which, with the hematoma 
formed from ruptured blood vessels, 
stretches the nerve endings. Also, in 
the fluid, are chemical substances that 
are pain-producing and, if in sufficient 
concentration, will give rise to spon- 
taneous pain. In lower concentrations 
these substances lower the pain thresh- 
old so that even stroking the skin in 
the region of the injury gives rise to 
pain. The basis of treatment is to re- 
duce the fracture and immobilize the 
broken ends of bone, thus preventing 
any further soft tissue injury or trac- 
tion on the periosteum. If the state of 
the circulation permits, elevation of the 
limb will aid the elimination of local 
tissue edema by gravity. Both these 
manoeuvres, in addition to promoting 
healing, relieve pain. 
Ischemia 
Interference with the blood supply 
to a limb may arise from: obliterative 
arterial disease, embolic occlusion of 
an artery, spasm of the small arteries, 
or an increase in the proportion of red 
cells to plasma, so that the viscosity of 
the blood increases, and it does not 
flow properly (polycythemia vera). 
When the blood supply to a part is 
insufficient, the part does not get 
enough oxygen, and the metabolites it 


produces are not removed rapidly 
enough, so that they accumulate lo- 
cally. These metabolites ha.e the same 
pain-producing action on nerve endings 
as the substances in inflammatory and 
traumatic exudates. 
The blood supply to sensory nerves 
may not be adequate, so that the nerve 
is ischemic, giving rise to spontaneous 
pain. If the degree of ischemia is severe 
enough, the nerve will cease to work 
and the area that it represents will be 
insensitive to stimulation. 
When muscle or any other tissue 
works, its requirement for oxygen in- 
creases as does the rate of its produc- 
tion of metabolites. When the tissue is 
anoxic, more metabolites are produced 
for the same amount of work than 
when oxygen is freely available. In- 
crease in body temperature speeds up 
the chemical processes, hence the for- 
mation of metabolites; lowering the 
temperature has the opposite effect. 
Intermitten claudication is pain felt 
in the calves during exercise, and re- 
lieved by rest. It occurs when the blood 
supply is just sufficent for the tissues 
at rest, but is unable to keep up with 
the increased demand during exercise. 
The pain that occurs is due to the 
accumulation of metabolites in muscle, 
which stimulates the sensory nerve end- 
ings. It is relieved when they are re- 
moved faster than they accumulate. A 
common accompanying symptom is 
burning pain in the feet at night. In 
bed, covered with blankets, the tem- 
perature of the lower limbs gradually 
rises as heat loss from convection and 
radiation is reduced. The raised tem- 
perature of the legs increases the me- 
tabolic rate of the tissues, including 
the peripheral nerves, without any 
corresponding increase in blood supply, 
thereby producing pain. 
The two principles of treatment in 
vascular insufficiency of the extremi- 
ties are, first, to increase the blood 
supply and, second, to lower the me- 
tabolic rate. Blood supply may be in- 
creased by removing an embolus, and 
resecting with an arterial graft a nar- 
rowed or occluded segment of a major 
artery. The collateral circulation can 
be improved by sympathectomy, vaso- 
dilator, and Buerger's exercises. 
In polycythemia, treatment of the blood 
condition, or, if this is not practical, 
anticoagulation, may prevent further 
arterial thrombosis, while the collateral 
circulation is developing. One of the 
newer forms of treatment is hyperba- 
ric oxygen which, though not increas- 
ing the blood supply, increases the 
amount of oxygen that the blood can 
carry. 
The metabolic rate of the tissues 
can be lowered by cooling. This is the 
reason for packing a limb in ice after 
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an arterial embolism. The burning feet 
syndrome, already mentioned, can be 
relieved by sleeping with the feet ex- 
posed to the air, so that they are at a 
lower temperature than the rest of the 
body. Heat applied to the abdomen has 
a beneficial effect by causing reflex 
vasodilation of the collateral circula- 
tion in the limbs, without increasing 
their temperature. One golden rule 
to remember is never try to warm 
an ischemic limb by direct heating, be 
it hot pad, hot water bottle or hot foot 
bath. 


Neuritis 
Any disease, compression, or ische- 
mia involving the peripheral nerve in 
its course from the extremity to the 
spinal cord can give rise to unpleasant 
sensations (paresthesia), pain or anes- 
thesia. 
Ischemic nerve pain may be bene- 
fited by any of the general measures 
discussed in relation to the treatment 
of inte11llittent claudication. Compres- 
sion of a peripheral nerve can be re- 
lieved surgically or by certain physical 
measures such as manipulation. No 
specific measures exist for the treat- 


ment of pain due to primary disease 
of the nerves. In these circumstances, 
if the pain is intractable, interruption 
of the nerve pathway, proximal to the 
origin of the pain, may have to be 
considered. Cordotomy is the surgical 
division of a pain-carrying tract in the 
spinal cord. Other measures are: local 
interruption of the peripheral nerve 
by cutting it, injection of alcohol or 
phenol which causes destruction of the 
nerve. 


THE USE OF ANALGESICS 


In the examples of pain that I have 
discussed, my intention has been to 
suggest that, where possible, the treat- 
ment should be directed toward cor- 
rection of the disturbance of physio- 
logy or anatomy which is producing the 
pain. But we must admit, that in many 
types of pain no such rational lines of 
treatment exist. For these and the 
everyday annoyances of life, such as 
headaches, pain-killing drugs are used. 
These drugs, known as analgesics, sup- 
press the conscious awareness of pain 
Ïn the central nervous system. In large 
doses many of them have sedative and 


hypnotic effects as well. 
Pain from the muscles, Jomts and 
ligaments is relieved by heat, immo- 
bilization, salicylates, compounds con- 
taining combinations of acetylsalicylic 
acid, phenacetin, codeine and caffeine, 
and phenylbutazone. These analgesics 
can also be used for a wide variety of 
other mild pains. The more poweñul 
analgesics have the drawback of being 
drugs of addiction, and all are narco- 
tics. When chronic pain occurs, it is 
important that all other methods of 
treatment be exhausted before using 
narcotic drugs, since not only may 
addiction be induced but tolerance 
rapidly develops. The main drugs in 
this group are morphine, papaverine, 
meperidine, methadone and levorpha- 
nol (Levro-Dromoran). 
Intractable pain may sometimes be 
treated in a slightly different way. No 
attempt is made to suppress the pain, 
but the patient's emotional reaction to 
the pain is reduced, so that though he 
still feels it, he is no longer distressed 
by it. This can be achieved by large 
doses of chlorpromazine, or one of the 
other phenothiazines, and is equivalent 
to a medicalleucotomy. 
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The familiar cry "Nurse, I'd like 
something for my pain" may be met 
by various means: the nurse may 
choose to give an analgesic that has 
been ordered p.r.n.; she may imple- 
ment nursing measures; or she may 
judge that both are indicated. In each 
case, she must establish priorities, an 
operation that involves both skill and 
judgment. 
Experiences in the clinical area 
show that a patient's request for pain 
relief often initiates in his nurse the 
"narcotic-key reflex." Administering a 
hasty injection or a pill may be the 
accepted routine on a busy ward; but, 
is it the most appropriate means of 
giving relief? Perhaps we unconscious- 
ly accept the erroneous belief that a 
physician's order for an analgesic ab- 
solves us of the responsibility of 
making an intelligent assessment of our 
patient's pain before attempting to 
alleviate it. Is it possible that we per- 
ceive our role primarily as "guardian 
of drugs?" Or is our nursing action 
based upon all aspects of the situation? 
To minister effectively to the patient 
in pain, the nurse must possess ade- 
quate insight into the physiology and 
psychology of pain. She must under- 
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Certain nursing measures may be just as effective as narcotics 
in re'ieving pain. 


stand that it is essentially a subjective 
manifestation, not a state to be meas- 
ured or compared, and that the pa- 
tient's complaint is the most reliable 
guide for interpretation of his discom- 
fort. On the other hand, she must be 
aware that the full significance of pain 
usually is not revealed by anyone 
single characteristic; thus, she must 
base her nursing diagnosis on both 
subjective and objective clues. Major 
subjective factors include: location 
and intensity of the pain; circumstan- 
ces that provoke or relieve it, such as 
pain related to breathing, coughing, 
straining, or pain that is relieved by 
rest or food. The true nature of the 
discomfort can usually be discerned 
through skilful questioning and listen- 
ing. Objective information necessary in 
the assessment of pain includes: facial 
expression, position, resistance to 
movement, tension in a part or parts 
of the body, pulse and respiration, 
perspiration, evidence of apprehension, 
restlessness, lassitude or stupor. Ac- 
curate determination of pain is possible 
only when the nurse has keen percep- 
tion and a willingness to take time to 
observe and question her patient. It 
is essential that she possess a whole- 
some philosophy of the nurse-role, 
emanating from a genuine interest in 
people. 
The psychological aspects of pain 
are not yet well understood. We do 
know, however, that people differ 
widely in their tolerance to the pain 
experience and that the same person's 
sensitivity varies under different cir- 
cumstances. Experience proves, also, 


that whether the cause be organic or 
psychogenic, pain. is felt. Statements 
such as "You really aren't having that 
much pain" or "Your pain is all in 
your head" may not be spoken aloud, 
but, it is feared, too frequently, such 
thoughts pass through the minds of 
highly-qualified "angels of mercy." In 
the majority of cases, the patient would 
not complain if he were not in some 
form of distress. 
Frequently, nursing personnel ap- 
pear to systematically classify the stoic 
patient as "good" and the more sensi- 
tive patient as "difficult." Could this 
nursing reaction be a reflection of our 
neglect to seek an understanding of the 
psychological basis for discomfort? 
Too often, nurses seem to be guilty of 
"avoidism": "avoiding listening and 
understanding, avoiding measures that 
might bring comfort in conjunction 
with or even instead of medication."1 
The nurse who is genuinely involved 
will direct her effort toward the disco- 
very and remedy of the cause, rather 
than deny that pain is present or at- 
tempt to relieve it through the least 
troublesome means. 
Pain is intensified by anxiety. This 
is illustrated by the fact that pain 
reaches a crescendo when the patient 
is alone. The perceptive nurse knows 
that nursing consists of more than the 
mere dispensing of analgesics or seda- 
tives. She is quick to sense or antici- 
pate the patient's mental anguish and, 
through an understanding and permis- 
sive attitude, promotes therapeutic ver- 
balization. Such attitudes create an at- 
mosphere of security and confidence; 
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the patient no longer perceives his 
nurse as a mere technician, but as a 
fellow human being, a friend who co- 
experiences his distress. He no longer 
feels alone. In other words, the nurse 
finds that, in many instances, the most 
appropriate ministration is not a "do- 
ing" but a "being." Her simple pre- 
sence, personifying kindness, sympathy 
and acceptance, may relieve the patient 
of psychic pressure that has transform- 
ed itself into physical pain." 
Medications are an excellent means 
of relieving pain; but they should never 
be allowed to compensate for poor 
nursing. Even severe discomfort may 
be alleviated by appropriate nursing 
measures. Much of a patient's discom- 
fort may be due to a tense environ- 
ment, inadequate planning of care, and 
poor application of nursing principles. 
A therapeutic environment promo- 
tes physical and mental rest. Disturb- 
ing noises should be kept to a mini- 
mum. The room temperature and hu- 
midity should be maintained at a com- 
fortable level, since pain may be nota- 
bly aggravated if the patient feels too 
warm or chilly. Proper lighting is a 
major comfort measure as glaring 
lights are annoying; conversely, a dim, 
shadowy room may be depressing. 
Tidiness makes for relaxation, while 
disorderliness may intensify the pa- 
tient's internal chaos. However, "tidi- 
ness for tidiness' sake" must be 
avoided. 
A plan for individualized care is a 
must for the suffering patient. All 
members of the nursing team must un- 
derstand his personality, history, reac- 
tions to treatment, specific likes and 
dislikes, and special nursing measures 
that have been found effective. The 
number of personnel going in and out 
of his room should be k
pt at a mini- 
mum, especially in his acute phase of 
suffering. It is true, however, that 
while some patients prefer solitude, 
others may enjoy companionship. 
Thoughtful planning will prevent the 
unnecessary irritation to the patient of 
being awakened for a minor treatment 
one-half hour after long awaited sleep 
has momentarily obliterated painful 
reality. It is imperative that services 
be administered in logical sequence, 
and adapted to the individual patient. 
A nursing responsibility frequently 
overlooked is the preparation of the 
patient for pain experiences. This is 
particularly important in situations 
where patients deny their fears of suf- 
fering. In stating this, we recall the 
recent case of a 24-year-old, the "per- 
fect" patient, who repressed all signs of 
anxiety toward impending major sur- 
gery. The surgical intervention was a 
success, but, 10 days postoperatively, 
she succumbed to an acute bout of ul- 
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cerative colitis. The nurses had failed 
to help her overcome her fear of suf- 
fering: Time spent in explaining the 
"why" of seemingly paradoxical rites, 
such as deep breathing evercises and 
early ambulation, is time well spent. 
Discernment and creativity must be 
exercised if the nurse wishes to remain 
both therapeutic and patient-centred. 
For example, the patient in pain is re- 
luctant to move; but immobilization is 
obviously detrimental. In this instance, 
a simple explanation usually will gain 
his cooperation and confidence, Psy- 
chologically, the pain experience pro- 
ves less crippling if he is encouraged to 
play an active part in his treatment. 
To lessen pain by minimizing hand- 
ling of the patient, the thoughtful nurse 
will utilize specific means of support, 
such as a "turning sheet," pillow 
splints to hold a limb, Stryker frame or 
other such devices. She will maintain 
correct alignment of functional posi- 
tions so as to prevent or reduce fatigue 
and discomfort. She will use foot-rests 
and cradles to keep the bedclothes off 
the feet. When necessary, she will ap- 
ply heat or cold, such as a warm gargle 
to relieve the pain of a sore throat, an 
ice cap to a throbbing brow or a warm 
bath for tense muscles. And why 
should she hesitate to apply a heat 
lamp to a decubitus ulcer, hot fomen- 
tations to an arm throbbing with an 
excess of interstitial fluid or to a but- 
tock swollen with unabsorbed medica- 
tion ? She understands that hunger and 
thirst, a full bladder, constipation or 
constricting linen are all aggravating 
factors of pain and malaise. She is also 
aware of the soothing effect of a tradi- 
tional back rub or a fresh change of 
linen. When skilfully applied, these 
m.d other p..ursing measures are valua- 
ble in relieving distress and discomfort. 
If it is obvious that the nurse should 
not administer a medication when 
nursing measures can relieve the pain, 
it is equally logical that she should not 
withhold an analgesic when the pa- 
tient's condition warrants it. Pain 
should not be allowed to overwhelm 
the patient. If his need for relief is 
met promptly and adequately, his pain 
is not increased by fear and tension. 
Early treatment is more effective since 
pain is relieved more readily at the 
onset. Increasing pain decreases ap- 
petite, disturbs sleep, and exhausts the 
organism in all aspects. A nurse 
should not take it upon herself to de- 
cide how much a patient can endure 
before he is given an analgesic. This is 
obviously unwise and unkind. To de- 
lay or withhvld a drug reflects the 
nurse's assumption that the patient 
does not or should not have pain, be- 
cause in her cyes his condition does 
not really warrant it. 


Some nurses, over-zealous in their 
efforts to prevent drug habituation, 
withhold medications which are actual- 
ly best for the patient's comfort and, 
consequently, for his speedy recovery. 
Various publications indicate that drug 
habituation is extremely rare following 
illness. In the case of terminally-ill 
persons the problem is non-existent. 
In the administration of medica- 
tions, the nurse's responsibility extends 
beyond the mere following of the phy- 
sician's orders. If she is to function 
effectively, she must know why the pa- 
tient is receiving a certain analgesic, 
the results to be expected, untoward 
effects that may develop, the symp- 
toms of overdosage and the usual me- 
thod of administration. She must not 
hesitate to inquire if in doubt regard- 
ing any aspect of the drug. Adequate 
knowledge of pharmacology is essen- 
tial since modern drugs may produce 
side-effects that are equally as dra- 
matic as their therapeutic effects. Al- 
ways, the nurse must bear in mind 
that despite the fact a specific drug is 
well-established through trial and ex- 
periment, each administration to a pa- 
tient is still another experiment be- 
cause each patient is different. It is 
important that she administer drugs in- 
telligently since ignorance may neu- 
tralize the desired effect. For example, 
cough mixtures should be given undi- 
luted; drugs irritating to the gastric 
mucosa should be given with milk or 
other food. An analgesic should be 
given only for the specific pain it was 
ordered for, not for any discomfort 
that the patient mentions. For exam- 
ple, a medication prescribed for chest 
pain should not be administered for 
pain in the calf of the leg, since it 
might mask important symptoms. 
If the patient refuses a drug, the 
nurse must identify the reason for re- 
fusal. Frequently, it is based on fear 
of injection and the oral route may be 
preferred. If it is impossible to comply 
with such a wish, a simple explanation 
as to why the parenteral route is em- 
ployed will gain the patient's coopera- 
tion. 
The administration of an á'1algesic 
intramuscularly may itself be a need- 
lessly painful experience for the pa- 
tient. Some nurses, when giving injec- 
tions, unintentionally belie the words 
of Shakespeare: "Courage, man, the 
hurt cannot be too much." It is es- 
sential that every nurse possess gentle 
mastery of this technique. 
Since the doctor's plan of therapy 
depends largely on the effectiveness 
of the existing treatment, it is im- 
portant that the nurse be alert and 
thorough in her observations and re- 
cordings. She will chart an adequate 
description of the condition which 
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made the administration of the drug 
seem advisable and the degree of re- 
lief obtained. Because of the subjective 
nature of pain, the nurse should re- 
cord what she actually observed, and 
what the patient did and said. Unless 
she shows intelligence in these matters, 
the physician may be seriously handi- 
capped in his treatment of the patient. 
This implies, of course, that the nurse 
is aware of the physician's objective. 
By thoughtful assessment of the total 
situation and comprehensive applica- 
tion of appropriate knowledge, the 
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A new staff nurse being oriented to the 
psychiatric unit, came into the nurses' 
station and asked, "What is there to do?" 
As she spoke her hands gestured despair- 
ingly, then clenched into fists. In words and 
manner, this nurse was expressing a problem 
common to new staff members in a psy- 
chiatric setting - the problem of coping 
with a somewhat unstructured situation that 
minimizes routine and the use of physical 
procedures. 
The hand gestures were, perhaps, unim- 
portant. Yet to me, they signified this 
nurse's difficulty and conflict in achieving 
a satifactory adjustment to psychiatric nur- 
sing. After all, is it not our hands - so 
busy in areas of medical. surgical and pe- 
diatric nursing - that become idle as we 
care for patients who have disturbances of 
the mind? And is it not true that the 
doing of tasks is an important part of our 
definition and evaluation of our role? 
"What, then, is there to do if I cannot use 
my hands?" was the unspoken plea. 
How should this nurse's question be ans- 
wered? It might help her to understand her 
new role of "doing" by suggesting that as 
psychiatric nurses we are seldom required 
to calculate or measure fluid intake and out- 
put but, rather, we must be concerned with 
our patient's social and emotional "intake 
and output". This is a rather intangible 
aspect and often a difficult one for the 
nurse who is new in th
 psychiatric s
tting 
to grasp. 
To become skilful in the art of caring for 
mentally ill patients is not accomplished 
easily One of the first prerequisites for any 
nurse, regardless of whether she is caring 
for surgical or psychiatric patients. involves 
an hon
st re-examination of self to obtain a 
basic understanding of motives. feelings, 
and reactions. The psychiatric nurse. in 
particular, must realize that her p<:rsonality 
is a potent therapeutic agent. 
The terms "meeting patient needs." "un- 
derstanding and acceptance of the patient" 
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modern nurse can be a living testi- 
mony of the truth enclosed in Hippo- 
crates' words: "Divine is the work to 
subdue pain." 
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and "providing comprehensive care" are 
often used carelessly and without thought. 
In a study at one hospital. each patient was 
asked to examine a list of needs. previously 
prepared by the staff. and to indicate what 
he considered was his most important need 
and whether or not it had been met. Most 
frequently listed was the need for re- 
assurance, understanding, and treatment as 
an individual. The majority indicated that 
their expectations of these were not realized. 
How, then, can this need for reassurance, 
understanding and treatment as an indivi- 
dual be incorporated in daily nursing care? 
To discover this "how" would. perhaps. 
answer the nurse's question "What is there 
to do?" 
As a first step to help this nurse, we dis- 
cussed her patient assignment with her and, 
later, her interaction with thes
 patients. 
After a while. she was able to verbalize her 
feelings and observations and to understand 
some of her patients' reactions. 
"Mrs. Jones has been in her room all day. 
When I go in. she does not talk or seem 
to care that I'm there." 
Mrs. Jones had been admitted for treat- 
ment of depression. She appeared sad and 
withdrawn and showed marked psycho- 
motor retardation. 
"I enjoyed being with Mr. Smith. He is 
pleasant and cheerful and likes to taiL" 
Mr. Smith had been on the ward for 
s<:veral weeks. At admission he too had 
been extremely anxious and depressed. but 
had responded well to treatment. 
"Miss Brown is busy in the o:cupational 
therapy department. She's making a 
hooked rug and appears to be very ab- 
sorbed with it. She doesn't seem to no- 
tice when I'm th
r<:, and doesn't talk." 
Miss Brown was known as our "mute" 
Pdtient. She had not communicated verbally 
with anyone for several months prior to 
hospitalization. 
The nurse realized and admiUed that 
she was more comfortable with Mr. Smith 


- the patient who was cheerful. If we are 
honest with ourselves, we will agree that 
it is not easy to be with or to nurse a 
depressed, withdrawn person. Too often we 
tend to seek out the talkative patient and 
spend as little time as possible with the de- 
pressed person. Yet. it is frequently the 
latter who needs this personal attention. 
What. then. could we "do" for Miss 
Jones and Mrs. Brown? Interaction with 
each of th
m must be planned objectively 
and skilfully. Otherwise. the nurse may be- 
gin to communicate despair and frustration. 
Mrs. Brown does not talk; this does not 
mean that the presence of the nurse is un- 
noticed or unwanted. Human contact, which 
may only involve sitting beside or near 
the patient. can be beneficial since it de- 
monstrates acceptance. support and interest. 
It is true that Miss Jones appeared 
completely absorbed with her work on the 
rug. Perhaps the nurse should invade this 
"busyness." She could, for example, hand the 
patient the wool pieces for her rug even 
though they might not be accepted. Event- 
U3.lly. if the nurse persists. by being present 
and by showing interest. the piece of wool 
will probably be accepted. Miss Jones will. 
in a very small. but m
aningful way, have 
related with another person. It sounds sim- 
ple. But the intensity of feeling. the ex- 
change of understanding in the use of in- 
teraction skills is impossible to convey with 
the written word. 
From these beginnings, the new nurse 
in the psychiatric unit will be able to engage 
in more meaningful interactions with her 
p,ltient" In this type of "doing,'" she will 
learn to gauge her own degree of anxiety. 
and how to cope with it. Later. when she 
is really meeting the needs of her mentally 
disturbed patients, she will ask herself. 
"How can I find time to "do" for thes
 
patients" rather than "What is there to do." 
- BARBARA J. BYCROFT, R.N.. staff nurse, 
Psychiatric Unit. The Montreal General 
Ho
pital. I\foiltreal, Quebec. 
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An interesting account of the development of the 
profession in a new country. 


I T is difficult for Canadian nurses to 
visualize the immensities of the 
problems confronting the health pro- 
fession in an undeveloped nation such 
as Pakistan, where conditions of health 
and welfare are probably as serious 
as those in any British Commonwealth 
country today. 
As an independent nation, Pakistan 
is only seventeen years old. Establish- 
ed in August 1947 as the state organ- 
ization of India's Muslims, she was 
born in conflict and chaos. Uprooted 
Muslims from India had to be resettled 
and millions of them died in com- 
munal riots over partition of the sub- 
continent. As a nation Pakistan had to 
begin with literally nothing but the 
will of her population to survive. Her 
standard of living is such that even 
now half her people are living on the 
rupee equivalent of less than thirty 
cents a day. 
Her problems are intensified be- 
cause Pakistan is geographically div- 
ided into two wings, separated from 
each other by over a thousand miles 
of Indian territory. Planning for edu- 
cation, health. housing, and welfare 
has to take into account the different 
needs of each wing. and is complicated 
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by the fact that there is relatively little 
communication between them, despite 
their common Muslim heritage, a joint 
tradition of British rule, and the use 
of English by the educated classes on 
both sides. The West wing is by far 
the richer and more advanced of the 
two, and health conditions reflect both 
this disparity of income and the con- 
trast between the dry desert land of 
West Pakistan and the lush monsoon 
swamp country of East Pakistan. In 
the West wing a shortage of water 
presents constant hazards to health 
workers and in East Pakistan occa- 
sional river flooding leads to hardship 
for agricultural peasants who compose 
the bulk of the population. An impure 
water supply is the source of dysentery 
and other gastrointestinal ailments. 
Periodic outbreaks of typhoid. ma- 
laria, tuberculosis. and cholera result 
in a high death rate. One-third of Pa- 
kistani babies die in the first year of 
life and the average life expectancy is 
less than 35 years. In East Pakistan 
alone, widely prevalent diseases ac- 
count for almost 250.000 deaths a 
year in an area that has one physician 
for every 18.000 persons. Eighty per 
cent of the population is illiterate. 
I N spite of these handicaps the nurs- 
. ing profession is making valiant 
efforts to attack problems that have 
existed for centuries. There are to- 
day 18 schools of nursing most of 


them in the West wing and mainly 
in the cities-Karachi, Lahore, Pesha- 
war-and at Dacca and Chittagong 
(near the Burmese border) in the East 
wing. They are all government-oper- 
ated and attached to general hospitals, 
and all offer the same syllabus of train- 
ing. Muslim girls between 17 and 35 
are being sought as trainees and re- 
cruitment is conducted every four 
months by means of newspapers and 
radio broadcasts in Urdu, Bengali, and 
English. 
A nurse trainee receives a stipend 
of approximately sixty rupees (twelve 
dollars) a month, with other emolu- 
ments which raise the total to between 
twenty and twenty-five dollars. There 
are small pay increases for each of 
the three years of the training course. 
Almost 700 nurses are in training to- 
day but 800 are needed every year. 
The nation has a total of 1.600 trained 
nurses for her 90 million people. Many 
of the Hindu nurses went to India in 
1947 and Pakistan was left with only 
400. 
During the training period. lectures 
are given in English. Starting with 
three months in a general hospital 
school, the trainee attends courses in 
hygiene. anatomy. physiology. public 
health, bacteriology. first aid. and 
principles of nursing. Instruction in 
basic nursing procedures is combined 
with visits to hospital wards, water 
works. and welfare centres. Those who 
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pass this training are chosen to con- 
tinue classes and work in the wards 
under supervision. One hundred hours 
of nursing is combined with one hun- 
dred hours of bacteriology and hy- 
giene, twelve of dietetics, and four to 
twelve hours each in the history of 
nursing, first aid, and bandaging. 
Following a test given by the pro- 
vincial Nursing Board, the second year 
provides 28 hours of instruction in 
general nursing and 40 hours each in 
medical and surgical nursing. Pediatric 
nursing, materia medica, and gyneco- 
logy each account for 12 to 18 hours of 
classroom time. The third year brings 
a final examination and certification 
as a trained nurse. Midwifery is re- 
quired for posts as ward sisters or sis- 
ter tutors. A shortage of qualified 
nursing teachers has made it difficult 
to put the above scheme into practice 
at all the schools. 
Pakistan has one postgraduate col- 
lege of nursing at Karachi, for ward 
management and teaching. In order to 
be admitted as a student, a nurse must 
have had at least two years of work 
experience. If she is employed by the 
government, her salary continues in 
the year of study. The curriculum in- 
cludes more than a dozen courses, with 
the bulk of the time given to scientific 
principles of nursing; personal. family, 
and community health; and principles 
and practice of teaching, each of which 
accounts for 60 hours. Nursing service 
administration and pediatric nursing 
each take up 40 hours, followed by 
30 hours each of nursing care plans 
for the sick, microbiology, nutrition 
and dietetics. midwifery, and medical 
nursing. Daily practical and clinical 
experience is provided throughout the 
year in bedside care, ward manage- 
ment, and practice teaching. Micro- 
biology is important in Pakistani teach- 
ing. owing to the high incidence of 
waterborne diseases, while the teach- 
ing of nutrition is oriented to Pakis- 
tani diets for various income groups. 
(Fer example. rice is still the staple 
basic food for most agricultural pea- 
sants.) 
The Pakistan Nursing Council is 
the professional controlling body. set 
up in ] 949 and empowered by legis- 
lation in 1952. Since the majority of 
Council members are themselves nur- 
ses. they have the privilege of parti- 
cipating in policy-making. Provincial 
Nursing Councils in both East and 
West Pakistan execute the policies of 
the federal council and prescribe ex- 
aminations. There is one voluntary 
nursing group. the Trained Nurses As- 
sociation of Pakistan (1949), com- 
Dosed of registered nurses. Since 1953 
it has held membership in the Inter- 
national Council of Nurses. 
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T HE public health movement is in 
its beginning stages, though a 
a schoo] at Lahore has been estab- 
]ished since 1922 to train "]ady health 
visitors." It was re-organized in 1951 
with aid from the World Health Or- 
ganization, and has a 27-months' 
course in public health and midwifery. 
There are also eight midwifery training 
schools with an 18-months' course. 
Pakistan has almost 400 maternity 
and child health centres and 200 em- 
ployed public health nurses, but low 
salaries deter many girls from taking 
posts in the villages where they are 
most urgently needed. Village super- 
stition and ignorance of health care 
are widespread but are slowly dimin- 
ishing. 
The major problems facing the Pa- 
kistani nursing profession stem partly 
from the undevoloped health and wel- 
fare situation and partly from public 
attitudes. The traditional Muslim view 
that the role of women is in the home, 
the practice of "purdah" or female 
seclusion, and the feeling that nursing 
should be restricted solely to the care 
of women patients have produced a 
strong resistance to nursing among 
many Pakistani girls. It should be 
noted that female indoor seclusion is 
a factor in the incidence of ill-health, 
in view of the attendant lack of exer- 
cise and fresh air. 
Pakistan faces a severe shortage of 
nurses, and many hospitals are staffed 
by unqualified personnel. Another 
problem of recruitment is that upper 
class girls of good education who could 
enhance the status of nursing do not 
wish to become nurses. If they are in- 
terested in a health career, they look 
to medicine. but Pakistani medical 
schools are few in number and not 
many women applicants can hope to 
be admitted. Hospita] facilities are ex- 
tremely inadequate and cramped for 
space. which makes the actual work of 
nursing much more arduous than in 
many other professions. Some hospi- 
tats are located in improvised and con- 
verted buildings and many patients 
have to be placed in verandahs and 
corridors. 
It would be unfair to maintain that 
Pakistani nursing has not made head- 
way since ] 947 or that its future is 
without hope. The contrary is true. 
Even the handicaps faced by nurses 
have constituted a chalJenge to greater 
effort. It is mainly in the impecunious 
East wing that the more difficult con- 
ditions of service and traditional public 
attitudes are found. In the more pros- 
perous West Pakistan (e.g., Lahore. 
the cultural centre of the nation). 
working conditions are more satisfac- 
tory and there is less resistance to the 
idea of the working professional wo- 


man. In Lahore there are many ap- 
plicants for nursing training. 
Paradoxically, even the small range 
of careers now open to women may 
work to the advantage of nursing, in 
that this is one of the few professions 
within the range of practical possibility. 
Opportunities for careers in office 
work and selJing are extremely rare. 
Although a nurse's real income is low, 
it is actually higher than that of a 
schoo] teacher, since she receives free 
furnished accommodation. with uni- 
form and laundry allowance in addi- 
tion to her basic salary. In rupees she 
earns the equivalent of over $30.00 a 
month, as a minimum, with allowances 
that raise the total to over $40.00, 
with lodging and small annual raises. 
A nursing sister is paid 300 to 350 
rupees ($60.00 to $70.00) a month, 
and an administrative post can carry 
a salary of $100.00 a month. These 
figures should be read in light of the 
fact that living costs in Pakistan are 
appreciably lower than in Canada or 
even Europe. 
Since 1947 the government has 
tried to develop nursing services by 
sending girls to England for training. 
The World Health Organization has 
sent others to New Zealand and Aus- 
tralia for postgraduate study. WHO 
has also established a tuberculosis con- 
trol centre with maternity and child 
health stations. There is no lack of 
home health visitors to work in mater- 
nal and child health. The old Mus]im 
restrictions are gradually breaking 
down. particularly among young peo- 
ple, and progressive changes in atti- 
tudes toward working women will 
occur in the next five years. 
The world's largest cholera research 
station has been set up under SEATO 
auspices at Dacca, and plans for new 
medica] colJeges and nursing schools 
are being made at Rajshahi, in north- 
ern East Pakistan and at the port city 
of Chittagong. Modern equipment 
from UNICEF and other Western or- 
ganizations has been installed and 
technical services under UN auspices 
have been offered to rural nursing 
schemes. Miss Fatima Jinnah, sister of 
Pakistan's famed founder. has appeal- 
ed for more nurse trainees, and the 
years folJowing the martial law regime 
cf President Ayub Khen have revealed 
a determined official effort to give 
oriority to health reforms and to adapt 
Muslim teachings to modern needs. 
When judged bv the chaos in which 
Pakistan began her national existence. 
the progress made by her nursing pro- 
fession in a short period of less than 
18 years has been remarkable. There 
are firm grounds for believing that this 
trend of nursing progress will be ac- 
celerated during the present decade. 
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Comments on the treatment of acute coronary heart disease. 


HAROLD N. SEGALL, M.D., F.A.C.P. 


ry
HE modern era in the diagnosis 
l of coronary artery occlusion with 
myocardial infarction began with 
the pioneering work of George Dock 
(1896), Obratzow and Straschesko 
(1910) and James B. Herrick (1912).1 
Very few of their contemporaries paid 
much attention to these pioneers and 
their work. At a meeting of the Ame- 
rican Association of Physicians in 
1912, only Emanuel Libman rose to 
discuss and agree with Herrick's paper 
on coronary thrombosis. However, 
within the next ten years an increasing 
number of clinicians became aware of 
the clinical syndrome and the diagno- 
sis appeared more and more frequent- 
ly on case histories. This progress in 
recognizing the condition posed the 
important problem of how to treat the 
patient. Concepts of prognosis domin- 
ated ideas for therapy. An attractive 
syllogism began thus: Arterial occlu- 
sion resulted in myocardial infarction 
with softening of the ventricular wall; 
then, it was said, an extra physical 
effort would raise the intraventricular 
pressure and result in rupture of the 
ventricle, cardiac tamponade, and 
sudden death. This entered the dis- 
cussion of the patient's future when 
the doctor spoke with the family and 
those who nursed and treated him. 
Electrocardiography was in its infancy. 
There was no technique for monitoring 
the behavior of the heart with an 
electrocardiogram for more than six 
seconds at a time as records were made 
on glass photographic plates six inches 
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long moving at the rate of an inch per 
second. It was not yet known that in 
the great majority of cases, cardiac 
arrest was the cause of death. 
Measurement of arterial pressure, both 
systolic and diastolic by the ausculta- 
tory method, was just beginning to be- 
come a matter of routine practice in 
hospitals and had not yet reached the 
general practitioner. Peripheral vas- 
cular failure, s<.K:alled shock, another 
major cause of death in acute coronary 
heart disease was not recognized as it 
is at present. 
Medical students exposed to profes- 
sorial dicta that included the syllogism 
about cardiac rupture accepted as lo- 
gical a program of treatment imposing 
"absolute rest" on the patient. Some 
physicians already in practice learned 
about the diagnosis of coronary throm- 
bosis and followed the rules laid down 
by authoritative professors. These rules 
called for eight weeks of absolute 
rest in bed. The patient was ordered 
not to move his arms and legs nor 
any other muscles. In Montreal, the 
late Dr. A. H. Gordon, an astute 
clinician and an exceptionally fine 
teacher, inspired one of his brightest 
pupils, Dr. Gordon Copping, to exer- 
cise his talent for crystallizing subtle- 
ties into eloquent phrases by rendering 
"absolute bed rest" into "You must lie 
still like a statue" (1936). To execute 
this order the patient and the nurses 
had to work in cooperation; the nurses 
and attendants performed all the ne- 
cessary motions except one. They 
spoon-fed, bathed, shaved, combed the 
patient, while he lay motionless. He 
was warned not to move any of his 
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voluntary muscles as he was lifted onto 
a bedpan. Of course, they could do 
nothing about the involuntary muscles 
in the lower bowel that did their own 
moving. Then he was lifted off the 
bedpan. 
It would be impossible to design a 
satisfactory statistical study correctly 
comparing the results of this kind of 
treatment with another that permits 
the patient to feed, wash, shave him- 
self, read, watch T.V., listen to the 
radio, receive visitors and above all, 
go to the bathroom and shut the door 
behind him. When satisfactory statis- 
tics are unavailable to guide the phy- 
sioian, he depends upon his accumulat- 
ing experiences and tends to be strong- 
ly influenced by dramatic cases. 
My education about coronary artery 
disease began in ] 92]. The first experi- 
ence was such as to induce much skep- 
ticism about bodily movements causing 
sufficient rise in intraventricular press- 
ure to produce cardiac rupture. As a 
recent medical graduate, I was totally 
unaware of the clinical diagnosis of 
coronary artery occlusion with myo- 
cardial infarction. My very first case 
involved an autopsy under the tutelage 
of the Dr. Lawrence Rhea. Once the 
thorax was opened, a huge heart came 
into view. Dr. Rhea advised me to tap 
the pericardium with a needle and 
50 cc. syringe before cutting into it. 
I found 250 cc. of free blood in the 
pericardium. In his inimitable manner, 
he drew from me, by well posed ques- 
tions. the idea that this hemoperi- 
cardium was probably due to rupture 
of the myocardium. Then he had me 
dissect the coronary arteries in order 
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to discover the branch whose occlusion 
resulted in infarction complicated by 
rupture of the left ventricular wall. 
Enquiry into the history of the patient 
revealed that she had been a lady in 
her early 70's in hospital for the treat- 
ment of a fractured leg, and was in a 
cast, lying still in bed for three weeks 
before the first episode of pain which 
announced occlusion of a coronary 
artery. The interne on the surgical 
ward gave her morphia to relieve her 
pain. Four days later, while still in 
the cast and lying quietly in bed, she 
uttered a scream. By the time the 
nurse reached her she had died. Some 
years later, I included this story in a 
study of cardiac rupture. 2.3 This work 
led me to conclude that neither small 
nor even large rises in intraventricular 
pressure play a significant role in the 
evolution of cardiac rupture. Thus, 
even in the presence of low intra- 
ventricular pressure, as in shock, 
cardiac rupture may occur once tear- 
ing of ventricular muscle has been 
initiated along a seam that lends itself 
to easy tearing. Added to this, in- 
farction of the epicardium and of the 
endocardium make for rupture of 
these membranes even with as low 
an intracardiac pressure as might be 
represented by systolic pressure of 80 
and a diastolic of 60 with a low car- 
diac output in the presence of peri- 
pheral vascular failure. This study 
freed me from the fear that cardiac 
rupture may be induced by natural 
movements of the patient, such as 
getting in and out of bed. sitting in a 


chair or walking a few steps to the 
bathroom. 


\
EN I began clinical practice in 
1926, it was natural that I should 
emulate my teachers and respond 
to the social pressures of the time 
by ordering absolute bed rest as 
did other physicians in cases of acute 
myocardial infarction. However, there 
were very frequent occasions when it 
was necessary to be tolerant of imper- 
fect execution of such orders. Nearly 
all of my 'patients were treated at home 
(usually on the second or third floor 
of a tenement house) and were mo- 
nitored by the use of the "portable" 
electrocardiograph which I enjoyed 
using although it weighed about 100 
pounds, fifty in each of two large 
boxes which I carried to and from 
these homes. Once in the house, I de- 
voted as much time to writing the 
clinical notes as to examining the 
patient and discussing treatment and 
prognosis. In the home, the patient 
was boss and he usually refused to be 
fed and rebelled against using a bed- 
pan when the bathroom was a few 
steps from his bed. Thus, in review- 
ing a collection of these notes from 
time to time, I gained the general im- 
pression that bodily movements were 
not as dangerous as the early pioneers 
thought they were. 
Slowly but surely, with increasing 
frequency. I prescribed treatment that 
included bathroom privileges and no 
spoon-feeding in all except the very 
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Open your mouth, Miss "lib." I know the doctor said "Make like a statue," but 
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sick patients in shock or severe con- 
gestive cardiac failure. By 1937 my 
convictions were strong enough so 
that I taught others to do the same. 4.
 
I encountered great reluctance in 
my confrères, for they either retained 
the old fear of cardiac rupture or 
exercised caution because of the effects 
of social pressure. 
One day in 1931 I disappointed one 
of my patients. Six months after his 
acute illness he told me a story that 
he expected would shock me and cause 
me to sputter with frustration. He re- 
ported that during my visits to his 
house when he had the six weeks abso- 
lute bed rest treatment, he knew that 
I must have been annoyed because 
such a long time elapsed between my 
ringing the door bell and his wife's 
appearance to let me in. During this 
time, he was getting out of his ordinary 
clothes and into his pyjamas so that J 
should find him resting absolutely in 
bed. From the second day of his ill- 
ness he had been up and about the 
house and on nice days had gone out 
for a walk, scaring the wits out of his 
family. I congratulated.him very wann- 
Iy and told him he had helped me help 
others with such illness. Jt did shock 
him a little when I used the words. 
"You performed a useful experiment." 
In common with most people he did 
not like to thi:1k of himself as a guinea 
pig! 
I did not mention the fact that he 
might have had a recurrence of coron- 
ary occlusion or that he might have 
died suddenly. There was nothing to 
be gained by uttering these truths for 
we have nothing to use for preventing 
such catastrophes; certainly, absolute 
bed rest fails to prevent either of them. 
The vast majority of patients experi- 
ence the onset of coronary occlusion 
when they are at rest; usually the pain 
wakens them from sleep. Twenty-five 
per cent of patients admitted within 
the first 24 hours of the illness die 
while absolutely at rest in bed during 
their first day in the hospital. 
The late Dr. Samuel Eidlow, an 
able and wise general practitioner and 
an excellent cardiologist, told me this 
story a few years ago. One day he 
made a house call to see a man of 
about 55, a bon vivant commercial 
traveller, and the patient asked this 
question: "Where will I be when I 
die? Will I be at home watching T.V., 
or having supper, or asleep in bed or 
will J be on the road. in a plane or 
on a train or talking with a customer?" 
Eidlow had never had such a question 
posed to him before; and so, as he 
reflected on how to answer it, he 
said, "Whv do vou want to know?" 
Promptly the patient said, "If you tell 
me where. J won't go there!" And so, 
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as the great majority of patients who 
have coronary artery disease die in 
bed - they should avoid going to bed, 
n'est-ce pas? 


IN the early 1930's, a doctor in my 
state of mind had to do much soul- 
searching before he could gain the 
degree of conviction that would sup- 
port him in liberating the patients from 
the program so aptly reflected in the 
order, "Lie still in bed like a statue." 
First, the majority seemed to believe 
that such body movement as going to 
the bathroom, three steps away from 
the bed, might kill the patient. If my 
patient should choose such a moment 
to have another pain or to die sudden- 
ly, would not the family be justified 
in blaming the doctor who allowed 
such activity? And should not the 
doctor feel guilty and seek to repent? 
The number of lay people who came 
to know about the diagnosis, however 
they fractured its name into "coroonary 
trombone" and the like, grew by geo- 
metrical progression. Each patient was 
the hero in a dramatic fight of life 
against death and the audience wit- 
nessing this drama could be numbered 
in the dozens, even the hundreds for 
each case. The illness of General 
Eisenhower was fully reported through- 
out the entire world. His attack start- 
ed at 2:45 a.m. on Saturday, Septem- 
ber 25th, 1955 in Denver, Colorado. 
The newspapers in all parts of the 
world published the stories of the onset 
and of the President's progress in gr
t 
detail. One. item distributed by the 
Associated Press with a Washington 
dateline which appeared in the Mon- 
treal Star of Tuesday, September 27th 
is germane to my present theme. 
One prominent Washington physician 
exclaimed, "I was shocked when 1 read that 
the President was permitted to walk to an 
automobile to be driven seven miles to the 
hospital. When 1 read it 1 called my wife 
and said, 'My God, they've let him walk 
from the hOll.ge:" 


You can now readily imagine that 
this item has remained obscure and 
forgotten because the President sur- 
vived the illness. Moreover, although 
his doctors thought he should not run 
for a second term, they gave their con- 
sent when he chose to stand and was 
re-elected. On the other hand, we can 
as readily imagine how prominently 
the remarks of the shocked doctor 
would have been displayed in an un- 
forgettable manner if General Eisen- 
hower's luck, which proved to be all 
good, were to have been all bad. His 
death at that time might have been 
blamed on that which shocked the 
doctor. The social pressure - the 
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pressure exerted by family and friends 
of patients with acute coronary artery 
disease - would have increased many 
fold in the direction of spoon-feeding 
the recumbent statue. The favorable 
course of the President's recovery has 
been a potent tonic to the optimism of 
all concerned with such patients. The 
example of the President, his return 
to his usual way of life, at work and at 
play, encouraged doctors to guide their 
patients along similar lines. In no small 
measure, Dr. Paul White contributed 
to setting this course of rehabilitation 
for such had been his practice with 
other, less renowned patients. He is 
a natural optimist and together with 
his Boston confrère, Dr. Samuel Le- 
vine, 6. 7 he had emancipated himself 
from the "still as a statue" program. 1 
One cannot overestimate the beneficial 
effects on the treatment of acute 
coronary disease resulting from the 
world-wide publicity on the President's 
illness, his recovery and his return to 
his normal way of life qualified by a 
few simple rules for maintaining good 
health. 
Thus, social pressure in the direction 
of spoon-feeding the recumbent statue 
gradually lessened. Some doctors have 
emancipated themselves from fear that 
they might hurt the patient by allow- 
ing him more privileges. Advances in 
technical knowledge have pennitted 
more precise diagnosis as to the site 
and size of the myocardial infarct so 
that good risk could be distinguished 
from bad risk cases. Even the ultra- 
conservative doctors have found it 
difficult to explain adherence to the 
"spoon-feed the recumbent statue" 
fonnula and have relaxed their res- 
trictions in varying degrees for the 
good risk cases. Dr. Copping, a pro- 
gressive man, recently told me that he 
has discontinued using the phrase he 
coined and the practice it represents. 


T HIS point of view has reached the 
recently published medical text- 
books 7.8,9,10.11.12,13,14, and new editions 
of books on nursing practice 15 also re- 
flect this progress. Now, the de- 
gre
 of illness can be estimated within 
the first day or two. The very sick 
patient is treated as such, but he need 
not be fed. He is encouraged to move 
his legs and arms to prevent phleboth- 
rombosis and arthritis of the shoulder- 
hand syndrome variety. He may need 
to use the bedpan for a day or so 
until he joins the better risk class, then 
he can enjoy the normal behavior of 
our social environment; he may go to 
the bathroom and shut the door. 
Now, you and I know all this. but 
do the people, the doctors, nurses and 
members of families in Atavia know it? 


Where is Atavia? You may find it in 
every community. It is in the house or 
hospital where there are people who 
don't know and don't want to leam. 
They say what was good for their 
grandparents is good enough for them. 
Indeed, it was some Atavian behavior 
in two hospitals that inspired me to 
write this essay. In one hospital, a man 
of 57, a poor risk case, was on the 
absolute bed rest 'program but he re- 
belled and for a week he went to the 
bathroom several times a day, moved 
about in bed restlessly in spite of se- 
datives. On the eighth day of the ill- 
ness, as he walked from his bed toward 
the bathroom, about four yards, he 
fell on the floor. A nurse happened 
to be in the ward (4-bed type); she 
applied external cardiac massage while 
she called for assistance; in a few 
minutes an interne and the resuscita- 
tion team arrived. The patient was 
literally taken away from the clutches 
of death but he could not be brought 
out of shock and died 10 hours after 
he had collapsed due to cardiac arrest. 
I had seen him at the request of the 
family about four hours before his 
death, and though I am a confinned 
optimist, I could not but give a very 
grave prognosis; he had only about 
one chance in 50 of recovering from 
shock. The next morning the head 
nurse asked me to be sure and write 
in the order book for each of my two 
patients that they might walk in the 
room. About ten days before this, I 
had already written the order for bath- 
room privileges which involved walk- 
ing across the room. The dramatic 
death engendered a mysterious fear 
that any patient with acute coronary 
heart disease is in danger of dying in 
this way. When I entered the room in 
which my patients were resting - but 
not absolutely - another nurse re- 
quested me to write the order about 
walking. So sensitive had they all 
become - nurses, internes and visiting 
staff - that I found it difficult to re- 
mind them that the man had 
gone to the bathroom many times 
during a week without any dramatic 
event and that it was most likely pure 
coincidence that cardiac arrest occur- 
red as he was walking; it usually 
happens when the patient is lying 
quietly in bed. Unfortunately, the 
family refused permission for an au- 
topsy and we cannot know whether a 
fresh occlusion of a coronary artery 
occurred or whether an arrhythmia 
such as ventricular fibrillation or 
standstill had to be invoked to account 
for cardiac arrest. The e!ectrocardio- 
grams taken during the ten hours did 
not indicate a fresh acute coronary 
occlusion and the manner of his death 
did not suggest cardiac rupture. 
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In the other hospital, my patient, a 
big burly man on the 14th day of his 
illness with acute coronary heart di- 
sease, had complained of some pain 
for two or three minutes at 6:00 A.M. 
He was given Demerol by the night 
staff and when I came at 10:00 A.M., 
the staff nurse, a girl I then met for 
the first time, reported all this to me 
and added that she had spoon-fed him 
his breakfast. Whereupon I enquired 
if many doctors ordered spoon-feeding. 
"Oh yes," said she, "However, less 
often than a few years ago. But, in 
our nurses' training courses we are 
taught that such patients must have 
absolute bed rest and this includes 
feeding with a spoon." My burly man 
was a restless, non-statuesque patient 
and hailed his liberation from absolute 
bed rest with a loud hurrah. This 
added one more to the list of nurses 
who know that I do not order absolute 
bed rest and that I dislike spoon-feeding 
because of the harm it does to the 
patient's morale. Nothing lowers his 
morale, diminishes his hopes of re- 
gaining health, even if he be lucky 
enough to escape death, than feeding 
at one end with a spoon and collect- 
ing at the other with a bedpan. 


IN the course of soul-searching which 
led to these convictions I have 
been acutely aware of the deficiencies 
in current knowledge. We do not know 
how a given individual develops acute 
coronary heart disease on a given day, 
not before and not later. We do not 
know how to prevent the recurrence 
of the same kind of illness. We do not 
know how to distinguish between the 
individual who will die s!}ddenly with- 
out warning and the one who, in spite 
of very severe illness, will make a good 
recovery. Good risk and bad risk cases 
share the common danger of recurren- 
ces of acute coronary heart disease and 
of sudden death in the midst of a 
sense of well being or in the midst of 
severe illness. These uncertainties can- 
not be avoided. It is therefore a matter 
of judgment as to whether the patient 
will be treated with optimism or with 
pessimism. At this point doctors differ. 
Individual judgment cannot escape the 
influence of the doctor's natural 
tendencies. Some are naturally pessi- 
mistic, others optimistic, and their 
judgment is affected by their own 
personalities. Rest in bed is automatic- 
ally considered as a major element in 
the treatment of important or danger- 
ous conditions. How easy it is then for 
the oec;simistic physician to order and 
a frightened pessimistic patient to 
accept the program of "spoon-feeding 
the recumbent statue." The optimistic 
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patient will rebel against it. The opti- 
mistic doctor tends to respect the 
patient's rebellion and go along with 
it. Out of these combinations of cir- 
cumstances, the onlooker making a 
strong effort at being objective in his 
judgment of results, acquires the 
experience that leads him to formulate 
his own policy. Thus, both as a partici- 
pant in the treatment of patients, and 
as a student of the entire scene, I have 
digested these experiences in reaching 
these convictions. The danger of treat- 
ing a bad risk as a good risk must be 
avoided. To an equal degree, in 
justice to all concerned, the fallacy of 
treating a good risk as a bad risk must 
be recognized .On other occasions, in 
addressing audiences of physicians and 
surgeons, I have stated that a good 
prognosis more often proves correct 
than a bad prognosis. 4.5.8.9.10 This re- 
mains true and justifies creating an 
atmosphere of qualified optimism in 
the immediate surroundings of the pa- 
tient. Certainly, the doctor must tell 
someone in the family about the in- 
herent dangers of coronary artery di- 
sease over which the physician has no 
control. Quite irrationally, people as- 
cribe the recovery of the patient to the 
doctor's skill and blame him when 
death occurs. The doctor plays an 
important role in recognizing the 
disease and guiding treatment, but no- 
thing that he does makes any differ- 
ence between life and death except in 
rare cases when the resuscitation team 
restores heart action in cardiac arrest. 
The doctor's judgment, being sub- 
jective, is affected by his sense of 
values in life. The optimist tends to 
protect the patient from unnecessary 
prohibitions that become ordeals 
during the course of the illness. The 
pessimist, sincerely dominated by fear 
of the uncontrollable, makes efforts 
that may be interpreted as measures 
designed to prevent recurrences of 
coronary occlusion or of sudden death. 
When these efforts fail, he feels secure 
in the belief that he has done his best 
and could do no better. When the pa- 
tient lives, he seems to have succeed- 
ed and remains convinced that ab- 
solute rest plays an important role in 
the patient's recovery. This, in spite 
of the fact that it is well known that 
in motionless muscles, phlebothrom- 
bosis tends to occur and carries with it 
the danger of a fatal pulmonary em- 
bolus. Anticoagulants may play a role 
in preventing this, but it has been 
known to occur in spite of them. 
Moreover, anticoagulants carry their 
own risk and there is now a strong 
tendency to discontinue their use in 
acute coronary heart disease because 
all statistics agree that cardiac rupture 
o
curs more frequently when they are 


used than when they are not. 
I would suggest that in your own 
inimitable way as well-trained nurses 
with minds of your own, you should 
encourage the Atavians to learn. The 
knowledge and support of good au- 
thorities is readily available in text- 
books to free them from the fears that 
plagued the pioneers. The "recumbent 
statue" is an historical, dust-laden, 
ancient museum specimen. 
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In an era when patterns of service and education are changing quite rapidly 
throughout all fields of health, it is no longer possible to study or 
care for sick people on the basis of illness exclusively. In order to 
understand and provide adequate care in all fields of health the 
professional must appreciate the relations between the illness, the 
patient and the environment. 
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As nursing makes the transition from 
a vocation to a profession the role of 
the nurse becomes increasingly com- 
plex. The contemporary nurse in her 
perceived roles as adviser on health 
and team leader must develop an 
understanding of herself. of patients, 
of others in the health team, of the hos- 
pital as a social institution. and of ins- 
titutions in society. The acquisition of 
this understanding requires consider- 
able knowledge of the psychological 
and social relevance of the individual 
and his environment. 
An attempt to widen the conceptual- 
ization of the nurse regarding the psy- 
chological and social components of 
illness is taking place at The Vancouver 
General Hospital school of nursing. 
Vancouver, B.c. During the six months 
preliminary period of the three-year 
diploma program. courses in psycho- 
logy, psychiatry and sociology are in- 
troduced. Although these disciplines 
were previously taught, in 1963 they 
were presented in an altered frame of 
reference and consistent attempts have 
been made since to interrelate the sub- 
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ject matter. During the subsequent 2 1/2 
years of training, understanding into 
nurse - patient - institution - relation- 
ships is broadened and altered. This 
understanding is particularly reinforced 
during the tour of duty on the psychia- 
tric ward. To reinforce classroom 
teaching and to provide greater impact 
a number of interdisciplinary sessions 
are held with the lecturers from all 
three disciplines meeting jointly with 
the class. 
It might be appropriate at this point 
to describe briefly the milieu in which 
this learning experience takes place and 
some of the characteristics of the 
student nurses who participate in this. 
The Vancouver General Hospital 
school of nursing has the largest in- 
cOining classes of students in Canada. 
Two classes of approximately 100 
students enter in September and in 
February each year. Admission re- 
quirements are: university entrance, 18 
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years of age, a satisfactory standard of 
academic achievement, and personal 
suitability. The atmosphere of the 
school is matriarchal, the role models 
are exclusively female, and the imme- 
diate cosmos of the nursing student 
consists of a residence for 550 students 
and a hospital with 1800 patients. The 
student during her first six months is 
in transition from late adolescent to 
young adult pursuir.g a career and is 
subject to many stresses. 
Although the class is large, the 
group is young. enthusisatic and highly 
motivated in learning situations. Inter- 
action between class and instructors is 
vigorous and frequent. Psychology and 
sociology lectures begin during the 
first month of the program. The psy- 
chology course consists of 30 hours 
followed by 30 hours of psychiatl"\ 
over a period of 15 weeks; sociology 
runs concurrently for 40 hours over 20 
weeks. The general aims of the three 
disciplines are to provide the nursing 
student with a heightened apprecia- 
tion and understanding of the psycho- 
logical and social components of hu- 
man behavior in herself and others and 
of illness and the institution that copes 
with illness; to sharpen the student'<; 
awareness of the way human beings 
function both within themselves and 
within society; and to focus on thc 
process whereby the preliminarv stu- 
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dent moves through a phase of adjust- 
ment to patients as the patients move 
through a phase of adjustment toward 
the nurse. Still another goal is to make 
the nurse more aware, more perceptive 
and more able to understand clues to 
feeling, thoughts and behavior. and to 
gain an understanding of the sick-role 
in a transactional frame of reference. 
While each lecturer will approach these 
general aims from his particular orien- 
tation and professional training, the 
subject matter is made personally re- 
levant to the experiences of the student. 
Integration of these approaches is the 
objective of the inter - disciplinary 
sessions. 
The general aims of the psychology 
Course are to have the student nurse 
develop an understanding of the lan- 
guage and concepts of psychology to 
enable her to gain a better knowledge 
of her own behavior and the behavior 
of others, constantly focusing on 
nurse - patient - hospital relationships. 
Topics that are discussed include: 
psychology as a behavioral science; the 
relevance of heredity and environment 
in understanding psychological pheno- 
mena; early development of the infant; 
emotional, motivational and social 
development; imagination in children; 
adolescence and its problems; the roles 
of learning, remembering and forget- 
ting; individual differences; the mean- 
ing of intelligence and ability; excep- 
tional children; theories of personality; 
the roles of frustration, conflict and 
adjustment patterns in mental health 
and illness; adjustment problems in 
aging. The lecture material is supple- 
mented by several films dealing with 
the various topics noted above. 
The didactic aspects of the psy- 
chiatry course have focused on history. 
signs and symptoms, the family and 
the interview process. A brief history of 
psychiatry provides a background for 
the understanding of present day and 
future principles and application and 
also affords a greater opportunity for 
the presentation of the changing pat- 
terns of patient care. The signs and 
symptoms of illness are described with 
three basic cornerstones - anxiety, 
identity and depression - elaborated. 
Illness is presented as a dynamic re- 
action pattern rather than an isolated 
disorder. Through contrast and com- 
parison the understanding of transition 
is emphasized - the transition of the 
student learning about nursing to her- 
self as a nurse and the transition of the 
individuals who confront the nurse 
from well beings to patients. The family 
is presented as an individual and so- 
cietal interacting unit with its inte- 
grating and disintegrating forces. This 
provides a framework for review of 
the various ages and stages of an in- 
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dividual's life from helpless depend- 
ency to hapless despondency. The in- 
terview process is discussed to help the 
nurse sharpen her powers of obser- 
vation and use herself as a treatment 
resource by using skills of self as an 
instrument to help others. Clinical 
examples, demonstrations and films 
supplement the teaching. 
To reinforce classroom learning and 
widen the perspective of the student, 
this innovation in interdisciplinary 
teaching was attempted. The primary 
method introduced here was that of 
role-taking and the joint working 
through of a series of situations by the 
class and a panel. The situations chosen 
were standardized so that they could 
be repeated from class to class. Criteria 
of choice was that the situations be 
relevant to the nurse in her encounters 
with people and the feelings relevant 
to these encounters. Three separate 
three-hour sessions were spaced one 
month apart, each session including a 
series of role-taking situations by the 
students with subsequent discussions 
with the panel. This panel included the 
instructors from the three disciplines 
and two instructors from the school. 
usually from pediatrics or psychiatry. 
Role-taking 
This is defined as the acting out of 
various life situations or the playing of 
roles of various people in an atmos- 
phere which simulates life. Sarbin has 
delineated the concept of role-taking 
as follows: 


The role an individual may assum:: d::- 
pends on his prior experience, either overt 
or symbolic. vicarious or genuine. The role 
taken is complex and organismic. em- 
bracing all aspects of the personality of the 
individual and different levels of consci- 
ousness from complete awareness of action 
to unconscious participation. Role-taking 
varies in the number of different roles in 
an individual's repertoire, and also in the 
intensity and completeness with which the 
roles are enacted. There are intra-individual. 
inter-individual and group (from one culture 
to another) differences in the success with 
which roles are assumed. 


The situations chosen for the role- 
talcing deal with five main areas: 
I. An inter-'Personal situation in- 
volving the acting-out patient, that is, 
the management of a difficult patient 
by the nurse. The goals are to help the 
nursing student evolve a percept of her- 
self as a nurse. gain an understanding of 
the diversity of motivation of the pa- 
tient and the complexities of the sick 
role. In this situation the following 
specific themes are worked through: a. 
A rigidly authoritarian. officious, de- 
manding. middle-aged lady patient and 
an awkward but alert nursing student. 


b. A verbose, aggressive, demanding 
female patient questions a student 
about her own life history, with the 
student attempting to cope. 
2. Situations were structured to 
work through the nurses' attempts to 
deal with the various aspects of illness: 
a. A nursing student who is taken ill 
and hospitalized and her response to 
a hasty and abrupt nurse providing the 
care. b. A bright 12-year-old girl who 
is going to have a leg amputated be- 
cause of injury sustained in an automo- 
bile accident. The nursing student on 
the night shift is unaware of the child's 
condition. c. A patient with many 
complaints, demanding more medical 
investigation and increased medication 
and a student nurse who is trying to 
cope with him. 
3. A situation concerning impending 
death. This was specifically structured 
as a patient with a malignant, terminal 
illness who suspects he is dying and a 
student who is attempting to handle the 
associated problems. 
4. The relationship of a nurse to the 
patient's family. This was structured as 
a clinging relative, a wife, who wants 
medical infonnatiori about the patient; 
the student tries to satisfy this person. 
5. Attitudes toward institutional 
authority. The situation given was a 
nursing instructor reporting a poor 
grade in nursi:1g practice to a student. 
The nursing student thinks the grade 
is unjustified and reacts to this. 
Student nurses assumed the respec- 
tive roles noted above and acted them 
for 5-10 minutes. General discussion 
between the whole class and the panel 
followed. Comments regarding the res- 
ponse pattern of the role-takers, the 
appropriateness of their actions and 
their awkwardness with the confronting 
situation were immediately worked 
through. The class was given the initial 
opportunity to interpret or comment 
with the panel helping to stimulate and 
integrate the discussion. 
If the nursing student later had to 
manage a similar clinical situation the 
entire experience would be more mean- 
ingful. Thus on the completion of the 
enacted situations and discussions, a 
volunteer student was asked to cope 
with a hospital patient. As with the 
role-taking, this nurse-patient encoun- 
ter took place with the whole class and 
panel present. Here. the patient re- 
flected certain aspects of the situations 
worked through in the role-playing. To 
illustrate the theme concerned with the 
acting-out patient the student was ask- 
ed to cope with a middle-aged. severely 
hypochondrical patient and the mana- 
gement problems ensuing from the pa- 
tient's incessant demands. A mother 
and her mongoloid child illustrated 
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certain aspects of the family relation- 
ship theme. The theme of coping with 
illness involved a patient whose symp- 
toms were disabling and intractable. 
The nurse-patient encounters were re- 
latively brief, also lasting 5-10 minutes, 
and in each case were followed by a 
general discussion. 
The faculty of the school of nursing 
requested that they attend these inter- 
disciplinary sessions. They accordingly 
attended three sessions, in a non- 
participant role. The last half-hour of 
each session was used for a discussion 
between the faculty and the panel. The 
discussions centred on the process and 
content of the sessions, the reactions 
and the interactions of the students and 
the whole method as a teaching me- 
dium. 
 


Evaluation 
As there are no objective criteria 
of their effectiveness, evaluation of 
these sessions is difficult. However, 
some impressions, subjective and ob- 
jective, have been accumulated. It is 
the subjective impression of the authors 
that a high degree of enthusiasm pre- 
vailed throughout the sessions. This 
enthusiasm was expressed by the lively 
participation of students. Many indivi- 
dual students also came forward direct- 
ly to indicate that they felt these ses- 
sions were extremely valuable and 
should be continued. 
Another subjective criterion was the 
response of the faculty. They generally 
felt that this approach contributed 
toward increasing the capabilities of 
the student in meeting such respons- 
ibility and added appreciably to her 
awareness of patients' needs. 
A series of statements from a class 
of 92 students, each being anonymous. 
was obtained. The class was requested 
to reply to the question: "What is your 
impression about the value and impact 
of these sessions? Feel free to express 
your opinions, positive or negative. 
about the format, the panel or any 
aspect about the sessions." The stu- 
dents recorded their responses \vhich 
were then analyzed, using three di- 
mensions. (Table J.) Each reaction 
submitted by the class was rated with 
respect to one of three categories 
under general reaction as well as to 
one of five categories under specific 
reasons regarding the impact. 
Of this class 83.7% indicated a 
positive general reaction to the ses- 
sions. Only 3.26% of the group in- 
dicated a marked negative reaction. 
and stated that the ses'sions should be 
discontinued. The reasons given by 
this small minority of 3 out of 92 stu- 
dents was that the remainder of their 
class could not possibly appreciate or 
comprehend the content of the sessions. 
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TABLE 1. 


GENERAL REACTIONS Frequency Percentaqe 
Positive 77 83.70 
Neqative 3 3.26 
Ambivalent 12 13.04 
- -"-
 - 
92 100.00 
SPECIFIC REASONS RE IMPACT 
Contributed to knowledqe 4 4.35 
Contributed to clinical skills 12 13.04 
Contributed to knowledqe and clinical skills 71 77.17 
Ouestionable impact 2 2.17 
No impact 3 3.26 
92 99.99 
SESSIONS SHOULD BE EXTENDED 21 22.83 


ANALYSIS OF STUDENTS' RESPONSES 


A further 13.04% were ambivalent in 
their general reaction. This latter group 
was critical of the "make-believe" of 
the role-taking, felt that the nursing 
students were too nervous to partici- 
pate meaningfully, or expressed the 
belief that the patient's privacy was 
impinged upon by being interviewed 
in front of the class. This criticism, 
however, was tempered with statements 
that certain portions of the sessions 
were useful and helpful. 
Specific reasons for the impact of 
the sessions were categorized among 
five \ariables. Four students felt that 
the sessions contributed to their know- 
ledge about nurse-patient and inter- 
personal relationships, understanding 
about the problems of communication 
and patient attitudes and desirable and 
aporopriate nursing attitudes. A fur- 
ther 13.04% listed contribution to 
clinical skills as the main impact in 
that the sessions contributed to their 
ability to cope with clinical situations 
and provided an opportunity to practise 
some of the skills in nurse-patient rela- 
tionship. The overwhelming proportion 
of the class, namely 77.1 7 % listed the 
combination of k.nowledge and clinical 
skills as the basis of impact. Only 
2.17% thought that the impact of the 
sessions was questionable and these 
were among the ambivalent group. Fi- 
nally 3.26lff, the same group whose 
general reaction was negati\e. stated 


in unequivocal terms that these sessions 
had no impact. 
These findings indicate that the inter- 
disciplinary sessions were viewed by 
students as helpful and meaningful. 
The suggestions made by students and 
staff that these sessions should be con- 
tinued beyond the preliminary period 
of training merit further consideration. 
The authors feci that the teaching 
devices described are useful in nursing 
education. Role-taking followed by 
clinical reinforcement is a means of 
making nurse-patient relationships in 
the classroom a living experience. Inter- 
disciplinary sessions provide students 
an opportunity to express feelings and 
doubts about clinically challenging 
situations and enable them to bridge 
the gap between didactic teaching and 
clinical situations. 
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If we are to improve the quality of patient care, certain problems must 
be faced realistically. 


MANY recent publications reflect 
the problems involved in improving 
the quality of nursing care. Various 
suggestions have been offered as possi- 
ble solutions. One approach, described 
recently in two articles appearing in 
a nursing journal, t,:! emphasizes that 
nurses should become proficient in 
specialized functions and be responsi- 
ble for providing these functions to all 
patients in a given area who require 
them. For example, one nurse might 
become proficient in the care of cathe- 
ters and would provide catheter care to 
all patients on a ward or even in the 
whole hospital. Another nurse might 
be "in charge" of interpersonal rela- 
tionships. 
We can readily appreciate the merit 
of this approach. It seems a logical one 
in situations where we do not have 
enough prepared personnel. The argu- 
ment is advanced that at least the cath- 
eters are sterile and the patient is 
safeguarded from urinary tract infec- 
tions. This approach, however, if car- 
ried to its ultimate conclusion, can lead 
to the "oxygen nurse," the "intrave- 
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nous nurse," the "medicine nurse," etc., 
and, in the process, reduce the nurse 
to a technician. The role of the pro- 
fessional nurse should not be confined 
to the performing of a certain task over 
and over, but should involve a much 
wider scope. While the "specialized" 
approach may be necessary at times, 
it may be self-defeating as a long range 
way of coping with the problem of 
quality. 
Another approach, and I believe a 
more useful one over a long term, in- 
volves asking the professional nurse to 
be responsible for a group of patients 
from the day they come into the hos- 
pital until the day they go home. She 
plans their care, directs other people 
who assist her with it, and assumes 
responsibility for the care given. This 
kind of approach gives the professional 
nurse greater scope for her under- 
standing. 


O:-lE factor that wùrks against im- 
proved quality of nursing care is dis- 
continuity of service. We have, in 
nursing, a profession almost exclusi- 
vely made up of women. Many retire 
for ten or fifteen years and then re- 
turn. Many work just part-time, per- 
haps one or two days a week. This 
situation, while wholly natural in light 
of women's roles, presents a very great 


problem for patients. The patient who 
has a different nurse every day, each 
of whom is working one or two days a 
week, does not have the continuity 
of care he requires. This is a problem 
that has not been approached very 
realistically. 
Recruitment materials continue to 
portray the study of nursing as appro- 
priate for young women from 18 to 
35. This makes for glamorous posters, 
but it does not do much to ensure 
continuity of nursing care and availa- 
bility of professional nurses. We 
should be more energetic in pointing 
out that nursing education can accept 
male students and older women whose 
families have grown. These are people 
who have a lot to give to nursing and 
who, once they have graduated, tend 
to remain active, professionally. If 
there were more of them, they could 
balance some of the discontinuity that 
OCcurs when we limit our graduates al- 
most entirely to women in their early 
twenties. 
Why are we so reluctant to actively 
recruit men and older women into 
our programs? One reason may be 
that we are afraid of what might 
happen. All of us are hesitant to try 
something new, particularly if it means 
changes in the way we go about things. 
For example, we would have to allow 
some students to live at home rather 
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than insist that they all live in hospital 
dormitories. Those who have tried this 
have found that it does not present as 
many problems as had been feared. 
One distinct advantage of having a 
varied group of students in our edu- 
cational programs is that discussions 
can be much more meaningful. A 
grandmother with 10 grandchildren, 
and men and older women who have 
had experience in other kinds of em- 
ployment lend perspective to any dis- 
cussion of patient care problems, thus 
enriching it. 


ANOTHER problem or deterrent to 
the improvement of nursing care is the 
quality of our pre-service educational 
programs which have tended to em- 
phasize technical functions. For 
example, we tend to give much more 
careful instruction in how to give an 
injection, or how to give an enema 
than in how to teach a patient and 
his family or how to counsel them. 
Both aspects of learning are important; 
they are not mutually exclusive. 
Occasionally, we hear people talk 
about this in a way which seems 
to convey that either a nurse is good 
at giving injections or she is good at 
relating to patients. This is a fallacy. 
These things do not necessarily crowd 
each other out. 
We sometimes rely only on exhor- 
tation to teach certain aspects of the 
curriculum. For instance, we say it is 
a good thing to teach patients and fa- 
milies, or it is a good thing to allow pa- 
tients to talk about their worries. On 
the other hand, we would not dream 
of getting up in front of a group of 
students, during the class on "how 
to give injections," saying, merely, "It 
is important to give injections well." 
No. We show the student how; we are 
present when she gives them; we watch 
her; we help her; we show her by our 
own example. These same techniques 
are important in all aspects of learn- 
ing. It is no more effective to exhort 
her to give an enema skilfully, but not 
show her, than it is to exhort her in 
other areas of nursing and then not 
help her acquire the skill that she 
needs. 
Another problem that seems to me 
very urgent is allowing time in our 
educational programs for students and 
facuIty to prepare, to think, and to 
study. We delude ourselves by thinking 
that we can crowd more and more into 
a day and can stretch that day to be 
twice as long, just by adding more 
class hours and more practice periods. 
There is a limit beyond which this 
becomes a really fruitless endeavor. 
Sometimes students do not have time 
to study or to be ready for class; some- 
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times faculty do not have time to pre- 
pare as well as they should. In these 
ways we waste rather than gain time. 
On paper, it looks as though we gained 
six hours that week; but perhaps in the 
process we have not used time as 
effectively as we should. 
Another problem in our educational 
programs involves the emphasis on 
day-to-day care. We assign the students 
to a group of patients today - be- 
cause certain ones need enemas and we 
are looking for enemas today. Tomor- 
row, we are looking for injections, so 
we pick patients who need them. 
Sometimes the long range needs of 
patients get lost in the process. We 
need to provide students with an op- 
portunity to work with their patients 
over a period of time; to meet and 
work with families and, if possible, to 
make home visits to see the patient 
after he is discharged. In this way, 
students can have an operational view 
of what we mean when we talk about 
such concepts as rehabilitation and 
working with families. There is a vast 
difference between discussing this in 
generalities and a student's going into 
a home, making pertinent observa- 
tions and coming back with specifics, 
which she shares with her class. 
There is also a tendency to empha- 
size submissiveness to routines. There 
is not one of us who teaches in the 
clinical setting who is not concerned 
about this. It is true that submis- 
siveness can help a student to fit into 
the organizational structure more 
smoothly. And, in any situation each 
individual must fit in, and must have 
a certain rapport and ability to work 
smoothly with others. On the other 
hand, if we encourage students to 
follow what has been done, instead 
of encouraging them to think creatively 
and imaginatively about patient care, 
we will, in the long run, hamper the 
quality of nursing care. All of us, as 
potential patients, pay a very high 
price for this kind of education. 
The most fundamental problem of 
all, in the educational programs, invol- 
ves freedom to utilize clinical practice 
periods for student learning. If we 
a!low these periods to be usurped by 
hospital service needs, we are being 
very wasteful of learning opportunities. 
Although at the time it may seem to 
us like a wonderful economy, in the 
long run it is very expensive because 
it is a way of diluting the quality of 
nursing care. This follows inevitably 
when we dilute the quality of educa- 
tion that our students receive. 


ANOTHER deterrent in providing 
quality of nursing care involves in- 
service education. Inservice programs 


are sometimes not utilized as effec- 
tively as they could be. How many 
times have you tried to put out of 
your mind some very pressing nursing 
problem that you have been grappling 
with, to rush to attend an in service 
program that describes a new drug or 
a new piece of equipment? You look 
at it. It is interesting and you need to 
learn about it. But is it not true that 
each of us also needs an opportunity 
to talk about the persistent nursing 
care problems that we are facing in 
the actual situation? We need time 
to sit down with our colleagues and 
discuss, for example, the patient 
with anorexia nervosa, who flushes 
her food down the toilet so that 
nobody will know she is not eating. 
while all the time she gets thinner and 
thinner, and we know she is not eating. 
We should be able to discuss this type 
of nursing problem together, calling 
in resource people - such as the pa- 
tient's physician or the dietitian - 
when necessary. The heart of any in- 
service program should provide fre- 
quent opportunities for nurse practi- 
tioners to discuss the problems which 
they actually are facing in working 
with patients. 


ANOTHER deterrent to improving 
quality of nursing care involves the 
question of confused loyalty. Some 
of us have been taught at great length 
about our responsibilities to an institu- 
tion - sometimes to such an extent 
that our obligations to uphold the rules 
and regulations loomed so large that 
we really did not see the times when 
patients' and families' needs were 
coming second to the routines of the 
organization. 
The problem of "task-centred" as- 
signments has been mentioned briefly. 
With this method, one nurse gives 
medications, another nurse gives treat- 
ments, somebody else gives baths. The 
patient, in these situations, often does 
not know who his nurse is in the same 
sense that he knows who his doctor is. 
He knows that a nurse gave him medi- 
cine. He knows that an aide gave him 
a bath. He knows that a student nurse 
came in and took his temperature. He 
does not, however, know who his 
nurse is. Who is responsible for plan- 
ning his nursing care? Who should he 
talk to when there is a particular 
problem in relation to his nursing care? 
Besides giving the patient little 
sense of security as far as his nursing 
care is concerned, this arrangement 
gives the professional nurse little scope 
for her skill. If she can, with assistance, 
take complete responsibility for the 
care of a group of patients, and can 
plan and participate in giving nursing 
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care to them throughout their hospital 
stay, she has the opportunity to plan 
and evaluate care and a much greater 
opportunity to develop the scope of 
her work and attain a sense of accomp- 
lishment. For example, a nurse may 
become particularly skilfull in work- 
ing with patients who have had cerebral 
vascular accidents and take great pride 
in this. This gives her a greater scope 
than giving injections one day, treat- 
ments the next. 
What I would call the "sacred rou- 
tines" also stand in the way of im- 
proving quality of nursing care because 
they interfere and usurp time, energy 
and talent which could be put to 
greater use. In the recent best-seller, 
Episode, the author describes, some- 
times in very humorous terms, his ex- 
periences when he had a cerebral vas- 
cular accident and later a psychiatric 
illness. He mentions that on the psy- 
chiatric unit, TPR's were taken daily 
at 7:00 A.M. They were, of course, 
taken again, later in the day, at 4.00 
P.M. We may well wonder why, on a 
psychiatric unit, it was so important to 
take TPR's in the morning when none 
of these patients could be expected to 
have an elevation in temperature at 
that time - or, if any patient had 
one, it would be more likely to occur 
in the afternoon. 
This is the type of routine that may 
occur because a psychiatric hospital 
is next door to a neighboring general 
hospital where temperatures are always 
taken at 7:00 A.M. Somehow the rou- 
tine becomes very sacred and we must 
do it and must chart it. At the same 
time, there may be many nursing needs 
that have not been met and of which 
we are aware We feel pressured to get 
certain things done perhaps realizing, 
in the back of our minds, that the 
things we are doing may not be as 
important as some of the things which 
we are not doing. Why chart, for ins- 
tance, "Good night, resting," on all 
the charts and then not have time to 
go around and observe the pertinent 
symptoms and chart those; or why, in 
the morning report, look over the 
kardex and say "good night, slept well" 
and not have time to discuss the prob- 
lems which did arise with certain pa- 
tients ? 
Some of these "sacred routines" 
need to be re-evaluated in terms of 
the priorities of what is most important 
and in what way our time is best spent 
when we know we cannot do every- 
thing. 
Clinical nursing leaders need to be 
more concerned with improving clinical 
skills - their own and those of their 
staff. They need to be more involved 
with helping people learn to work with 
patients more creatively. more skil- 
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fully; putting less emphasis, perhaps, 
on taking medicines from the pharmacy 
around to the floors, or even running 
the pharmacy on week-ends. We need 
to differentiate our functions and to 
be much more clear about the ways in 
which the professional practitioner of 
nursing differs in her care and in hcr 
responsibilities from others who work 
with patients. 


ANOTHER very important way to 
improve the quality of patient care is 
to allow our patients and their families 
to evaluate more fully, more openly, 
the quality of care they receive. People 
who are sick are very much at the 
mercy, physically and emotionally, of 
the staff in the hospital. They do not 
feel as free to say exactly what is on 
their minds as if they were up and 
about and quite independent. In fact, 
one of the big differences between 
nursing care given in a publicly-sup- 
ported institution and in a private insti- 
tution, relates not wholly to numbers 
of staff and amount of equipment, but 
also to the degree of freedom which 
patients feel to say what they think 
about the care they are receiving. 
Sometimes, patients who are in large 
public hospitals seem to feel they can- 
not say what they think, or if they do 
say, someone will reply "well, you are 
a charity patient, anyway, so who 
are you to discuss this?" Perhaps we 
should ask patients to fill out anony- 
mous questionnaires while they are still 
in hospital and allow nurses to know 
what these questionnaires have to say 
in relation to nursing. Sometimes we 
send these questionnaires to the pa- 
tient's home, after discharge; but those 
of us who have been patients realize 
that once we got home we were so 
glad to be out of hospital that we soon 
lost interest in writing an evaluation of 
our care. The thing which loomed large 
two weeks ago has receded into the 
background. We are back at work; we 
are more secure. What we should be 
interested in finding out is how it 
strikes the patient on the day that he 
is in the hospital, when he is more 
involved and more concerned. Some 
of us are very reluctant to let a patient 
say anything negative. We certainly 
influence him by saying "oh, well, we 
are short staffed on nights and the 
patient next to you required a great 
deal of care, and down the hall we had 
an emergency..." rather than letting 
him tell ùs what happened to him. On 
the other hand, we should not jump 
in and criticize our colleagues. We 
should let the patient discuss the prob- 
lem and then do what we can to avoid 
a repetition in the future and give him 
the assurance that we will do this. 


Mistakes in communication are cer- 
tainly serious deterrents to quality pa- 
tient care. Recently, one of the students 
told me that her patient had had a 
hysterectomy. When we examined the 
chart, we discovered the patient had 
not had a hysterectomy, but rather a 
multiple myomectomy. When the stu- 
dent had been assigned to care for this 
patient, the staff nurse had told her 
that the patient had had a hysterec- 
tomy. This was on the admitting 
diagnosis. During the same week, we 
had another patient who was described 
to us as "impending coronary occlu- 
sion." When we looked at his chart, 
we discovered that he had already had 
a coronary ! 
These are obvious breaks in com- 
munication. Nurses are sometimes 
operating in a frame of reference which 
is not in communication with the most 
recent data about the patient. Who 
knows to what extent the nursing care 
plan for these patients in affected? 
B ASIC to many of these problems is 
passivity on the part of some nurses, 
a kind of going along with what is, 
rather than being somewhat outspoken 
about what we think. We are the larg- 
est group of health workers and what 
we do makes a tremendous difference 
in the quality of care that patients 
receive. We can do a great deal by 
developing sound educational programs 
with sound financial backing; by stress- 
ing recruitment measures that will help 
bring a diversified group of people into 
nursing so that the long range nursing 
needs of patients will be more fully met 
by continuity of service. 
We can improve quality of care by 
establishing programs of inservice edu- 
cation that will encourage practitioners 
of nursing to discuss problems of care 
with which they are actually dealing; 
by centring our concern on patient wel- 
fare and recognizing when institutional 
routines are detrimental to that welfare. 
We can do it by keeping lines of com- 
munication open so that each worker 
has all necessary information when she 
approaches the care of the patient. We 
can do it by developing methods of 
assignment that permit professional 
nurses to assume long-term responsibil- 
ity for their patients and by placing 
major emphasis on the development of 
clinical nursing skills by practitioners, 
teachers and supervisors. 
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FAN IT, SISTER! 
Once upon a time there was a matron in 
charge of an old, dilapidated hospital, who 
was rung up by one of her ward sisters. 
She reported that fire had broken out in 
the ward and >asked what she should do. 
The matron, de-sperate for a new building, 
replied, "Fan it, Sister, fan it!" 
This "slanderous and apocryphal story" 
was told to the House of Lords [England] 
last week by Lady Brooke of Ystradfellte 
because she said it mirrors the feeling.; of 
a great many people who are striving to do 
modern hospital work in ancient surround- 
i'ngs. - Ward on Fire? - "Fan it, Sister!" 
NUrs. Mirror 119:464-65. February 1965. 


A NEW TECHNIQUE 
Approximately one in 10 children who 
survive the operation of tracheostomy have 
difficulty with or complications after re- 
moval of the tracheostomy tube (decannula- 
tion). The longer the tracheostomy tube 
remains in place and the younger the pa- 
tient, the greater the incidence of subse- 
quent complications. 
Small children are particularly prone 
to become dependent upon tracheostomy 
for maintenance of a good airway after the 
condition which has made tracheostomy 
necessary has been cured. The cause of 
this dependency on the endotracheal tube 
and the best treatment of it has not yet 
been established. Small chIldren tolerate 
a nasotracheal tube well and it is possible 
that . . . such a tube may be used during 
an interim period before the child resumes 
unassisted breathing through the healed 
trachea. At present such management should 
only be resorted to when the usual methods 
have failed and [then] only under the most 
careful supervision. - Davenport, H T 
CM.A.J., 91:1074-75. Nov. 14, 1964. 


TB AND EMPHYSEMA 
During the past decade or more, there 
has been a considerable increase in mortality 
from emphysema. whereas the mortality 
from tuberculosis has decreased markedly. 
owing to the use of antimicrobial therapy. 
Data obtained from death certificates in 
upstate New York for 1961 show a frequent 
association of tuberculosis and emphysemd. 
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regardless of whether these diseases were 
primary or secondary causes of death. In 
comparison, this association was much less 
frequent prior to the availability of anti- 
microbial drugs. 
Katz and Kunofsky (Amer. Rev. Resp. 
Dis., 89:673, 1964) consider that the asso- 
ciation of these two diseases is due to the 
fact that the drugs reduce the number of 
deaths from tuberculosis and the patients 
live long enough to develop emphysema 
secondary to the extensive destruction of 
lung tissue by the tuberculous disease. It is 
probable that other pulmonary diseases be- 
nefited by chemotherapy may give rise to 
emphysema, but the number of such cases 
is probably small. 
- CM.A.J. 91:47, Sept. 12. 1964. 


RESTLESS LEG, ANYONE? 
According to /t.ledical Digest, several re- 
ferences have recently been made in various 
journals about the "restless leg syndrome" 
- a condition which appears not infre- 
quently in general practice. For example, a 
correspondent in the British Medical Journal 
states: 
Symptoms are apt to develop after sit- 
ting. . especially after a prolonged 
period on an ill-designed seat such as in 
a railway carriage. The discomfort can 
be relieved in such cases by a simple 
procedure. Roll up a raincoat or the 
like into a firm cushion. place it behind 
the lumbar region, then relax with this 
cushion maintaining a lumbar lordosis. 
The fact that this affords relief suggests 
that the symptoms are a referred pain 
from an imperfect back. 
Now we have often suffered from this 
malady. Our "restless leg" acts up fre- 
quently at committee meetings, making us 
wish that we were exercising it on the 
beaches of Waikiki or on the slopes of the 
Laurentians. It occasionally occurs at em- 
barrassing times. for example. in crowded 
dining rooms where it tends to collapse. 
sending us in a heap on the floor. 
Knowing that this has a medical name 
makes us much happier. The nrxt time we 
end up in an undignified heap we'll make 
it known, loud and clear. that our fall is 
not due to overindulgence of any sort. but 


. 
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to that most frightful of maladies. the "R. 
L. Syndrome." 


A PERSON'S ID 
I never saw a person's id 
I hope I never see one. 
But I can tell you if I did 
I'd clamp an ego as a lid 
Upon the id to keep it hid. 
Which is. I gather, what God did 
When he first saw a free one. 
- Perlman, Helen H. Canada's Melltal 
Health, Nov.-Dec. 1964. 


MIXING HOUSEHOLD CLEANING AGENTS 
Housewive-s are in the habit of experi- 
menting with hO:.Jsehold cleaners in the hope 
that a mixture of such agents will clean 
more effectively than the commercial prod- 
uct used alone. They are generally unaware 
that the mixing process may lead to poison- 
ing from the reaction products. The danger 
is greater when such mixture-s are used in 
a poorly ventilated. closed space, and 
accidents arising from their employment 
seem to occur more frequently in winter 
when doors and windows are kept closed. 
Mixtures of sodium hypochlorite and 
ammonia or vinegar are commonly used 
combinations. Large volumes of chlorine 
gas are produced when vinegar is added to 
th:: sodium hypochlorite, while ammonia 
gas is given off if Jmmonia is added. 
Inhalation of chlorine gas causes cough- 
ing, choking. headache. and dizziness. A 
latent period of six to eight hours may be 
followed by pulmonary edema. dyspnea. 
vertigo. cyanosis and hypotension. A con- 
ce-ntration of 1.000 p.p.m. of ammonia gas 
injure-s the cells by dire-ct caustic alkaline 
action. and caus
s painful irritation of all 
mucous membranes. Pulmonary ede-ma and 
pneumonia may arise from inhalation. 
Treatment is supportive. If the practice 
of combining cleaning agents continues to 
grow. the doctor will have to consider the 
possibility that a woman complaining of 
what sounds like gastriti
 may have been 
inhaling one- of her own kitchen cocktails. 
- Faigel. Harris C. Hazards to Heahh: 
Mixtures of Household Cledning Agents. 
New Ell/;. M. Med. 271:618 Sept. 1964. as 
abstracted in MCll. Dig. 10:47. Feb. 1965. 
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The "order" of nursing has changed 
during the past 100 years. Nurses to- 
day owe their professional status to 
those pioneer women who had the 
foresight, determination and courage 
to develop a sound educational pro- 
gram, and to strive for recognition of 
the nursing profession. 
The struggle has not been easy, and 
is still going on. Much time and 
effort is put forth into research to pre- 
pare nurses for this atomic age. The 
pioneer nurses of the last century 
would be proud of the proficient 
woman, with her store of technical 
knowledge and skills, who graduates 
from today's school of nursing. 
Although nursing has changed and 
continues to change in the light of new 
advancements in medical knowledge, 
certain traditions remain constant. One 
of these is the "symbol of nursing," 
the uniform. A symbol can be defined 
as "a stimulus that represents some- 
thing else by reason of relationship, 
association, convention, etc." 1 
Historically, the wearing of uniforms 
by those caring for the sick came from 
the religious orders. The complete 
uniform for nurses was first introduced 
in North America in 1876, in the 
U.S.A., and was soon adopted by hos- 
pitals in Canada. Reasons for its 
coming into being included: economy, 
cleanliness, psychic influence, im- 
proved morale, and loss of self- 
consciousness. The first uniforms 
proved such a success, that soon every- 
one wanted them. 
The cap was first worn on this con- 
tinent in 1875. (Florence Nightingale 
had designed one for her School in 
1860.) Since its purpose was hygienic, 
it was made to cover the hair and was 
not a 'coquettish' ornament. In 1910. 
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caps became more simple in style and 
a particular design soon became sym- 
bolic of each school of nursing. Thus 
the cap, along with the school pin be- 
came the distinctive marks of the pro- 
fessional nurse. 
Over the years, the uniform as a 
symbol has remained constant, al- 
though its style has changed with 
changing fashions. In the past, students 
in most schools of nursing worked 
toward the complete uniform through 
achievement of goals at certain per- 
iods in their education. Today, "the 
old order changeth" and the trend is 
toward eliminating such outward signs 
of achievement. Many schools now 
allow the student to wear her full 
uniform, complete with cap, on the 
day of entrance. 
As professionals, we must never 
stand in the way of progress; and 
certainly we must be able to accept 
changes as they occur. But, on the 
other hand. new ideas do not ne- 
cessarily mean that they are better 
than the old. rt never hurts to question 
our motives and re-examine and evalu- 
ate the change. Has the elimination 
of the capping ceremony been a chan- 
ge for the better? What was its pur- 
pose and value to the nurse? Hume 
Wilkins:! wrote that the cap is a 
symbol of order. cleanliness. depend- 
ability and skill. Of the last two, he 
says they must be learned through ex- 
perience and the daily application of 
what has been learned. Aileen Ross,:I 
in BecominR A Nurse, says, "The 
nurse's cap is the institutional symbol 
of change from the probationer to 
formal acceptance into the training 
school." If these definitions are 
correct, and it is reasonable to assume 
that they are, then to give a girl a cap 


upon entrance to a school, is an in- 
justice to her. It is an injustice because 
she has not had the opportunity to 
learn these attributes. The cap as a 
symbol of nursing also loses its value 
for the graduate. 
Those who have studied psychology 
realize that each individual has cer- 
tain basic needs that must be fulfilled 
if he is to måintain a healthy state. 
One of these is the need for achieve- 
ment. "Achievement is a powerful mo- 
tive. This is the motive to accomplish 
something, to succeed at what one 
undertakes, to avoid failure. A person 
usually cannot aspire to success unless 
he has already had some success along 
the way." 4 According to Dr. Ross, 
"capping" makes the student feel she 
may actually obtain her goal of be- 
coming a nurse. Hospitals that allowed 
their probationers to wear caps when 
they first began training, found that 
their students felt deprived of not 
having a special capping ceremony. 
They had missed the symbol of 
achievement showing they had reached 
a particular point of accomplishment 
and adjustment. 
I asked ten nurses who had gradu- 
ated from ten different hospitals their 
opinion regarding the capping cere- 
mony. They were all very much in 
favor of this ceremony, stating that, 
next to graduation, it was the most 
important highlight during their train- 
ing. They believed that the receiving 
of a cap upon entrance to the school. 
took away the pleasure of being 
awarded it by achievement. The pride 
of walking on the wards the following 
day was an experience they would 
never forget! 
In some schools of nursing there 
(Continued on page 464) 
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In the wake of decisions by nursing 
schools to eliminate the capping cere- 
mony has come a resurgence of emo- 
tions and sentiment about traditions 
and professional heritage. But answers 
to the question, "Should capping cere- 
monies be eliminated?" cannot come 
from ringing prose about time-honored 
customs and values. They need to 
come from present practices and be- 
liefs, since it is these that provide the 
evidence necessary for judging whether 
a tradition is worth retaining. 
At one time, capping was, in a real 
sense, a rite of initiation into nursing, 
giving recognition to an important 
turning point in a student's career. The 
young girl, on first entering a training 
institution. bore the somewhat ignomi- 
nious title of "probationer" and was 
expected to prove her capacity to be- 
come a trained nurse. It was only when 
she had successfuny carried out the re- 
quired patient care activities and de- 
monstrated a standard of conduct 
deemed appropriate for a nurse, that 
she was rewarded by being given a 
cap. It was at this time that the student 
was admitted as a fun-fledged member 
of the school and, in many institutions, 
the transition was formaUy recognized 
through the capping ceremony. As the 
tradition of capping became en- 
trenched, it took on new dimensions. 
Not infrequently, it was coupled with 
a service of dedication to ideals of 
personal sacrifice and devotion to duty. 
Use of such ceremonial accoutre- 
ments and invocations has served to 
foster a number of misleading, if not 
entirely erroneous notions about the 
meaning of capping. Among the most 
prevalent of these is the belief that it 
signifies acceptance into the profession. 
To assume that this is the case is com- 
VOLUME 61. NUMBER 6 


pletely unwarranted. Admission to 
professional ranks rightly comes when 
the period of required education is 
completed and the individual has de- 
monstrated sufficient mastery of the 
body of professional knowledge and 
techniques to enable her to function 
as a beginning practitioner in nursing. 
This means that capping can legitima- 
tely do little more than mark the tran- 
sition from non-nurse to student nurse. 
Is this alone adequate justification 
for continuing the tradition? It might 
wen be, if one could plan an appro- 
priately timed initiation rite that was 
meaningful to the participants in terms 
of helping them become effectively 
assimilated into the life of a nursing 
student. However, this has not 
happened. Instead, capping has be- 
come a highly vestigial ritual. rein- 
forcing values that are inconsistent 
with present concepts of nursing and 
nursing education. 
In the first place, acceptance into 
the school does not come three to six 
months after entry into the school. the 
time when capping ceremonies fre- 
quently take place. Availability of ob- 
jective criteria of selection make it 
possible to rule out many of the un- 
qualified and unsuitable candidates 
prior to entry. Hence, there is no need 
for a probationary period. To continue 
this practice is a costly process from 
the point of view of money and energy 
expenditure, both on the part of the 
student and school personnel. That this 
has been recognized by many schools 
is apparent. Even the choice of words 
to describe the newly entered student 
- preclinical instead of probationer 
- reflects the change in thinking. 
Secondly. the practice associated 
\\ ith capping. that of di<;mi,
ing tho
e 


... 


w 


who, in three to six months, have not 
"proved" to have potential for nurs- 
ing, should be questioned. Is this suf- 
ficient time for the school 10 objec- 
tively assess a student's potential or, 
for that matter, for a student to show 
her true potential? 
Another question pertammg to 
capping is, "Why do many nurses who 
have been exposed to this ceremony. 
feel that it meant even more to them 
than graduation?" It seems to me, that 
this feeling is generated by a school 
that sets capping forth as a very im- 
portant goal for the student to achieve 
and views it as a significant motivating 
factor in the student's learning. Surely 
such a notion of motivation has little 
place in a modem educational institu- 
tion! Pursuit of academic and clinical 
excenence are more commendable 
goals and the sooner nursing rids itself 
of the vestiges of the deeply rooted 
apprenticeship system and its rituals 
of dubious educative value, the more 
quickly will the task of replacing 
questionable goals with more essential 
ones be accomplished. 
A further issue that needs to be 
raised in considering whether capping 
should be continued relates to the em- 
phasis on self-sacrifice and devotion 
to duty. The assumption is, that these 
ideals should serve as a rationale for 
the behavior of the practitioner. In the 
light of the present situation. an ideo- 
logy based on self-sacrifice is un- 
tenable. As the late Dr. Kaspar Nae- 

ele so aptly stated it at the last CN.A. 
Convention. nurses cannot be guided 
by a simple notion of self-sacrifice. 
Self-re<;pect is the necessary condition 
for a genuine concern for the welfare 
f'f another. 
(Contmued on page 464j 
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VIS-A-VIS (Continued from page 462) 
CON - E. MACLEOD 
has been a tendency for the simple 
"capping" ceremony to grow into an 
elaborate social function. This cer- 
tainly was not the original intention. 
It is the occasion that is important, not 
the elaborateness of the occasion. 
Nurse educators who have done 
away with the capping ceremony be- 
cause they want the student to strive 
for excellence in performance, attitudes 
and skills, rather than merely attain- 
ment of a cap, should re-examine their 
belief. WìI1 students attain these 
attributes better and more quickly 
without the ceremony, than with it? 
It seems to me that it is the school 
curriculum, teaching program, super- 
vision and experience, not the sym- 
bols of the profession that develop 
the young girl into a good nurse. 
However, the cap as a symbol is a 
strong motivating force, a stimulus to 
aChieving a goal. If your school pro- 
gram is what it should be, you need 
not fear that a student is merely stri- 
ving for a cap. She has reached one 
goal when she receives her cap and 
then goes on to attain the next. 
Repeated, successful goal attain- 
ments make the whole action pattern 
more and more habitual. The person 
has to pay less and less attention to 
the whole sequence of events. The 
effect of this is. that the person is 
made more ready for other kinds of 
problem solving.!i 
Is it really progress to deny the 
student this symbol of achievement? 
Is it progress to deprive her of the 


pleasure of seeing the proud faces of 
her parents, as she stands before the 
director of nursing to have the coveted 
cap placed on her head? Is it really 
progress to deny her the traditional 
capping ceremony? In my opinion. it 
is not. 
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to appraise a situation accurately and 
act appropriately. 
As long as capping continues to 
focus on these traditional values, it 
will serve to instill, in the highly plas- 
tic beginning student, an ideal that is 
out of keeping with the requisites of 
current nursing education. By virtue 
of emphasizing non-educational values, 
a number of unfortunate consequences 
ensue. The ideal may be accepted as 
being an adequate rationale for be- 
havior. in which case the student, ins- 
tead of being imbued with educative 
attitudes, is being indoctrinated with 
values more properly associated with 
nursing service but of dubious merit in 
themselves. The result is that she is 
unlikely to be able to contribute as 
effectively to the care of patients. What 
is more serious, is that her ability to 
adapt to the changing conditions of 
nursing practice may be seriously 
hampered. If the capacity to think is 
essential to adjusting and adapting to 
new, unexpected and changing de- 
mands, how can this be achieved in a 
program that does not continuously 
emphasize the development of favor- 
able attitudes to life-long learning? 
A student in today's society needs 
to be governed by a philosophy that 
rermits her to accept her role as a 
learner. As long as capping continues 
to signify entry into the profession, to 
serve as an important motivating factor 
for the beginning student, and to per- 
petuate values of self-sacrifice and de- 
votion to duty as the all-encompassing 
rationale for behavior, then the cere- 
mony has little place in schools of 
nursmg. 


The Saskatche'\Nan Air Ambulance 


What a happy prospect - "Saskatchewan 
Air Ambulance" has just phoned and asked 
if I wiII relieve for a week one of their 
nurses. 
Our day starts at 9:00 A.M. at the air 
t
rminal. When a call for assistance is 
mad
 you take off imm
diately. having 
checked with the doctor concerning ne- 
c
ssary equipment. Someone reports a sick 
baby in need of care - so out comes the 
croup
tte. Since it's a long trip, we put an 
extra tank of portable oxygen on board. 
Th
 plan
 always carries two tanks of 
oxygen. Every piece of equipment that 
might be necessary for an emergency can 
b
 found in the nurse's bag - oxygen 
mask, Brook airway, stimulants. sedation. 
The engineer pulIs the plane (which is 
on s!,;is) out of (he hangar with d small 
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PRO - A BAUMGART 
Equally untenable is an ideology 
based on devotion to duty. No longer 
can we expect a nurse to be sustained 
in her career purely by a sense of 
obligation to the patient. Individuals 
do not enter and remain in occupations 
like nursing from completely altruistic 
purposes. We have to be brave enough 
to face the fact that many look to a 
career primarily as a means of gaining 
a livelihood. 
Where there is too zealous an at- 
tachment to work, there is danger that 
needed objectivity in relationships with 
patients may be set aside. Too much 
subjectivity easily clouds one's pers- 
pective and interferes with one's ability 


trdctor, and the pilol and nur
 soon 
board. I hear the engine roaring and th
 
pilot checking with the air tower. In a few 
minut
s, we are airborne. 
Heading north. we fly over miles of 
snow and bush. occasionalIy seeing a deer 
or a moose below. I notice that the pilot 
has taken along th
 air survivdl kit. I 
know that h
 has had considerable flying 
exp
rience so dismiss from my mind the 
thought that we may n
ed the kit. 
We arrive at our destindtion and find 
a station wagon waiting to take us to the 
outpost hospital. Although it is mild. the 
air is brisk, so I am glad of the warm 
parka. ski pdnt
 and snow boots. The 
young patient is transferred to th
 car on 
our arrival at th
 hospital and we return 
to th
 plane. Thc ho
pit,tI h.IS given me a 


brief history of the baby's ilIness along 
with the transfer consent slip and the lett
r 
to the doctor. 
We settle the patient on th
 stretcher in 
his croup
tt
 and 
oon ar
 airborne. His 
color is fair and his respirations seem 
normal. I read the information provided by 
the hospital. then complete my own ac- 
count of his trdnsfer. care. etc. 
Soon I hear the pilot calIing "Saskatoon 
10wer" ,md realize we will b
 in Saskatoon 
in a f
w minutes. Th
 city looms up ahead 
of us and th
 pilot prepares to land. I 
notice the rodd ,Imbul,mce wailing for lI
. 
Th
 child is transferred to it and is soon 
en his way to the city hospital. 
What a very worthwhile and life saving 
project is the air ambulance! - VIOLA L 
I\fORRISON. R.N.. PRINO ALHLRT. S
SK-. 
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A Look at Private Nursing 


What does the luture hold lor the private duty nurse? Will her role become non-existent? 


In sixteen centres in Ontario, nurs- 
ing registries have been established 
to meet community needs for nursing 
care. These are non-profit organiza- 
tions, approved by the Registered 
Nurses' Association of Ontario. Mem- 
bership is comprised of registered 
nurses and registered nursing assistants 
whose credentials have been carefully 
reviewed before being accepted. The 
number of members varies with the 
size of the community in which the 
registry is located, ranging from five 
in a small centre to approximately 800 
in the largest city. In the larger cities 
the registry is maintained, for the most 
part, by the membership fees. Where 
there is a small membership. the income 
must be augmented by other services 
provided to the community. such as: 
answering services for doctors, for the 
Victorian Order of Nurses, and for 
Red Cross Loan Cupboards. Some 
registries provide information to the 
public regarding the location and time 
of blood donor dinics; others handle 
emergency ca1ls for dentists and ambu- 
lances. 
In one centre, all ambulance calls 
are directed to the nursing registry. 
In some localities. the registry receives 
a grant from the local council because 
of its service to the community. By 
these means the registry can function 
as a community service whose primary 
object is to provide a high standard 
of nursing care to patients in hospitals 
and homes. 
The conduct and affairs of each 
non-profit. wmmunity nursing regis- 
try are governed by a board of 
directors composed of: I. members 
of the registry who are elected for a 
specific term at the annual meeting; 
and 2. representatives of cooperating 
agencies and/or individual citizens a<; 
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may be deemed advisable. Each actiw 
member of the organization has a vote 
and a voice in policies and regulations. 
This constitutes the difference between 
commercial registries, which are profit- 
making concerns found in the larger 
centres, and the community nursing 
registries. 
All applicants for membership must 
be currently registered in the Province 
of Ontario. Applicants who have not 
been engaged in bedside nursing within 
a period of three years are required 
to take an organized refresher course 
that includes practical experience in 
a general hospital as well as a variety 
of lectures. Each applicant has a 
personal interview with the director 
of the registry and at this time is 
given a copy of the by-laws. regula- 
tions and policies. In some registries 
the member has a choice of periods of 
duty and may confine her nursing to 
one or more hospitals. Some of the 
larger registries have quite attractive 
personnel policies, such as registered 
retirement plans, and pay-direct medi- 
cal and surgical insurance. One has 
a sick benefit fund, made possible by 
a substantial bequest from a grateful 
and philanthropic patient whose will 
stipulated that the monies be used to 
assist members of this registry in times 
of ;lIness. 
In three centres, the fee charged 
the public by registry members is 
$20.00 per eight-hour period. In other 
centres, the fee ranges from $16.00 
to $18.00. Each member is responsible 
for collecting her own accounts. When 
she encounters difficultics, the registry 
can and will advise what action to take. 
If she is a member of the RNAO. she 
can se;;k assistance from their legal 
adviser who will give advice, but who 
cannot act for her. A lawyer's letter. 
sent by registered mail. is effective in 
many instances. The percentage of 
unpaid accounts j<; rdatively 
ma'l. 


when taking into consideration the 
number of nurses engaged in private 
nursing throughout the province. 
As each private duty nurse is an 
independent contractor, she is respon- 
sible for filing her her own income tax 
return quarterly. Because she is self- 
employed, she can claim more deduc- 
tions than the nurse on general staff 
duty. The following list of such deduc- 
tions is given to her on admission to 
the registry: 
1. Provincial registratiDn fee; 
2. registered nurses' assDciatiDn fee; 
J. registry fee; 
4. CDst of hypodermic needles, rubber 
glDves and similar supplies that are neces- 
sary fDr patient care; 
5. CDst Df text bDDks; 
6. expenses fDr laundering Df unifDrms: 
7. traveling expenses by street car, autD- 
mDbile. bus OT train; nurses whO' drive their 
Dwn cars to' wDrk are able to' make similar 
deductiDns; 
8. up to' 100 per cent of the cost Df 
unifDrms, including shDes. (The bills fO'r 
these must be attached to' the tax return.) 
9. ReasDnable amDunts fDr expenses in- 
curred in attending Dne nursing cDnventiDn 
a year. The nurse must be in a positiDn to 
substantiate her claim fDr cDnventiDn ex- 
penses and keep an accurate reçDrd, sup- 
pDrted by hotel bills and Dther vDuchers. 
She must state in her claim the number 
Df days she was present at the cO'nventiDn 
and submit a certificate Df attendance issued 
by the assDciatiDn sponsDring the CDnven- 
tiDn. 
A number of nurses who are en. 
rolled in postgraduate courses at vari- 
ous universities. elect to do private 
duty nursing on a part-time basis to 
broaden their academic and profes- 
sional experience and to help defray 
their expenses. The variety of situa- 
tions and clinical experiences forms an 
adjunct to their field of study. In one 
registry the fee for membership is re- 
duced for regi<;tcred nurses enrolled in 
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dny institution for further education. 
This covers a period of 12 months, 
September 1st to August 31st inclu- 
sive. A letter from the institution veri- 
fying enrollment must accompany each 
application. 
Many registered nurses elect to do 
private duty because they believe there 
is better opportunity to use their 
knowledge and professional skills in 
a more favorable situation, Le., a more 
personal nurse"1'atient relationship. 
Some find general staff nursing too 
fatiguing and thus turn to private duty. 
A number of married nurses with small 
children prefer this field of nursing 
because their working hours can be 
tailored to the needs of their families. 
Private nursing also appeals to the 
married nurse who has no children or 
whose children are older. This person 
does not want full-time employment 
but wishes to supplement her income 


and to keep abreast of the changing 
trends in nursing. In some registries, 
the total membership is made up of 
married nurses; in others the percent- 
age ranges from 40 to 75. 
Realizing the need for continuing 
education, each registry plans an an- 
nual educational program. This con- 
sists of lectures in new trends in me- 
dical and surgical procedures with em- 
phasis on total patient care, equipment 
demonstrations and first-aid courses. 
Those doing private duty today must 
have the ability and knowledge to 
function more than adequately in any 
area of nursing. This can only be ac- 
complished by the nurse herself 
through regular and continuing educa- 
tion. The nurse who keeps up-to-date 
with the changing trends in patient 
care through educational programs, in- 
service lectures, and nursing journals, 
is the nurse who is in demand and who 


will continue to be in demand 
The need for private nurses will 
exist as long as there are patients. Since 
the advent of specialized units, such 
as recovery rooms, intensive care, res- 
piratory, cardiovascular and kidney 
units, the requests for private nurses 
have necessarily dr()J)ped, 
}(cept for 
those who can function in these areas 
when there is need to supplement hos- 
pital staff. Those nurses who are un- 
able to cope with these more compli- 
cated situations now find the demand 
for their services has diminished and, 
in the foreseeable future may become 
non-existent. 
Because she is self-employed the 
private nurse is selling her "wares" in 
a highly competitive market. Since it 
is her livelihood, it is up to her to 
make sure her "wares" are of the high- 
est quality. Her role in the future is in 
her own hands. 


RerYIotivation and Psychotic Children 


Remotivation is a camparatively new 
ward in mental hospitals. The technique 
was develaped by Darothy Hoskins Smith, 
a school teacher whO' became interested in 
a group af very withdrawn patients and 
saught a way to' reach them. In 1956, she 
introduced her technique in the Philadel- 
phia State Hospital, beginning with 12 af 
the most regressed women. Mrs. Smith 
beli'eved that all anyane needed in arder 
to' oanduct her program was a cancern far 
athers and a shart training periad. 
Her technique is a simple process by 
which those peaple whO' are mast available 
to' the patients are trained to' reach out and 
help, rather than offer only custadial care. 
Remativatian may be defined, in professian- 
al language. a'S group interactian brought 
about through a framewark af structural 
activity geared to' reach patknts in a con- 
structive way. 
With the advent of tranquilizers, it was 
passible to' discard many af the aid time- 
consuming methads of daing things; psy- 
chiatric aides had mare time to' give more 
persanal atfention to' their patients. Many 
patients, previaùsly cansidered vialent ar 
unapproachable. became amenable to' such 
help. One very real problem remained. The 
[persannel] naw made available were un- 
trained. 
It is ane thing to' tell psychiatric aides 
to' gO' out an the wards and talk with 
patients ar urge them intO' participatian 
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af same kind. It is quite anather thing 
far thase whO' have had nO' experience in 
practicing the 'art af cammunicatian, and 
whO' may be introverted and lacking in self- 
confidence, to' fallaw such an arder. They 
are seldam unwilling. They are just unable. 
On the ather hand. professianal help. 
even in expensive private hospitals, is 
limited. Because services can be stretched 
anly sa far, psychiatrists and psychalagists 
aften take 'as patients anly those whO' affer 
same hape af reward, same chance af re- 
cavery. Psychi.atric nurses are few and, far 
the most part, are engaged in supervision. 
This leaves the majarity af severely disturb- 
ed patients in the direct care af psychiatric 
aides. It was at this vast, untapped group 
that Mrs. Smith aimed her program. 
The technique af remativatian has five 
steps. The first is called the "Climate af 
Acoeptance" and is intended to' set the 
patient at ease. The secand, a "Bridge to' 
Reality," invalves the reading af a simple 
poem with good rhythm and easy warding, 
ar the singing af a similar type af sang. In 
the third step, "Sharing the Warld in Which 
We Live," the patient is led intO' discus- 
sing the tapic chosen far the sessian through 
"baunce questians" which 'are intended to' 
start him thinking. The faurth step, "Ap- 
preciation af the Wark af the Warld" is 
aimed at leading the patient intO' becaming 
a participating member af the group. and 
the last step. "Climate af Appreciatian," is 


ane in which the leader expresses her 
gratitude to' the patients far jaining her and 
lays plans far anather get-tagether later an. 
The program was canceived as a way af 
urging adult patients to' renew cammunica- 
tian with the warld araund them. Far 
children suffering from emational illnesses, 
the situatian is quite different. Adult pa- 
tients may be led back to' their previaus 
experiences. but autistic and symbiatic 
children gat last in the very beginning. 
Theirs has to' be 'a new learning situatian, 
not a renewal af cammunicatian. 
We decided to' try Mrs. Smith's tech- 
nique in the children's unit [at Eastern 
State Haspital. Williamsburg. Va.] and 
faund that it wauld fit equally well intO' 
aur framewark af activity. With thaught 
and careful planning, we faund it cauld be 
instrumental in avercaming daubts and 
fears and eventually bring same af aur least 
articulate yaungsters to' the theshald af 
cammunication . 
[The technique used] is pure, grass roats 
therapy. It daesn't require a trained psy- 
chiatrist ar psychalagist because there are 
no psychiatric principles ar thearies involv- 
ed. Remotivatian is the c1asest approximat- 
ian our sick children find in an institutianal 
setting to' the quiet, laving guidance. the 
gentle leading hands af a gaad mather and 
father. - Peet, Daris Stephensan. Children 
Rebarn. American Journal of Nursillg, 64: 
102-106. February. 1964. 
THE CANADIAN NURSE 



Erythroblastosis 


As most nurses undoubtedly know, 
erythroblastosis fetalis is a disease of 
isoimmunization. A woman. due to ex- 
posure to a red blood cell antigen that 
she does not possess, either by an in- 
compatible blood transfusion, which 
should rarely happen if blood for 
transfusion is properly matched, or 
through leakage of fetal red cells 
across the placenta when pregnant, 
develops an antibody to the antigen. 
During a subsequent pregnancy this 
antibody traverses the placenta, and, 
if the fetus has the offending red cell 
antigen, the antibody sticks to the fetal 
red cells causing agglutination and he- 
molysis. This sets in motion the whole 
pathologic train of events that we call 
erythroblastosis fetalis. 
Usually this unhappy situation arises 
when the woman is Rh negative, her 
husband Rh positive, and the fetus Rh 
positive. However, the same situation 
may arise in other blood group systems 
such as ABO where the mother is 0 
and the baby A or B, and also in the 
Kell and Duffy blood groups. Indeed, 
occasionally an Rh positive mother 
may produce an antibody to Rh ne- 
gative factor "c" present in the blood 
of her husband and fetus. Whatever 
the offending blood group antigen, the 
same general principle prevails: the 
mother lacking the red cell antigen 
produces an antibody to it which gets 
into the fetal circulation producing 
destruction of the red cells of the fetus. 
As we would expect, degree of 
blood destruction and, therefore, de- 
gree of disease varies from extremely 
mild to so severe that fetal death oc- 
curs long before the mother's expected 
date of delivery. 


Dr. Bowman is Clinical Director. Rh 
Laboratory, Manitoba Clinic, Winnipeg. 
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Recent advances in treatment. 


J. M. BOWMAN, M.D. 


It must be pointed out that the dev- 
elopment of such antibodies and the 
production of erythroblastosis is not 
a very common occurrence. In the 
general population of Manitoba, only 
one pregnancy in 100 to 120 is as- 
sociated with antibodies and risk of 
erythroblastosis. Many Rh negative 
women think that they are certain to 
have trouble with erythroblastosis. In 
actual fact only one Rh negative wo- 
man in 15 does develop an Rh anti- 
body although the risk of development 
of anti-Rh antibodies rises with each 
subsequent Rh positive pregnancy. 
Before 1946 there was no specific 
treatment for erythroblastosis. Slightly 
more than half of those affected either 
showed no signs of disease or, after 
varying periods of varying degrees of 
jaundice, recovered completely. The 
other half were not so fortunate. Some 
were born without significant anemia 
and appeared healthy at birth only to 
develop jaundice within the first day. 
This became progressively more se- 
vere, terminating in stiffness, lethargy, 
convulsions, apnea, and death on the 
third to th
 sixth day of life. Postmor- 
tem examination of these babies re- 
vedled yellow staining of certain areas 
of the brain, particularly the basal gan- 
glia. This yellow staining was called 
kernicterus, and the babies who dev- 
eloped the staining were said to have 
died of kernicterus. Others, deeply 
jaundiced, developed the same symp- 
toms but survived, only to show in 
later life, devastating neurological se- 
quelae such as mental retardation, 
deafness, athetosis and spasticity. These 
survivors were considered to have ker- 
nicterus also, but to a lesser degree. 
Recent studies have shown that ker- 
nicterus is directly related to degree of 
jaundice in the newborn with erythro- 


Fetalis 


blastosis. The indirect bilimbin that 
produces the jaundice is a cellular 
poison interfering with oxidation pro- 
cesses and is undoubtedly the cause of 
the brain damage. 
Other erythroblastotic babies at 
birth show more evidence of blood 
destruction with severe anerr,ia. 'P""cy 
die of anemia and heart failure befc'- 
jaundice becomes severe enough to pro- 
duce kernicterus. Some of these severe- 
ly affected babies are born with severe 
generalized edema and ascites. They 
rarely breathe spontaneously and 
usually die within a few minutes. Be- 
cause of their extreme edema, they are 
called "hydrops fetc.lis." (Figure 1.) 
The most extremely affected babies 
are so severely affected that they die 
in utero at various periods before ma- 
turity, sometimes as early as the 20th 
to the 24th week of gestation. 
Following elucidation of the cause of 
erythroblastosis, with the discovery of 
the Rh blood group system by Levine 
and Wiener in 1939, attempts were 
made to treat erythroblastosis by cor- 
recting anemia with simple transfu- 
sions of Rh negative blood. Since these 
simple transfusions did not correct the 
hyperbilirubinemia and frequently pre- 
cipitated heart failure in the very ane- 
mic infants by further increasing their 
already expanded blood volume, sim- 
ple transfusions of Rh negative blood 
influenced the mortality very little. It 
remained around 45 to 50 per cent. 
Exchange Transfusions 
Modern management of erythroblas- 
tosis fetalis dates from 1945 with the 
institution of exchange transfusions. 
By removing affected Rh positive red 
cells and replacing them with Rh ne- 
gative red cells unaffected by the Rh 
antibody, exchange transfusion stops 
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Fig. 1. Infant stillborn due to erythro- 
blastosis. An example of hydrops fetalis. . 
red cell destruction and bilirubin pro- 
duction and also removes toxic bili- 
rubin. With the institution of exchange 
transfusions, mortality from erythro- 
blastosis fetalis was reduced dramati- 
cally from 45-50 per cent to 20-25 per 
cent. In subsequent years most ma- 
ture erythroblastotic infants born with- 
out hydrops fetalis were salvaged. 
However, exchange transfusion can- 
not help the hydropic baby shown in 
Figure 1. Can anything be done to 
salvage those babies doomed to develop 
hydrops fetalis or to die in utero 
before the mother's expected date of 
delivery? They amount to some 20-25 
per cent of all affected babies in Rh 
isoimmunized pregnancies. 
Efforts to improve the management 
of erythroblastosis in the past ten years 
have been directed toward the salvage 
of these babies. Since about 60 per 
cent of stillbirths from erythroblastosis 
occur after 32 weeks' gestation, a logi- 
cal procedure would be to induce labor 
early and deliver a live premature baby 
who could then be treated for his ery- 
throblastosis. 
This attractive suggestion was InI- 
tially thought to be too hazardous. In 
1952 two Englishmen, Mollison and 
Walker, proved conclusively that ex- 
change transfusion was very beneficial 
in salvaging babies who would other- 
wic;e die of erythroblastosis fetalis. In 
the same paper, they also appeared to 
prove that premature delivery increas- 
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ed the mortality from erythroblasto- 
sis. This paper, published 13 years 
ag
, is still influencing many people in 
their management of erythroblastosis. 
The method of management used by 
Mollison and Walker in 1952 was a 
single exchange transfusion. 
The two children shown in Figure 2 
are examples of why we should be 
skeptical of what we read in the medi- 
cal literature. Mrs. W., the mother of 
these children, is Rh negative. Follow- 
ing the birth of a normal baby in 1946, 
she developed Rh antibodies and had 
stillbirths from Rh dise
se in 1948 
1950 and 1951, the last one at 32 
weeks' gestation, eight weeks before 
her expected date of delivery. The 
little girl was delivered in 1954 at 32 
week's gestation, following induction. 
She weighed t h r e e pounds eleven 
ounces, had a cord hemoglobin of 6.7 
grams per cent (35 per cent of nor- 
mal) and received four exchange 
transfusions. The little boy was deli- 
vered in 1956, again at 32 weeks' ges- 
tation. He weighed four pounds fifteen 
ounces, had a cord hemoglobin of 6.9 
grams per cent and required three ex- 
change transfusions. Both children are 
alive and well. Both owe their lives to 
very early delivery and multiple ex- 
change transfusions. Multiple exchan- 
ges are the key to the salvage of the 
infant with severe erythroblastosis who 
is induced and delivered prematurely. 
In the II-year period from 1954 to 
1964 in Winnipeg, 119 infants with 
erythroblastosis fetalis who would 
otherwise have been stillborn were 
salvaged by early delivery and multiple 
transfusions. 
The chief difficulty with early deliv- 
ery is the continual fear that one will 
deliver prematurely a baby who is less 
severely affected than expected, or a 
baby who is Rh negative and dies of 
the complications of prematurity. Un- 
til 1961 the only aids available in ar- 
riving at an estimate of the degree of 
disease in the fetus before committing 
the mother to delivery were history of 
severity of disease in previous babies 
and the level of antibodies in her blood. 
Unfortunately, these two factors allow- 
ed only 60 per cent accuracy of pro- 
gnosis and while we were saving 119 
babies by early induction, we lost 6 
babies who would certainly have lived 
to term (2 were Rh negative) and an- 
other 8 who would have survived in 
utero for a further few weeks but pos- 
sibly not until term. All 14 died, not 
from erythroblastosis but from the 
complications of prematurity. 


Amniocentesis 
In 1961, following the work of Li- 
ley, spectrophotometric examination of 
amniotic fluid, removed from the Rh 
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Fig. 2. The W. children. Both are alive 
today because they were delivered early and 
had multiple exchange transfusions. 
isoimmunized pregnant woman, was 
instituted in Winnipeg. An example of 
such a spectrophotometric examination 
is given in Figure 3. The degree of 
rise in optical density at 450 mu meas- 
ured as shown in Figure 3 (0.256) is 
a most accurate index of degree of 
disease in the fetus. In the example 
shown, 0.256 is what is called a Zone 
3 figure and indicates very severe dis- 
ease, indeed, impending fetal death. 
The mother in the example had had no 
previous erythroblastotic babies. On 
the basis of the amniotic fluid, the 
baby was induced and delivered six 
weeks before her expected delivery 
date. The cord hemoglobin was 5 
grams per cent (30 per cent of nor- 
mal). The baby survived following 
four exchange transfusions. It would 
surely have died if it had been left in 
utero a week or two longer. 
Amniotic fluid examinations have 
been carried out 450 times in nearly 
300 Rh isoimmunized pregnant women 
in Manitoba. Using such examinations 
we are at least 95 per cent accurate 
in predicting the degree of severity of 
erythroblastosis in the fetus prior to 
any interference. Provided the fetus is 
not more than 8 weeks premature, we 
know that early delivery offers at least 
an 80 to 85 per cent chance of sur- 
vival of these babies if they are not 
hydropic. 
However, what about the baby so 
severely affected that he is either hy- 
dropic or stillborn more than 8 weeks 
before the mother's expected date of 
delivery? In Manitoba, 8 per cent of 
Rh positive fetuses of Rh negative 
isoimmunized mothers are affected to 
this degree of severity. Simple early 
delivery can hold no hope for them. 
Can anything be done for these most 
severely affected of all erythroblastotic 
babies? Until November 1963 it ap- 
peared that 8 per cent was the irre- 
ducible mortality from erythroblastosis 
in Manitoba. 


Intraperitoneal Transfusion 
In November 1963, a report came 
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Fig. J. Spectrophotometric optical density curve of ammiotic 
fluid removed from .an Rh isoimmunized Rh negative woman at 
34 weeks' gestation. High rise at 450 mu wave length (0.256) 
indicates severe disease, impending fetlal death. 


Fig. 4. Mrs. T. Two previous stillbirths. Amniotic fluid 
spectrophotometric examination at twenty-four weeks' gestation 
indicating severe erythroblastosis and imp::nding death of the fetus. 


from New Zealand of before-birth in- 
traperitoneal transfusion of a severely 
affected erythroblastotic fetus, with ul- 
timate survival. Very shortly after, an 
opportunity arose to try this new tech- 
nique in Winnipeg. Mrs. T., a register- 
ed nurse, is Rh negative; her husband 
is Rh positive. Following an initial 
normal delivery, she developed Rh an- 
tibodies. A 32-week stillbirth occurred 
in 1961 followed by a 26-week still- 
birth from erythroblastosis in 1962. 
With such a history of very early fetal 
death from erythroblastosis, one could 
be quite certain that future pregnan- 
cies would end in fetal death be- 
fore early delivery could hold out any 
hope for survival. When Mrs. T. be- 
came pregnant in the autumn of 1963, 
she appeared to be a logical candidate 
for intraperitoneal fetal transfusion. 


.. 


Fig. 5. X-ray of erythroblastotic fetus 
with dye concentrated in fetal bowel serving 
as target for proper placement of needle 
and catheter in fetal peritoneal cavity. 
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Although it has been known for 40 
years that red cells are absorbed intact 
from the peritoneal cavity of the in- 
fant, child and adult, this knowledge 
was not transferred to the fetus and to 
the management of otherwise fatal ery- 
throblastosis until Dr. Liley of New 
Zealand did so. 


Fig. 6. Following placement" of catheter 
in fetal peritoneal cavity and injection of 
dye, concave crescents of dye can be seen 
under diaphragm and around loops of 
bowel, confirming that the catheter is in the 
fetal perit"oneal cavity. 
Amniotic fluid examination (Figure 
4) confirmed that Mrs. T.'s fetus was 
severely affected and would die before 
simple early delivery could save her 
baby. At two week intervals on four 
occasions from 26 to 32 weeks gesta- 
tion, Mrs. T.'s obstetrician, Dr. R. 
Friesen, and the Rh Laboratory of 
Winnipeg, carried out an intraperit- 
oneal blood tran<;fusion of Mrs. T.'s 


baby using Dr. Liley's technique. 
Dr. Friesen inserted a 17 cm. Tuohy 
needle through the mother's abdominal 
wall, across her peritoneal cavity, 
through the uterine wall, across the 
amniotic cavity 'into the fetal peritoneal 
cavity. He was guided in his effort by 
a marker on the abdominal wall of the 
mother and radio-opaque dye concen- 
trated in the bowel of the fetus, which 
had been originally injected into the 
amniotic fluid and swallowed by the 
fetus. (Figure 5.) L 



 


Fig. . Baby T. at 10 days of age. A 
beautiful. healthy baby. Needle puncture 
scars on left thoracic wall not well seen. 


Once the needle was thought to be 
in the fetal peritoneal cavity an epidu- 
ral catheter was threaded through the 
needle and (hopefully) into the fetal 
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peritoneal cavity. The needle was then 
withdrawn. Injection of radio-opaque 
dye through the catheter (Figure 6) re- 
vealcd concave crescents of dye under 
the diaphragm and around loops of 
bowel, confirming proper placement 
of the catheter. At 26, 28, 30, 32 
weeks' gestation, 55, 80, 110 and 130 
m!. of packed 0 negative red cells were 
injected into the fetal peritoneal ca- 
vity. The baby was induced and deli- 
vered at 34 weeks, 2 days' gestation 
(Figure 7). What a fine boy! He had 
a cord hemoglobin of 10.6 grams per 
cent (60 per cent of normal), 90 per 
cent of which were Rh negative donor 
cells. He required three exchange trans- 
fusions. At the time of writing, he is 
one year old and is a beautiful healthy 


boy. He would undoubtedly have died 
if he had not received the intraperit- 
oneal fetal blood transfusions. Since 
this initial success, Dr. Friesen and 
the Rh Laboratory have carried out 
the intraperitoneal transfusion proce- 
dure a total of 52 times on 26 pa- 
tients. Nine other babies (ten in- 
cluding Baby T.) are alive and well. 
They owe their lives to this procedure. 
Of the sixteen who died following in- 
traperitoneal transfusion, the majority 
were too severely affected to have 
benefited from the procedure. 
Summary 
One can see the pattern of manage- 
ment of erythroblastosis as it has 
evolved over the past 20 years. Before 


1945 there was no satisfactory treat- 
ment. The mortality rate was 45 to 
50 per cent. After 1945, with exchange 
transfusion management but without 
early delivery, the mortality was re- 
duced to 20 to 25 per cent. 
Since 1954, with institution of early 
delivery, particularly since degree of 
disease can be monitored so accurately 
with amniotic fluid examination, the 
mortality rate theoretically should be 
as low as 8 per cent (in reality it is 12 
per cent). Now, since 1964, there is 
hope for these 8 per cent who die too 
early to benefit from early induction. 


I acknowledge the assistance of Mrs. Ar- 
thur Lange, R.N., in the preparation of 
Ihis pap
r for the Journal. 


Things Have Changed! 


One evening recently, I found myself 

eated in a lecture room along with 59 
other old-time graduate nurses. We were 
taking a refresher course in nursing and 
most of us were there because of a common 
hunger - a hunger for hospital talk, a 
hunger to be among our professional col- 
leagues and to be part of the world of 
medicine again. Some of us had been in- 
active in nursing for 5 to 25 years. Others, 
like myself, had been engaged in nursing 
away from the hospital setting. Only those 
who have been inactive or away from ins- 
titutional nursing can appreciate the feeling 
of nostalgia that comes over us at the mere 
mention of the word "hospital." We devour 
medical novels and occasionally even 
sneak a glance at those dedicated doctors, 
Casey and Kildare, not to mention those 
glamorous and long suffering girls, the 
NurJes [now The Doctors/Nurses] on T.V. 
The refresher course lasted four weeks - 
and very hectic weeks they were too. Lec- 
tures two nights a week, plus taking care 
of a family, a part-time job in a doctor's 
office and a few P.T.A. meetings thrown in 
for good measUre add up to a rather heavy 
schedule. However, now that it is over, I 
can truthfuIly say that I would not have 
missed it for the world! The lectures were 
all stimulating and practical. There were 
lively quc;stion and answer periods and, if 
the lecturers sometimes became impatient 
with us, they certainly didn't show it. 
The sessions were held at the Montreal 
Neurological Hospital. One day we were 
rrivileg<:d to be taken on a tour of the 
building and found it to be a fascinating 
place. Much of the work is experimental in 
nature and there is a certain atmosphere 'Of 
excitement and accomplishment present. 
One of our lectures was held at the 
Montreal Rehabilitation Institute. We were 
all fiIled with awe at this superbly modern 
building. The strides that have been made 
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in rehabilitation are fantastic. AIl kinds of 
therapy are provided from physiotherapy to 
psychotherapy and almost any patient can 
learn to fend for himself. 
Many of our lectures at various hospitals 
were given by directors of nursing who were 
most charming. I was amazed at how much 
more humall directors of nursing have be- 
come. In my day, they were almost in- 
accessible; but now they seem to treat their 
staff as equals, instead of "worms who 
shivered in their exalted presence." 
Quite a few things seem to have changed 
since my time. Then, the head nurse was 
the boss 'Of the ward and woe betide any- 
body who didn't jump to her command! 
Nowadays, there seem to be several "sub- 
bosses" who act as leaders of "teams." An 
auxiliary staff work closely with the nursing 
staff and carry out many tasks formerly 
belonging to the latter. In our day, student 
nurses were the auxiliary staff; but. of 
course, everyone knows that the lot of the 
student nurse has improved considerably. 
When I was a student. I can remember an 
elderly nurse saying to me, "Vou girls sure 
have it soft to-day." At that time, we were 
working a twelve-hour shift. six days a 
week. I wonder what she would say today? 
One lecturer told us that nursing used 
to be 90 per cent bedside care and 10 per 
cent other activities, but that this ratio is 
now reversed. At first, this is unbelievable 
and one wonders what the nurses do with 
their time. Then one finds out how much 
time is spent in Communicatillg. These 
days, everybody has to communicate - pa- 
tients, nurses, doctors, not to mention nur- 
se's aides, orderlies and clean-up squads. I 
gather that the nurses are busy not only 
communicating but helping everybody else 
to communicate. Then, of course, there 
are coffee breaks and everybody communi- 
cates all over again. 
Another great change is in the amount of 


disposable equipment the hospitals use. 
PracticaIly everything is disposable 
gloves, needles, 'Syringes, tubing and cathe- 
ters. There is even enema equipment that 
comes all ready fiIled with fluid and is 
used once and thrown away. However, I 
regret to report that there are as yet no 
disposable bed-pans. I guess that would be 
asking for too much! 
Seriously though, from what I have ob- 
served, I think that in many ways, nursing 
is a harder task today than it was 20 years 
ago. Then. it was mostly a mad rush against 
the clock. and patients were lucky if they 
received a bare minimum of nursing care. 
In fact, sometimes we were so caught up in 
getting through our routine duties that the 
patients became secondary. Beds had to look 
just right .and be lined up just so; whether 
or not their occupants were comfortable 
was of less importance. The patients were 
known as "the hysterectomy in 820" or 
"the cholecystectomy in 714." Now, I am 
told, the patients have to be understood. 
catered to and referred to by name. 
These days, a good nurse has to be a 
psychologist, a substitute mother and a 
supervisor all roIled into one. She has to 
learn to operate countless complicated gad- 
gets and to know the names of all the new 
drugs on the market. including "which is 
for what disease." It seems an impossible 
task and I am lost in admiration of the 
present-day hospital nurse. 
This course was held primarily to be of 
benefit to the nurse who intends to re- 
turn to hospital duty after a long period of 
absence. Many have already done so and 
I hope to join them as soon as my children 
are old enough to do without me for eight 
hours at a stretch. Of course, by then I'I1 
probably have to take another refresher 
course. However. if it is as interesting and 
enjoyable as this one was, I shaIl not mind 
in the leas\. - MILDRED FTCOVITCH, R.N. 
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Should a nurse, in the absence 01 a physician, initiate closed cardiac massage? 


/I she does, could she be held legally responsible in the event 01 
injury or death 01 the patient? 


It may seem ridiculous to ask these 
questions, in view of the fact that 
many lay people in various occupa- 
tions in industry, the armed for
es, 
etc., have been taught how to initiate 
cardiac resuscitation in an emergency. 
Yet, reports have shown that the pro- 
cedure is not a simple one, and can, 
itself, cause serious complications. 
In an article published in the New 
England Journal of Medicine and 
quoted by the American Journal of 
Nursing, one teaching hospital report- 
ed that 32 out of 46 autopsies, per- 
formed in cases where cardiac massage 
had been used by the medical staff, 
revealed complications as a direct re- 
sult of the procedure. These included 
rib fractures, hemothorax, and liver 
injuries. 1 
In a statement regarding closed- 
chest cardiac resuscitation prepared by 
the American Nurses' Association 
Committee on I. ursing Practice, it was 
recommended : 1. that the nurse 
should be prepared to assist, not to 
initiate the procedure and, 2. that the 
procedure requires a medical diagno- 
. .. 
Sts. . 
The Committee went on to say that 
this belief is substantiated by the ac- 
cepted ANA Definition of Nursing 
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Practice which excludes diagnosis of 
this nature from the practice of nurs- 
ing. The statement points out that a 
nurse, because of her "substantial spe- 
cialized judgment and skill. .. based 
on knowledge and application of the 
principles of biological and physical 
science. .." is held accountable to a 
far greater degree than a lay person 
as she participates in any emergency 
procedure. 
No national committee such as the 
ANA Committee on Nursing Practice 
exists in Canada to make recommen- 
dations concerning procedures nurses 
should or should not perform in their 
professional practice. THE CANADIAN 
NURSE, therefore, decided to write to 
the provincial nursing associations and 
the various Colleges of Physicians and 
Surgeons to request their policies con- 
cerning this procedure. 
We asked each provincial associa- 
tion the following questions: 
I. Is there a joint committee, represent- 
ing medicin
 and nursing, in your province 
Ihat meets regularly to discuss the various 
procedures that constitute nursing practice? 
2. If such a committee exists, has it 
formulated a policy concerning the pro- 
cedure of closed-chest cardiac massage 
being initi?ted by a nurse in an emel- 


gency, in the absence of a physician? 
3. What is the opinion of your asso- 
ciation's lawyer concerning a nurse initia- 
ting this procedure? 
We have received answers to these 
questions from six provincial nursing 
associations. 


ALBERT A 
I. The Alberta Medical-Hospital- 
Nursing Liaison Committee, composed 
of representatives from the medical, 
hospital, and nursing associations, dis- 
cuss such things as what a nurse 
should or should not do with regard to 
professional practice. 
2. The procedure of closed-chest 
cardiac massage as initiated in an 
emergency by a nurse in the absence 
of a physician has not been discussed 
by this Committee. 
3. Although this particular pro- 
cedure has not been discussed with 
our legal adviser, the legal position of 
a nurse in any emergency situation was 
discussed recently at an annual asso- 
ciation meeting. The following sum- 
marizes the solicitor's opinions: 
a. A nurs
 is not obliged to render 
assistance in an emergency, or at any time. 
b. If she does so, she must use all the 
s!':ill and knowledge which she possesses. 
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c. If she exercises her skill and know- 
ledge, 'She is not liable for any damage 
which the person may suffer as a result of 
her services... even though she attempted 
to do, and did, things she was not profes- 
sionally trained to do. 


BRITISH COLUMBIA 
1. No continuing physician-nurse 
committee exists in this province to 
discuss controversial procedures. Ins- 
tead, representatives of the associations 
meet together on request to discuss 
such problems whenever the need 
arises. 
2. The question of closed-chest car- 
diac massage has not been discussed 
and probably will not be, because it 
seems to be generally recognized as a 
medical procedure which others, in- 
cluding nurses, should be taught to 
perfonn in case there is an emergency 
with no doctor immediately available. 
For instance, the police, firemen, St. 
John Ambulance and employees in 
industries, such as hydro, are taught 
the procedure. 
3. We have not consulted our legal 
adviser because we are sure that he 
would answer it on the basis of the 
principle that it would be pennissible 
if the nurse has been taught and if the 
medical staff and the employer ap- 
prove it. 


ONTARIO 
1. A joint committee, with repre- 
sentatives from the College of Physi- 
cians and Surgeons of Ontario, the 
Ontario Hospital Association and the 
RNAO exists to consider the question 
of medical procedures being carried 
out by nurses. 
2. The procedure of closed-chest 
cardiac massage being initiated by a 
nurse in the absence of a physician 
has not been discussed by the Com- 
mittee. A meeting will be held in the 
near future and this procedure will be 
discussed at that time. 
3. Statement from legal adviser: 
In these circumstances [in an emergency, 
where no doctor is present or readily 
available] it would be lawful for a nurse 
to oarry out this procedure. The only con- 
ceivable legal action which might be taken 
against a nurse would be an action of 
negligence brought by the patient, or if he 
dies, by his estate. Tn order that such an 
action succeed, it would be necessary for 
the plaintiff to establish negligence on the 
part oIf the nurse. I do not believe such an 
action would succeed as long as the pro- 
cedures carried out by the nurse were 
consistent with the standards usually applied 
in these cases. 


PRINCE EDWARD ISLAND 
I. A Joint Committee on Health 
Services, representing the provincial 
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branch of the CM.A., the P.E.1. Hos- 
pital Association and the Association 
of Nurses exists in this province. 
2. The proced.ure of closed-chest 
cardiac massage has not been discuss- 
ed to date. but will be at the next 
meeting. 


QUEBEC 
I. A joint committee exists, with re- 
presentation from the College of Phy- 
sicians and Surgeons and the Nursing 
Association. This Committee meets 
whenever one or the other group 
finds it necessary to discuss problems 
of common concern. 
2. The procedure of closed-chest 
cardiac massage as initiated by a nurse 
in an emergency and in the absence of 
a physician has been discussed. The 
representative of the College of Physi- 
cians and Surgeons stated that he had 
no one answer to this question at this 
time because it would have to be con- 
sidered from various points of view. 
3. In the Province of Quebec, ac- 
cording to the Act of the College of 
Physicians and Surgeons, the follow- 
ing are all considered the practice of 
medicine: 
the giving of medical consultations or 
giving or prescribing of medicines; attending 
at confinements; treating medical or sur- 
gical affectations, and habitually and con- 
tinuously following the tre,atment of diseases 
or medical or surgical affectations. either 
by giving medicine or by making use of 
mechanical, physical or chemical processes 
or of radiotherapy or of x-rnys. 
There is no question but that the. . . 
treatment of cardiac arrest initiated by 
a nurse would, according to this Act. 
be classified as the practice of me- 
dicine and be considered illegal for 
nurses. The officers of our Association 
and our legal adviser are actually in 
the process of discussing the implica- 
tions of this Act for nursing practice 
in the province. 


SASKATCHEWAN 
J. A joint committee on Nursing, 
Medical and Hospital Services exists 
in this province to discuss nursing 
practices which are questionable. 
2. The procedure of closed-chest 
cardi'ac resuscitation initiated by a 
nurse, in an emergency, when no phy- 
sician is available was discussed. There 
was unanimous agreement that all 
nursing staff should be taught the pro- 
cedure and should initiate it under 
such conditions. 
3. The SRN A solicitor agreed with 
the Committee's recommendation. He 
believes that as for all emergency si- 
tuations, a nurse would be protected as 
long as she performed the procedure 
in (l reasonable manner. 


The JOURNAL also attempted to ob- 
tain from each provincial College of 
Physicians and Surgeons, its policy 
concerning anyone other than a physi- 
cian initiating this procedure, and the 
legal implications of this. 
The Colleges in Alberta, British C0- 
lumbia, Newfoundland, Nova Scotia, 
and Manitoba all replied that there is 
provision in the Medical Act in their 
province which states that in the event 
of a medical emergency, in the absence 
of a physician, the most skilled per- 
son present is legally justified in insti- 
tuting such procedures as in their ex- 
perience and training would appear to 
be most useful. 
The solicitor to the College in Sas- 
katchewan stated: 
In my opinion... a nurse who, in an 
emergency, performs closed cardiac massage 
is not infringing the provisions of the Me- 
dical Profession Act. However, the term 
"legal implications" is a large one. and if 
a nurse negligently injures the patient in 
the course of such treatment, then likely 
she is legally responsible in damages.... 


SUMMARY 
To our knowledge, legal action has 
never been taken against a nurse for 
giving. or not giving closed-chest car- 
diac massage. There is disagreement 
about whether she could be held le- 
gally responsible, in the event of in- 
jury or death of the patient. It would 
seem, however, that if it could be 
proved that the nurse had been negli- 
gent in carrying out the procedure. 
legal action taken against her could 
succeed. 
Legal counsel for the California 
Hospital Association recently cau- 
tioned: 


It is serious morally, legally, and medi- 
oally to ask 'a nurse to decide whether the 
pati'ent has a condition that contraindicates 
closed-chest cardiac massage. On the other 
hand, if the nurse has been trained, and 
the hospital has rules permitting nurse'S to 
do this procedure, the nurse may be in 
legal trouble if she fails to try to resU'Sci- 
tate a patient; she may be wrong if she does 
and wrong if she doesn't. 3 


Today, in many hospitals and in- 
dustries throughout Canada, nurses are 
initiating this procedure. It is unlikely 
that any nurse when faced with an 
emergency. could morally refuse to 
initiate this or any other life-saving 
procedure which she knew how to pre- 
form. 
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Keynote Speaker 
The design for the future of nurs- 
ing education in Canada is clear, DR. 
HELEN K. MUSSALLEM told a nursing 
conference in Victoria, B.c. recently. 
"But," she said, "the greatest need is 
to put the plan into action." 
The CNA Executive Director told 
the audience that this could only be 
done if the organized profession sup- 
ports the plan. "We must move for- 
ward as a whole if we are to achieve 
our destiny," she urged. 
Apprenticeship patterns of educa- 
tion are obsolete and tragically futile 
in the mid-1960's. The restructuring of 
nursing education in Canada is a press- 
ing need and the Canadian Nurses' As- 
sociation has been giving detailed study 
to this need. Specifically, the Associa- 
tion is examining the proposals of the 
Royal Cummission on Health Services, 
and others, on nursing education with 
a view to preparing a nation-wide plan 
for the development of education in 
nursing. It is preparing guidelines for 
the development of the approximate 
two-year diploma programs and the 
development of new university prog- 
rams. "Little can be achieved at the 
national or provincial levels" Dr. Mus- 
sallem said, "unless there is action at 
the local level." 
"To postpone a large and difficult 
task simply because it is large and 
difficult means to abandon all hope of 
significant advance:' continued Dr. 
Mussallem. "It is we who shape the 
affairs of our time and we who will 
have to answer for deficiencies at the 
bar of history." 
Following the address there was an 
animated panel discussion. 
Hospital Associations Meet with 
Miss LaMarsh 
The March CHAC Bulletin disclose!> 
that representatives of the two nation- 
al hospital associations - the Cana- 
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dian Hospital Association and the 
Catholic Hospital Association - met 
the federal minister of health early 
this year to present recommendations 
of Canadian hospitals, and to discuss 
hospital problems with some of her 
department officers. 
The minister was also asked that 
the "additional service fee" be studied 
by the officers of the department, par- 
ticularly to encourage more initiative 
on the part of hospital boards. 
The Canadian Hospital Association 
was represented by H. Westbury, presi- 
dent, and George McCracken, assistant 
director, and the Catholic Hospital As- 
sociation of Canada by Rev. A.L.M. 
Danis, O.M.I., executive director. 
The following is a summary of the 
recommendations made: 
I. That the Hospital Insurance and Diag- 
nosric Services Act be amended to include 
depreciation on buildings (excluding that 
portion of costs provided by governmental 
resources) and interest on capital debt as 
pari of the reimbursable cost paid to hos- 
pirals. 
2. That the regulations under the Hospital 
Insurance and Diagnostic Services Act be 
amended 10: 
a. Remove the financial loss which falls 
on hospitals through the appJication of 
federal regulation 7 (3) (j) by changing 
lite words "gross earnings" 10 "collected 
income. .. 
b. Include interest incurred on borrow- 
ings for current operations as part of the 
reimbursable cost paid to hospitals. 
3. That the rules g.:>verning the General 
Health Grants and Hospitals Construction 
Grants Rules be reviewed to: 
a. Increase the grants; 
b. include service facilities now exclud- 
ed; 
c. Introduce a program of gram assis- 
tance for construction of approved nursing 
homes op
rated on a voluntary non-profit 
basis: 
d. make appropriale ,um
 .Iv.lilablc to 


meet the costs of claims on approved 
construction projects. 
4. That aclion be taken to expand edu- 
cational facilities and enlarge the scholar- 
ship and bursary programs for hospital per- 
sonnel. 
5. That the cost of providing profes- 
sional medical services to patients in hos- 
pitals for the chronically ill be inc:uded as 
part of the reimbursable cost for such hos- 
pitals. 
6. In addition, the Canadian Ho
pital As- 
sociation and the Catholic Hospital Associa- 
tion of Canada respectfully request that 
consideration be given 10 the following 
proposal: 
That hospiJals be permiued to charge an 
additional daily fee for services provided 
above a basic level of hospiJal care; that 
this fee be determined, collected and retain- 
ed by the hospitals in accordance with their 
individual requirements and the amount of 
addiJional services provided. Further, that 
these fees be recognized for sharing pur- 
poses by the Federal Government and be 
included in the cost-sharing formula. 


Nursing and the Current Trends in 
the Labor Force 
A set of tables "Facts and Figures 
About Women in the Labour Force, 
1964" prepared in the Women's Bu- 
reau of the Federal Department of 
Labour has revealed the following 
points of special interest to the nursing 
profession: 
I. The 35 to 44 year-olds are the largest 
brouP of women in the labor force, whereas 
the 25 to 34 year-olds were first in 1954. 
2. The percentage of empJoyed women 
who usually work less than 35 hours per 
week has shown a remarkable increas
 from 
11.2% in 1954 to 20.9% in 1964. 
3. In the five-year period 1959-64. a 
large increase has occurred in the number 
of married women in the labor force, an 
increase of almost five times the increase 
in the number of single women in the labor 
force in the s.lme period. 


JUNE 196,3 473 



4. After 1959, the married group of 
women in the labor force assumed first rank 
and the percentage climbed steadily to sur- 
pass the half-way mark at 51.2% in 1964. 
Three trends highlighted by these 
points are: 
1. The employment of women with family 
responsibilities; 
2. Women in part-time employment; 
3. The return of women to the labor 
force after an absence occasioned by family 
responsibilities, presumed to account for 
some of the increase in 35 to 44 year-olds 
in the labor force. 
These trends are of world-wide con- 
cern. The International Labour Con- 
ference had them on the agenda for 
the 48th session in 1964 and they are 
on again for the session tJ;is year as 
"The Employement of Women with 
Family Responsibilities." 
The first two trends are interrelated. 
Women with family responsibilities are 
in the full-time labor force, but can 
also be assumed to contribute to the 
total of part-time workers. Women with 
preschool or school age children can 
often manage to have them cared for 
to a limited extent only and can work 
only on a part-time basis. The problem 
of caring for the children of mothers 
who must or who choose to work, has 
led to the provision of day care facil- 
ities by a variety of methods in many 
countries. These methods include state 
or municipally sponsored nurseries or 
foster homes for day care, and indus- 
try sponsored day nurseries by large 
firms, In recent months, there have 
been reports of at least two hospitals 
that are providing day nurseries for 
children of nurses. Others are giving 
refresher courses for nurses returning 
to nursing after an absence of some 
years. In this way they are trying 
to relieve the shortage of nurses by 
making it possible for married nurses 
with family responsibilities to return 
to the profession. 
With respect to the trend of women 
returning to the labor force in the 
35 to 44-year group, these are presum- 
ably women whose children no longer 
require concentrated care. One I.L.O. 
document discusses countries that 
"have been studying the problems of 
integrating older women workers more 
effectively in existing training programs 
and facilities, or, where necessary, of 
developing special programs and facil- 
ities for them." This document (Inter- 
national Labour Conference, 48th Ses- 
sion, Geneva) goes on to give examples 
of various countries trying such pro- 
grams to give basic training to women 
40 to 45 and over, and states "In 
Canada somewhat similar initiatives 
have been taken and it has also been 
proven that older women are successful 
trainees." Nursing has one of the 
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"similar initiatives" in the Quo Vadis 
School in Toronto, again aimed at 
relieving the shortage of nurses. 
Nursing in Canada is thus intimately 
involved, as are other professions 
(teaching, librarianship and industry), 
in the current trends concerning women 
in the labor force, in the problems 
occasioned by these trends, and in 
finding solutions to the problems. 
NLN Produces New Booklet 
College Education: Key to a Pro- 
fessional Career in Nursing is the title 
of a new publication published by the 
National League for Nursing. The 
booklet, the first of its kind, gives 
general information about collegiate 
education for nursing, explains the im- 
portance of selecting an accredited 
school, and includes a list of colleges 
and universities that offer NLN-ac- 
cred!ted baccalaureate programs in 
nursmg. 
It is designed to help high school 
students or graduates, college gradu- 
ates and students, or persons with 
some college work who wish to enter 
nursing, and registered nurses or stu- 
dents about to graduate from diploma 
or associate degree programs. Infor- 
mation of special importance to each 
group and reference for further read- 
ing about nursing, planning for college, 
and scholarships are included. 
The list of schools gives name and 
address of the college or university, its 
legal control, and whether the institu- 
tion is coeducational; minimum educa- 
tional requirements for entering and 
usual length of the nursing program; 
policies regarding acceptance of college 
graduates, married students and men 
students; policies regarding living ar- 
rangements, part-time study, and whe- 
ther a change of residence is required 
for clinical nursing experience; and 
approximate costs. 
It is available from the National 
League for Nursing, 10 Columbus 
Circle, New York, N.Y. 10019. Price 
for 1-9 copies is 25 cents each; 10-24 
copies, 20 cents each; 25 or more 
copies, 15 cents each. 
Publications Recently Received in 
CNA'Library 
Most of the material listed below 
is available on loan from the CNA 
Library. Requests should be addressed 
to: The Librarian, Canadian Nurses' 
Association, 74 Stanley Avenue, Ot- 
tawa 2, Canada. 
Applications for loans should give 
the month in which the publication was 
listed in THE CANADIAN NURSE. 
I. A merican Nurses' Association. Func- 
tions, standards and qualifications for prac- 
tice. Rev. New York, 1963.48 p. (A/E). 
2. Campbell, Jean. Student nurse faculty 


ratios in colleges and universities, fall 1961. 
New York, National League for Nursing, 
]962. 23 I. (A/E). 
Colleges and universities granling a bac- 
calaureate or higher degree in nursing. 
3. Canada. Dept. of Labour, Economics 
and Research Branch. 
(a) The aging worker in the Canadian 
economy. Ottawa, Queen's Printer, 1964. 
60 p. (AlE) 
(b) Working and living conditions in 
Canada, ] 964. Ottawa, Queen's Printer, 
1964.92 p. (AlE) 
4. Canada. Dept. of Labour. Women's 
Bureau. Opportunities for continuing educa- 
tion (II). Ottawa, March, 1965. ]7 1. 
(A/E/F) 
5. Canada. Dept. of National Health and 
Welfare. Hospital morbidity statistics. Bas::d 
on the experience of provincial hospital 
insurance plans in Canada. January ]- 
December 31, ]962. Ottawa, 1964. 274 p. 
(AlE/F) 
6. Canada. Dept. of National Health and 
Welfare. Smoking habits of Canadians, 
August ] 964. Reports of a survey carried 
out by the Dominion Bureau of Statistics 
for the Department. Ottawa, 1965. 38 p. 
(AlE) 
7. Canada. Queen's Printer. Canadian 
government publications relating to labour. 
Ottawa, 1965. 337 p. (AlE/F) 
8. Canada. Dominion Bureau of Statistics. 
Canadian government publications. Ottawa, 
1965. 288 p. (A/E/F) 
9. Canada. Royal Commission on Bilin- 
gualism and Biculturalism. A preliminary 
report. Ottawa, Queen's Printer, 1965. 211 p. 
(A/E) 
]0. Denton. Frank T. Kasahara Yoshiko 
and Ostry. Sylvia. Population and labour 
force projections to 1970. Ottawa, Queen's 
Printer, 1965. 43 p. (Economic Council of 
Canada staff study no. I). (A/E) 
] I. Eliot, C. W. J., Neagele, Kaspar D. 
and others. Discipline and discovery; a 
proposal to the Faculty of Arts of the 
University of British Columbia. Vancouver, 
1965. 43 p. (A/E) 
12. Gebhardt, Louis P. and Anderson, 
Dean A. 
(a) Microbiology. 3rd ed. Saint Louis 
Mo. Mosby, 1965. c]964. 488 p. (A/E) 
(b) Laboratory instructions, 3rd ed. 
Saint Louis Mo. Mosby, ]965. 335 p. 
(A IE) 
13. International Labour Conference. 
48tll Session, Genem, 1964. Women workers 
in a changing world. Geneva. International 
Labour Office, 1963. 133 p. (Report 6(1)). 
(AlE) 
]4. International Labour Conference. 
48th Session. Genna, 1964. Women workers 
in a changing world; employment of women 
with family responsibilities. Geneva. Inter- 
national Labour Office, ] 964. 144 p. (Re- 
port" 6(2)). (A E) 
] 5. Intemational Labour Conference. 
49th Session. 1965. The employment of 
women with family responsibilities. Geneva. 
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International Labour Office, 1964. 26 p. 
(Report 5(1)). (A/E) 
16. Judek, Stanislaw. Medical manpower 
in Canada. Ottawa, Queen's Printer, 1965. 
413 p. (Royal Commission on Health Ser- 
vices. Study). (A/E) 
17. Keane, Claire B. and Fletcher, Sybil 
M. Drugs and solutions; a programmed 
introduction for nurses. Philadephia, Saun- 
ders, 1965. 196 p. (A/E) 
18. MacFarlane, J. A. Medical education 
in Canada. Ottawa. Queen's Printer, 1965. 
373 p. (Royal Commission on Health Ser- 
vices. Study). (A/E) 
19. Matlitoba Association of Registered 
Nurses. Policies and srandards for schools 
of nursing in Manitoba. Winnipeg, 1964. 
18 p. (A/E) 
20. Millerson, Geoffrey. The qualifying 
associations; a study in professionalization. 
London, Routledge & Kegan Paul, c1964. 
306 p. (A/E) 


21. Ontario. Dept. of Labour. Women's 
Bureau. What do women think about work- 
ing; a survey. Toronto, 1965. 20 p. (A/E) 
22. Registered Nurses' Association of 
Ontario. Brief presenred to the Hon. Matt- 
hew B. Dymond, M.D., Minister of Health, 
Province of Ontario, in support of special 
legislation entitled The Nurses' Collective 
Bargaining Act, 1965. (Also published in 
RNAO News Bulletin, Special issue, Feb. 12, 
1965.) 5 p. (A/E) 
23. Roberts, Doris E. and Hudson, Helen 
H. How to study patient progress. Wash- 
ington, U.S. Dept. of Health, Education 
and Welfare, Public Health Service, Division 
of Nursing. 1964. 121 p. (Public Health 
Service Publication no. 1169) (A/E) 
24. Saskatchewan Registered Nurses' As- 
sociation. Requirements for approval of 
schools of nursing admission to the Saskat- 
chewan Registered Nurses' Association. 
Approved Nov. 1963, by the University of 


Saskatchewan. Regina, 1964. 20 p. (AlE) 
25. Shaplen, Robert. The well-being of 
mankind; fifty years of the Rockfeller Foun- 
dation. Foreword by J. George Harrar, ed. 
by Arthur Bernon Tourtellot. New York, 
Doubleday, 1964. 214 p. (A/E) 
26. Stevenson & Kellogg, Ltd. A structure 
study of the Registered Nurses' Association 
of Ontario, October 1962. Toronto, 1964. 
47 p. (A/E) 
27. Thompson, Eleanor Dumont. Pedia- 
trics for practical nurses. Philadelphia, 
Saunders, 1965. 323 p. (A/E) 
28. Vanderkamp, Rosemary J. University 
study in Canada. A guide for studenrs from 
other countries who are planning to study 
at Canadian universities and colleges. 
Ottawa, Canadian Universities Foundation, 
1962. 52 p. (A/E) 
(Note: Language of document is shown 
in brackered code after each entry. A E, 
Anglais/English; F, Français/French.) 


Changing Smoking Habits 


Excerpts from letter written by four mem- 
bers of the Faculty of Medicine, V.B.C. to 
Editor of C.M.A.!. 
There is a great deal of current interest 
in attempts to change the smoking habits 
of Canadian young people. This interest was 
expressed in The Canadian Medical Asso- 
ciation Brief to the National Conference 
on Smoking and Health in 1963, as follows: 
Because of the harmful effects of ciga- 
rette smoking on health, and because the 
cigarette habit is most difficult to give 
up, the Association believes that a major 
educational program should be directed 
to children and teenagers in an eff0l1 to 
increase the number who do not take up 
the habit. 
It is clear that .a number of educational 
approaches are likely to be tried in various 
Canadian school systems. Morison, Medovy 
and MacDonell have already reported in 
the Journal on a three-year program 
conducted in the Winnipeg school district 
between 1960 and 1963. In their study, 
they noted a decrease in regular smoking 
in high schools between these two years 
when they examined students in the same 
grades. Unfortunately, this practice of re- 
search does not separate out changes due 
to a general decline in the habit of smok- 
ing by Canadian young people which may 
have occured irrespective of specific educa- 
tional measures undertaken in schools under 
study. In epidemiologic terms, this means 
that it is not possible to distinguish a 
secular effect from a cohort effect. 
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It is obviously very important to know if 
young people are not smoking as much 
today as they might have had they reached 
the same age three or four years ago, 
before intensive educational programs are 
introduced into our schools systems. For 
this reason we felt that it would be of 
interest to report some data which we have 
recently collected on smoking habits of 
nursing students at the Vancouver General 
Hospital. 
In 1960, two of us reported on the 
smoking habits of university students and 
nurses in training at Vancouver, British 
Columbia. In this report were included the 
smoking habits of senior (third-year) student 
nurses at the Vancouver General Hospital 
during the months of January and February, 
1960. More recently, in April 1964, two of 
us have undertaken a survey of the smoking 
habits of the senior student nurses at the 
same hospital. who now belong to a cohort 
four years junior to that surveyed in 1960. 
This repeat study was undertaken to relate 
the practice of cigarette smoking to the 
occurrence and duration of respiratory ill- 
ness. 
We have compared the results of the 
two surveys in Table I. 
It will be observed that the group of 
nurses presently in training differ con- 
siderably in their smoking habits from those 
at the same level of training in 1960. There 
is little reason to believe that the classes 
are different in age composition. social 
class, or academic standing, though this. 


of course, is a matter for further investi- 
gation. 


Table I 
Smoking Habits of Senior Student 
Nurs
 at V.G.H. 


Class size 


1960 
188 
(%) 
34.6 
10.6 
54.8 
100.0 


Year 
1964 
175 
(%) 
58.9 
7.4 
33.7 
100.0 


Never smoked 
Ex-smokers 
Regular smokers 
Totals 


We have felt it necessary to bring this 
to the attention of the readers of this 
Journal. To what extent this shift in 
smoking habits has been the result of an 
educational process in the school of nurs- 
ing is not clear, but it is our impression 
that the education has not been of the 
nature to cause this magnitude of change. 
In any event, it was important to note 
that the decrease in smoking had already 
occurred before an intensive anti-smoking 
campaign was started. 
These observations emphasize the fact 
that it IS necessary to establish that 
changes in smoking habits which foIl ow 
educational practices are indeed causally 
related to the education practices. It is 
our feeling that prospective studies. rather 
than cross-sectional studies, may he most 
us
ful in determining such change
. 
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S-ta-ternen-ts 


Or 


Concerning 


Flecornrnenda-tions 


-the 


Hall 


Flepor-t 


These responses to the Report of the Royal Commission 011 Health SeTl'ices are based on the policies ulld objectil'es of the 
Ca1ladian Nurses' Association. They hGl'e been approl'ed by the OffIcers alld Executive Committee of the Association. 


RECOMMENDATION I 
That the Federal Government enter into 
agreements with the provinces to provide 
grants on a fiscal need formula to assist 
the provinces to introduce and operate 
comprehensive, universal, provincial pro- 
grams of personal health services, with 
similar arrongements for the Yukon and 
the Northwest Territories. The programs 
should consist of the following services, 
'With the provinces exercising the right to 
determine the order of priority of each 
service and the timing of its introduction: 
Medioal services 
Dental services for children, expectant 
mothers and public assistance recipients 
Prescription drug services 
Optical servioes for children and public 
assistance recipients 
Prosthetic services 
Home care services 
In additiO'ß, we propose a complete re- 
organization and reorientation of the mental 
health services and important changes in 
the Hospital Insurance Program. 
Although nursing se'rvices are not dealt 
with as a separate service, it is obvious that 
they constitute an important element in 
hospital and home care programs. We 
believe it essential for the effective co- 
ordination of health resources that nursing 
be administered a:s an integral element of 
each of these services. 


Response: 
The Canadian Nurses' Association re- 
affirms its belief that comprehensive 
personal health services - including 
nursing services to promote, maintain 
and restore health - should be avail- 
able at all times to the people in Can- 
ada. 


RECOMMENDATION 3 
That as part of the same crash program, 
Professional Training Grants of $3,000 per 
year be made available to university gradu- 
ates specializing in clinical psychology and 
psychiatric social work. and to registered 
nurses specializing in psychiatric nursing. 
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Response : 
In respect to this recommendation, we 
believe that registered nurses special- 
izing in psychiatric nursing should be 
more specifically defined to mean 
registered nurses qualified for admission 
to university programs designed to 
prepare nurses for the nursing care of 
psychiatric patients. 


RECOMMENDATION 19 
That each such unit [psychiatric units, 
wings or regional hospitals] develop a 
rehabilitative service properly staffed with 
psychi'atric soc:al workers and psychiatric 
nurses, and that this 'service be fully co- 
ordinated with other community health and 
welfare services. 


Response: 
We endorse this recommendation providing 
the nurses in such unit,s are registered 
nurses with preparation in psychiatric 
nursing. 


RECOMMENDATION 100 
That hospital insurance agencies provide 
adequate funds to hospitals to provide for 
care of patients by registered nurses on 
all shifts, and that all necessary nursing 
service authorized by the attending physician 
and approved by the chief of the relevant 
service be provided by the hospital as 
authorized in the Hospital Insurance and 
Diagnostic Service Act. 


Response : 
We agree that hospital insurance 
agencies should provide adequate funds 
to hospitals to provide for care of 
patients by registered nurses on all 
shifts. We believe. however, that the 
formulation and implementation of a 
plan for providing all necessary nurs- 
ing services is the responsibility of the 
director of nursing service, 


RECOMMENDATION 101 
That student nurses be not solely rc- 
sponsible for patient care expecially on the 
night shift. 


Response: 
We support this recommendation, but 
further believe that nursing students 
should not at any time be solely re- 
sponsible for patient care. They should 
be responsible for patient care only 
when it is a planned experience and 
supervised as part of their educational 
program. 


RECOMMENDATION 124 
That there be established in each prov- 
ince a Nursing Education Planning Com- 
mittee advisory to the Minister of Health, 
to plan and direct the gradual and orderly 
development of nursing education. The 
Committee should 'be representative of the 
provinci'al nurses' association, the hospital 
association. university (ies), the hospital in- 
surance agency. and the department of 
educatiO'ß. 
Response' 
Thi'S recommendation is endorsed in 
principle and with the stipulation that 
the committee be advisory to the 
Minister responsible for nursing edu- 
cation, i.e. only to the Minister of 
Health if it is his responsibility. 
The diverse representation proposed for the 
Nursing Education Planning Committee 
is sound providing the representation 
from the provincial registered nurses' 
association is equal to the total number 
of other representatives. Such a 
provision is necessary to ensure that 
nursing educators and practitioners of 
competence, in the varied aspects of 
nursing oare offer expert advice to the 
committee. 


RECOMMENDATION 125 
That the budgets of the schools of nursing 
operated by hospitals be 'separated from 
that of the nursing service of the hospital 
to the end that the schools of nursing 
become wholly educational in their function. 
Response: 
^s stated in our Brief to the Commission 
we believe that nursing education 
should be provided by institutions whose 
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prime re;ponsibility is education and 
not by hospitals whose prime responsi- 
bility is care of the sick. However, for 
whatever p
riod of time hospitals do 
operate such schools, we endorse the 
separation of the school budget from 
the nursing service budget. We also 
believe that the nursing service budget 
should be sufficient to provide a high 
quality of care to patients that will 
enhance the learning exp
rience of 
nursing students during the clinical 
portion of their program. 


RECOMMENDATION 126 
That hospitals make their educational 
and clinical facilities available for the 
instruction and clinical experience of 
students, without claim on the student for 
service. 
Response: 
This is endorsed with the further recom- 
mendation that hospitals do all in their 
power to optimize the educational ex- 
perience of students. 


RECOMMENDATION 127 
That these schools of nursing reorganize 
their curricula to provide for graduation 
with a diploma in two years, and that, 
where n
cessary, provincial legislation be 
amended to provide for licensing of the 
graduate as a registered nurs
 on the 
successful completion of examinations 
following the two-year course. 
Response: 
We believe that practitioners of nursing can 
b
 prepared to give direct nursing care 
in approximately two years when the 
school of nursing plans and controls 
the complete educational experience of 
the students. A new curriculum must be 
designed for this and provincial legis- 
lation will b
 n
eded for the approval 
of these educational programs and the 
licensing of graduates. Reference: our 
response to Recommendation 137. 


RECOMMENDATION 128 
That to encourage suitable personnel to 
enter and remain in th
 nursing profession, 
salaries commensurate with the training and 
re;ponsibilities of nurses and comparable 
with those in similar fields be paid by 
federal and provincial agencies and by hos- 
pitals. 
Response: 
We support the principl
 of remuneration 
commensurate with responsibilities and 
qualifications. We further support the 
principle of collective bargaining and 
believe that the organized profession 
has the responsibility to establish terms 
of employment for its members and to 
act as their agent in the realization of 
th
 terms. Before establishing equi- 
table sabry scales, functions, responsi- 
bilities and qualifications of all levels 
of nursing personnel should be clearly 
defined. All provincial nurses' asso- 
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ciations publish personnel policies; how- 
ever, the Canadian Nurses' Asso- 
ciation recognizes that it has the 
responsibility to define national guide- 
lines for social and economic welfare 
programs for nurs
s. 


RECOMMENDATION 129 
That financial assistance be provided to 
studenl nurses in hospital schools in the 
sam
 amounts and under the same con- 
ditions as thos
 for students in other fields 
in the hospital. 
Response: 
As stated in the response to Recommend- 
ation 125 we believe that nursing 
education should b
 given in institutions 
devot
d entirely to education. There- 
fore, w
 endors
 the Recommendation 
that financial assistance should be 
given to students in basic diploma 
programs in nursing which are wh01ly 
educational in their function. How- 
ever. during the transitional period of 
change in the control of diploma 
schools and until the cost of this new 
typ
 of program is known. we believe 
that financial assistance should be 
provid
d to nursing students in hos- 
pital schools in the same amounts 
and under th
 same conditions as 
those for students in other educational 
programs provided by hospitals. 


RECOMMENDATION 130 
That consideration be given to support- 
ing only those schools of a sufficiently 
large size that will permit th
 most effect- 
ive utilization of qualified teaching person- 
nel and financial resources. 
Response: 
Size of school and effective utilization of 
qualified teaching personn
l are but two 
of many factors in programs that 
satisfactorily prepare nursing prac- 
titioners. We believe that national 
criteria should be developed for assess- 
ing basic diploma programs and that 
a national plan for evaluating these 
programs should be implemented by the 
Canadian Nurs
' Association. 


RECOMMENDATION 131 
That all univenity 'Schools of nursing 
dev

p an integrated degree program and 
direct all phas::s of this program. At least 
on
 universit} ,chool in each of Canada's 
four main regions 
l,ould also develop a 
master's d::gr
e program in nursing, one of 
which should b
 a French language school. 
Response: 
We endors;: Ih
 concept of an integrated 
degr
e program. In r
spect to the 
development of master's programs we 
believe that the number, content, and 
initiation of such programs should 
result from a nation-wide plan for the 
most effective development of higher 
education In nursing in Canada. 


Reference: our response to Recommen- 
dation 133. 
This plan will be devcloped by the 
Canadian Nurses' Association. 


RECOMMENDATION 132 
That th
 existing university schools of 
nursing be expanded to their optimum 
capacity and that federal capital grants 
from th;: Health Faciliti::-s Development 
Fund and federal operating grants from 
th
 Health Professions Education Grant be 
available to them. 
Response: 
This recommendation IS endorsed with 
respect to those existing university 
schools of nursing offering the inte- 
grated basic degree programs, post-basic 
baccalaureate programs and master's 
degree programs. We further believe 
that these schools should receive 
financial assistance for this expansion 
to the same extent as the support 
offered new schools under Recommen- 
dation 133. 


RECOMMENDATION 133 
That there be established as quickly as 
qualified personnel can be recruited at least 
ten more university schools to expand the 
annual output of university graduate nurses, 
and that funds be allocated from the Health 
Facilities Development Fund to provide 
ene-half the cost of establishing these 
schools. We believe these ten schools can 
be established in 'about fixe years. Among 
the universities where these might be 
provided as additional faculties are available 
are: University of Victoria, University of 
Alberta (Calgary), University of Saskatche- 
wan (Regina), Laurentian University, York 
University, Carleton University. Université 
Laval, Université de Sherbrooke, Universi- 
té de Moncton, Memorial Uni"eTsity. Given 
tim
 for them to become fully 
tablished. 
(say 1971) the 24 schools then operating 
could, with an average enrolment of 225, 
produce approximately 1.200 graduates 
annually. 
Rc>sponse: 
We agree that th::re should be at least ten 
more university schools of nursing. 
However. experience has proved that 
such expansion of university programs 
will f'equire pr ority privileges in the 
us:: of hospital .md health agency facili- 
ties for the clinical experience of 
students of nursing. As stated in the 
referenc:: to Recommendation 131 the 
initiation and location of such progranls 
would evolve from the nation-wide 
plan for the most effective development 
of higher education in nursing sponsor- 
ed by the Canadian Nurses' Association. 


RECOMMENDATION 134 
That as part of a seven year crash 
J:rogram. Professional Training Grant 
bursaries of $3.500 be made a"ailable so 
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thoat more graduate nurses having the 
baccalaureate degree be enabled to obtain 
the master's degree in nursing to qualify 
them for appointment as uniV'erSity in- 
structors. 


Response : 
We endorse this recommendation assuming 
the sum of $3,5.00 pertains to each 
academic year 'Of study and that those 
nurses who receive 'a bursary for one 
academic year of study but require 
additional time to complete their 
master's program, and have proven 
themselves oapable students during the 
first year of study. will ore given extend- 
ed financial assistance to enable them 
to obtain a master's degree in nurs- 
ing. When endorsing this recommen- 
dation we would emphasize that such 
financial assistance is equally important 
for those preparing themselves for key 
positions in nursing services. 


RECOMMENDATION 135 
That as par
 of the same seven-year 
crash program, Professional Training Grant 
bursaries to the amount of $2,000 be made 
available immediately to registered nurses 
v'ishing to enrol for a bachelor's degree in 
nursing in university schools of nursing. 


Response: 
This recommoodati'on is 'endorsed providiing: 
1. A bursary to the am )unt of $2,000 
pertains to one academic year of study. 
2. Those nurses who receive a bursary 
for one academic year of study but 
require additional time to complete 
their baccalaureate program, and have 
proven themselves capable students 
during the first year of study, will be 
given extended financial assistance to 
enable them to obtain a baccalaureate 
degree in nursing. 
While this recommendation relates sole- 
ly to assisting the registered nurse to 
o"tain a post
basic baccalaureate de- 
gree, we are equally concerned with 
the financial needs of students in basic 
baccalaureate degree programs who are 
not covered in this recommendation 
and recommend that the federal govern 
moot con
ider providing financial 
assistance to these stud",nts in order 
II. to increase the supply of expert 
practitioners of nursing 
b. to enlarge the pool of nurses who 
are qualified to undertake study at the 
ma-ster's level as provided in Recom- 
mendation 134. 


RECOMMENDATION 136 
That the present ProfessIonal Training 
Grant bursaries be expanded in number to 
enable more diploma nu
s to obtain 
certification in public health nursing. 


Response: 
This recommendation is endor
d providing: 
I. No new one year programs granting 
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a certificate/diploma in public health 
nursing are created; 
2. the need for continuing to make 
monies available for this level of 
preparation for public health nurses 
is reassessed in 1970. We believe 
university schools of nursing should 
be free to concentrate on programs 
which are truly academic. Despite the 
preceding general conviction, it is re- 
cogniZ'ed that until more basic programs 
in nUJrsing include theory and practice 
in public health nursing, one year 
programs granting a certificate in 
public health nursing in univen;ity 
schools of nuTSiÏng should continue in 
order to meet the need for nurse 
practitioners in public health agencies. 


RECOMMENDATION 137 
That when the diploma course is short- 
ened to two years, the training period f')r 
the nursing ,assistant be shortened corres- 
pondingly. Meanwhile, a study should be 
made of the fea.'iibility of training 'all 
nursing assistants on the job, 
Response: 
We recommend that all auxiliary workcrs 
who pTOvide personal nursing oare 
should be prepared in a formal pro- 
gram. There is need for a redefinition 
of the roles of .all nursing personnel. 
We are presently studying the TOle and 
functions of the nwrsing assistant and 
advise that until a statement is 
developed in this respect no change 
should be made in either the length 
or content of the course. As indicated 
in the response to Recommendation 
127, a new curriculum must be de- 
signed for preparing nurse practitioners 
in approximately two years. Until then 
we oppose merely shortening the 
present diploma courses. 


RECOMMENDATION 138 
That in view of the need for male nurses 
in the health field, more efforts be made 
to attract men to the nursing prof
ion. 
Response : 
We agree with this recommendation and 
will continue our efforts to encourage 
men into the profession. 


RECOMM..NDA TION 139 
That in order to provide a continuous 
uninterrupted supply of q'Jalified operating 
room technicians, a new classification of this 
type of work be established with adequate 
salaries so that men may make a career of 
this occupation 
Response: 
Operating room technicians are considered 
by the Canadian Nurses' Association 
as one type of auxilia'l"}' nursing person- 
nel. Reference: our response to Re- 
commendation 137. We advooate sala- 
ries for nursing personnel com- 
mensurate with qualifications and res- 


ponsibilities and oppose salary different- 
iation based on sex. 


RECOMMENDATION 174 
That quite apart from any future adjust- 
ments to the Federal University Grant, it 
be increased by an additional annual Health 
Professions University Grant of at least 50 
cents per capita, subject to revision in the 
light of future needs and developments. This 
Grant is to be allocated to universities 
having or establishing medical, dental. 
public health, pharmacy, nursing, physio- 
thempy schools, or two year pre-clinical 
programs and that the methods of dis- 
trrbuting this special Grant be arranged with 
tne Canadian Universities Foundation. 
Response: 
This recommendation is endorsed providing 
criteria for eligibility for grants to 
university schools of nursing are de- 
veloped in collaboration with the Can- 
adian Nurses' Association. 


RECOMMEN'DATION 175 
That the Federal Government establish 
a ten-year capital development bUdget to 
assist in the provision of medical, dental, 
public health. nursing, 'and other health 
profession educational facilities, (including 
medical schools, dental schools, schools of 
public health. schools of nursing, basic 
sciences buildings, and equipment). The fund 
should be called the Health Facilities De- 
velopment Fund and should incorporate 
the present Hospital Construction Grant. 


Response: 
This recommendation is endorsed providing 
the Canadian Nurses' Association 
participates in the development of 
oriteria for eligibility for funds for 
schools of nursing. 


RECOMMENDATION 179 
That the Council be encouraged to in- 
crease the number of reseaTch associates at 
medioal, dental, pharmacy, and university 
nursing schools and, in addition, make 
provision for scholarships to recent m(dical, 
dental, pharmacy, and nursing graduates not 
yet qualified as research a'SSociates. 
Response : 
We believe there is a need for nursing re- 
search associates in institutions and 
agencies providing nursing service as 
well 'as in university schools of nursing. 


RECOMMENDATION 110 
That, in the provision of educational 
facilities for health professional personnel 
at research mstitutions, medical schools, 
dental schools, schools uf public health and 
schools of nursing, adequate library facilities 
be provided to be financed from the Health 
Facilities D::velopment Fund 'and the Health 
Professions University Grant. 
Response : 
We endorse this recommendation and ex- 
press appreciation that schools of nurs- 
ing are included. 
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Glennis N. Zilm joined the staff of THE 
CANADIAN NURSE in October, 1964 as assis- 
tant editor (English). Miss Zilm is a graduate 
of the University of British Columbia 
School of Nursing and the Vancouver Gen- 
eral Hospital. Her background experience 
has included nursing administration in a 
small hospital in British Columbia. public 
health nursing in the School Health Service 
in Sydney, Australia, and reçently, nursing 
education as a clinical instructor at the 
Royal Columbian Hospital in New West- 
minster. 
Born in Saskatchewan, Miss Zilm was 
raised in B.C. and feels she has developed 
the web-feet of the west-coast native. Of 
her outside interests, she enjoys traveling 
and golf the most. 
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GLENN IS N. ZILM 


Lucille M. Audet joined the editorial 
staff of the JOURNAL in March of this year 
as assistant editor (French). 
Miss Audet is a graduate of the Collège 
du Sacré-Coeur, Sherbrooke, where she re- 
ceived her Bachelor of Arts degree. Follow- 
ing tills, she studied law for two years at 
the University of Sherbrooke. In 1962, she 
graduated from the Notre Dame Hospital 
School of Nursing in Montreal and since 
then has been engaged in private nursing. 
Miss Audet's interests are varied and 
include sports, travel and art. 


The Association of Nurses of the Province 
of Quebec has announced the appointment 
of Cécile Gauvin as Assistant-Registar. A 
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LUCILLE H. AUDET 


native of Magog, Quebec, Miss Gauvin 
received her professional education at St. 
Vincent de Paul General Hospital, Sher- 
brooke, Quebec, and at Institut Marguerite 
d'Youville, Montreal, where she received her 
bachelor of nursing degree. She also holds 
a bachelor of arts degree from Sherbrooke 
University. 
Miss Gauvin has had several years' ex- 
perience with the Quebec Ministry of 
Health. Prior to her present appointment, 
she was on staff at the Albert Prévost Ins- 
titute, Montreal. 


- 
- 



 
CÉCILE GAUVIN 


The Alberta Association of Registered 
Nurses is pleased to announce the appoint- 
ment of three new members to its head- 
quarters staff: M. Louise Tod has been 
named committee coordinator, Mona V. 
Staves as nursing counselor and Donald J. 
LaBelle as public relations officer. 
Miss Too, of Mannville, Alberta, gradua- 
ted from the Royal Alexandra Hospital 
School of Nursing in 1953 and, since that 
time, has held positions at Lacombe, Van- 
couver, Montreal, Bermuda and Edmonton. 
Her most recent employment was with the 
University of Alberta Hospital where she 
was successively general duty nurse, head 
nurse, clinical instructor and evening super- 
visor. In 1956 she completed a course in 
neurological nursing at the Montreal Neuro- 
logical Institute. She obtained a Diploma in 
Hospital Nursing Service at the University 
of Saskatchewan in 1961-62. Last year, she 
completed the requirements for a Bachelor 
of Nursing degree at McGill University. 


M. LOUISE Too 


Miss Staves, formerl}- of Hdnna, Alberta, 
assumes the new position of nursing coun- 
selor. It is hoped that the professional 
association will be brought closer to the 
individual members through promotion of 
thei'r professional development and a more 
harmonious work environment. 
Miss Staves completed the first year of 
th:: B.Sc. program at the University of Al- 
berta, and graduated from the University 
of Alberta Hospital in 1953. In 1962 she 
obtained a teaching and supervision diploma 
from McGill University, specializing in 
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MONA V. STAVES 


medioal-surgical nursing, and curriculum 
development. She returned to McGill during 
the 1963-64 university term, enrolling in 
administration in hospitals, and took courses 
leading to a Bachelor of Nursing degree. In 
the intervening years, Miss Staves was em- 
ployed at the University of Alberta Hos- 
pital where she held positions of general 
staff nurse, charge nurse, assistant super- 
visor, and supervisor in the operating room 
and central supply unit. 


, 
I 


DONALD J. LABELLE 


Mr. LaBelle, of Ottawa, joins the staff 
of the Association after nearly 15 years 
with the RCAF, serving in many admi- 
nistrative capacities in Can:ada and Europe. 
He entered the public relations field in 
March, 1963, at Air Force Headquarters in 
Ottawa and became the assistant public 
relations officer of the Alberta area in Ed- 
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monton in November of that year. During 
the spring of 1964, Mr. LaBelle graduated 
from the United States Army's School of 
Information, an eight-week course of public 
relations and journalism. He is a member 
of the Canadian Public Relations Society, 
Edmonton Chapter. 


The appointment of Amelia E. M, Webster 
as director of nursing of the Richmond 
General Hospital, Richmond, British Co- 
lumbia was announced recently. 


..... 


" 


AMELIA E. M. WEBSTER 


Miss Webster, who was born and edu- 
cated in Scotland, graduated from the Aber- 
deen Royal Infirmary in 1941 and received 
her midwifery certificate from the Royal 
Infirmary, Edinburgh in 1942. Following 
this, she worked as . staff nurse at the 
Simpson Memorial Pavilion and later, ward 
si'ster at the Aberdeen Royal Infirmary. 
From 1946 to 1957 she served as a nurs- 
ing sister, then matron, with Queen Eliza- 
beth's Overseas Nursing Service in Malaya. 
In 1958, after severnl months of general 
duty nursing, Miss Webster became a head 
nurse at the Vancouver General Hospital, 
a position 'She held until 1960 when she 
enrolled in the hospital nursing service 
diploma course at the University of To- 
ronto. Following graduation, she was IIp- 
pointed director of nursing, Kitimat Gen- 
eral Hospital, B.C. She recently has com- 
pleted requirements for a Bachelor of 
Scienoe in Nursing degree at the University 
of Toronto. 
Miss Webster'iS .interests and leisure-time 
activities include reading, travel, golf, cud- 
ing and horse-back riding. 


Four Sisters, all graduates of St. Joseph's 
School of Nursing, Peterborough, Ontario, 


"'" 


SISTER FRANCESCA 


left recently for Brazil to open a hospital 
in Itocoatiara, located 1000 miles from the 
mouth of the Amazon river in a remote 
jungle area. 



 


SISTER MARY AGNES 


The hospital was built by the Brazilian 
State of Amazonas but has not yet been 
opened, due to lack of qualified staff. The 
community has a population of 15,000 and 
most of the people are very poor and 
suffer from malnutrition. Many have 
malaria or leprosy. Fifty per cent of the 
children die before they are ten years old 
and few adults reach the age of 50. One 
doctor is avail'able for a total population of 
77,000. 
The nuns are spending four months in 
Helem, at the mouth of the Amazon, 
studying the Portuguese language and the 
history and cultllire of Brazil before taking 
over the hospital. On their departure from 
Canada, they were presented with a cheque 
THE CANADIAN NURSE 



for $1,450 from their School of Nursing 
Alumnae. 


" 


r 


SISTER MARY TERESA 


Sister Franc:esc:a, c.s.j., graduated from S1. 
Joseph's School of Nursing, Peterborough, 
in 1946, and received a diploma in nursing 
education from the University of Western 
Ontlario in 1951. Sister Mary Agnes, c.s.j., is 
a 1950 graduate and a 1951 graduate of 
the University of Western Ontario, where 
'She received a diploma in nursing education. 
In 1961, she secured her Bachelor of 
Science in Nursing Education from the 
University of Ottawa. Sister Mary Teresa, 
c.s.j., graduated in 1954. Sister St. Thomas, 
c.s.j., class of 1961, holds a diploma in 
x-ray technology. 


Shirley Y. Alc:oe, the first Editorial Ad- 
viser to the JOURNAL from New Brunswick 


Maude Alshorne '25, Clara (McCrea) 
Brown '22, Katherine Clark '18, Anne E. 
(Brooke) Hibbard '01, Jeannette Munro 
'16, Gladys (Parham) Parham '23, and 
Doris E, (Wilson) Pearson '37, The Mont- 
real General Hospital, Montreal, 
Quebec. 
Kathleen (Curtis) Anderson '40, Helen 
(Solloway) Chater '17, Gisele Doyon 
'62, Rhoda (McGregor) Eycleshimer '16; 
Madolin (Phelps) Follette '34, Edith 
(Hibbs) Fredette '14, Beverly (Annan- 
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and until reoently instructor of nursing, 
Teachers' College, Fredericton, N.B., is now 
in India with the World Health Organiza- 
tion. Her specialized field will be in ma- 
ternal and child health. 


- 


- 


SISTER ST. THOMAS 


Margaret (Russell) Kelly, head nurse 
in the delivery room at St. Joseph's Hospi- 
tal, London, Ontario, for the past 20 years 
v.as recently honored by London obstetric- 
ians and gynecologists. 
The doctors cantributed to a trust fund 
to establish a Margaret Russell Prize in 
obstetrics to be awarded to the nurse who 
obtains highest marks in obstetrics in her 
graduating year. Mrs. Kelly was also pre- 
sented with ,a silver tea service. 


On March 31. 1965, Hazel Brokenshke 
retired from the Victorian Order of Nurses 


In t1kmoAiam 


dale) Gourlay '43, Hazel (Hamilton) Orr 
'19, Annie Saunderson '23, Leona (Whit- 
worth) Seales '10, Margaret (Jackson) 
Stultz '28, Vancouver General Hospital, 
B.C. 
Mary Louise (Briggs) Davidson '46, 
Mary Elizabeth Gaines '64, St. Paul's 
Hospital, Vancouver, B.C. 
Alice (Archer) Higginson '06, Royal 
Victoria Hospital, Montreal, Que. 
Lillian Lynch, '14, Winnipeg General 
Hospital, Winnipeg, Manitoba. 


(Montreal Branch) after 26 years of service. 
A native of Halifax, Nova Scotia, Miss 
Brokenshire received her basic nursing 
education at The Montreal General Hos- 
pital, and her diploma in public health nw-s- 
ing from the McGill School for Graduate 
Nurses. Later, she graduated from Sir 
George Williams University with a Bachelor 
of Science degree. Her experience includes: 
general duty and head nurse responsibilities 
at M.G.H.; staff nurse, assistant supervisor 
and 'Supervisor with the V.O.N., Montreal 
Branch. 
At the annual meeting of the Montreal 
V.O.N., she was presented with a long- 
service pin by the Board. 


t 
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HAZEL BROKENSHIRE 


Mary (McGovern) McCormack '27, 
Mater Misericordia Hospital, Dublin, Eire. 
Lucy Merkley '27, Brockville General 
Hospital, Onto 
Diana Roubichaud '29, St. Charles Hos- 
pital, St. Hyacinthe, Que. 
Dorothy Freda Runge '32, Toronto 
General Hospital, Onto 
Sister Mary Esther '22, St. Joseph's 
Hospital, Peterborough, Onto 
Margaret Verey '30, Queen Victoria 
Hospital, Revelstoke, British Columbia. 
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Improving Hospital Productivity 


When any industry neglects human relationships, it pays a high price in absenteeism, 
turn-over, restricted work out-put, strikes and a waste of human resources. 


Man seeks an environment where he 
belongs and has a useful function. He 
wants to' see purpose in his life and 
feel pride in achievement. As early as 
1924, studies and experiments an hu- 
man relations in work settings were 
begun. These studies have shawn con- 
sistently that the motivation of the 
worker, the attitudes of employer and 
supervisor and the wark-group setting 
are of more importance than physicaJ 
environment and salaries, in productian. 
Experiments have shawn that: 
1. Workers who could choose their own 
work-group produced more. The employee 
who WIaS secure in her work group con- 
sidered it important that she "didn't let 
the other fellow down" and that she was 
regarded as a "good fellow." 
2. Participation in planning by the em- 
ployee led to increased work out-put. 
3. Workers .liked to be recognized, and 
when supervisor interest was demonstrated, 
morale improved. 
4. Personal problems affect work. This 
led to the establishment of counseling 
pl'Qgrams in many 
ndustri
. 
S. Workers were not governed primarily 
by economic motiv
. 


Human Relations Training Programs 
As awareness grew that good human 
relatians inside plants increased wark 
output and productivity, training 
pragrams in human relations far all 
levels af persannel became very im- 
portant. 
OrientatiO'n pragrams far new em- 
ployees have been established as ane 
means of human relatians imprave- 
ment. A good orientatian explains the 
policies af the hospitaJ, relates what the 
hospitaJ dffers in the way af benefits, 
and lets the emplayee knaw what is 
expected of him. During the initial per- 
iod af employment, many peaple ex- 
perience fear and insecurity. The 
orientatian program can sharten this 


Mrs. Post prepared this article as a part 
of a course in social psychology at Carleton 
University, Ottawa. 
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period af adjustment and help promate 
greater jab satisfactian. 
Inservice education programs illus- 
trate anather means taken by many 
haspitaJs to' establish happier persan- 
nel relatians. These pragrams keep 
prafessianaJ warkers up-to-date on 
medical advances ar may be a process 
af learning an the jab. 
Seminars, lectures, canferences and 
pep talks are aJsa ways af teaching ar 
improving human relatians and have 
became very popular. Variaus univer- 
sity seminars and shart caurses are 
available for hospitaJ administratars ar 
head nurses. Discussians, lectures, role- 
playing and case-methcxl 'presentatians 
are utilized to' develap understanding 
af human relatians. The case-method 
in valves the presentatian af realistic 
cases and provides far self-learning 
through discussian. The method aften 
illustrates that it is impossible to' ab- 
tain all the facts in any human situatian 
and that there may be nat just ane, 
but several salutians to' a problem. 
Anather methad af teaching manage- 
ment persannel abaut human relatians 
is the "T" graup ar sensitivity training. 
Its objective is to' imprave the indi- 
vidual's social interactian skills and 
to' give him an insight intO' his awn 
make-up. It alsO' provides an under- 
standing af group interactivity and a 
canceptian af haw powerful group 
pressures can be and haw vaJuable 
graup resaurces are. 
In recent years, the Canadian Hos- 
pital Associatian has recagnized the 
need to' train hospital executives. A 
two-year carrespondence course, with 
a ane-manth lecture program, has been 
set up far persons in executive pasi- 
tians in hospitals. This is in an attempt 
to' raise standards in haspital adminis- 
tratian. The Montreal Chapter af the 
Systems and Procedures Associatian 
alsO' provides a ane-year carrespond- 
ence caurse. This caurse stresses the 
human relatians function. 
Implications for Hospitals 
Recently, haspitals have became 


"big business" in aur urban centres. A 
large hospitaJ may emplay aver 2000 
peaple, treat more than 100,000 pa- 
tients each year and have an annuaJ 
aperating budget af aver 11 millian 
dallars. 
Patient care has become camplex 
and speciaJizatian af services has 
develaped. Modem hospitaJ adminis- 
tratars must coordinate the activities 
af many departments and services and 
delegate much af the responsibility far 
supervisian to athers. 
Rising demands far hospitaJ care 
as well as the increasing complexity 
af care have created a shortage af 
same professianal persannel - especi- 
ally nursing staff. Many hospitals 
have not been alert to' cammunity wage 
standards, warking canditians, and 
fringe benefits which industriaJ groups 
have lang demanded. 
Lately, relatianships between man- 
agement and hospital wark groups have 
deteriarated; establishment af unians 
and strikes have been suggested to' 
satisfy hospital problems. 
One af the biggest af these problems 
is the acute shartage af professianaJ 
nurses. Many nurses are farced to' 
assume administrative and supervisary 
positians without adequate preparatian 
or enthusiasm for the job. 
Nursing supervisars must cammuni- 
cate with many people: nurses, dactors, 
patients, maids, families, service 
people, reporters, and many athers. 
Ability to' mativate people to' work 
and to' get alang tagether mare effect- 
ively is essential. 
An emergency department staff 
must be aWare that their relatianships 
with the public affects the hospital 
image. This department is the anly 
part af a hO'spital many people ever 
see. Training in human relatians is 
necessary alsO' at the infarmatian desk, 
the cashier's affice and the switch- 
board. A tactless reply from any af 
these 'persannel reflects poarly an the 
hospital and unrlermines canfidence in 
it. 
In ane haspitaJ, an executive hause- 
THE CANADIAN NURSE 



keeper went away for a one-year 
course at a university. The department 
began to improve from the day of her 
return. Her change in attitude result- 
ed in happier employees, less absent- 
eeism and turn-over. The workers 
began to take pride in their part of 
the running of the hospital, and the 
quality of their cleaning improved 
greatly. 
A few hospitals have developed 
employee handbooks, hospital news- 
letters, patient information booklets 
institutional brochures and annual re- 
ports. These have helped to improve 
communications and aided in avoiding 
misunderstandings. 
To be effective, any human relations 
training 'Program, large or small, must 
be oriented to the needs of the organ- 
ization and the individual. Two 
factors are necessary in selecting per- 
sons to attend special courses: they 
must desire the new knowledge and 
they must be able to derive something 
from the course. 
Some of the benefits of the train- 
ing courses are not readily apparent. 
Very short courses may only make the 
individual aware of available litera- 
ture. Some courses will stimulate the 
worker to work up to his capabilities. 
This is an intangible result that shows 
up eventually in better satisfied em- 
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UNITED HOSPITAL 
PORT CHESTER, N. Y. 
on 
LONG ISLAND SOUND 


Staff Positions ovoiloble in exponding 
general voluntory hospitol. Good salary ond 
personnel policies - rototing shifts - liberal 
differentiol for 3-11 & 11-7 - opportunity 
for odvancement. 25 miles 'rom New York 
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New York World's Foir. Arrangements for 
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ployees. Another benefit of training 
programs is that they provide a meet- 
ing between levels of workers and 
sharing of ideas between them. 
It is vital that a hospital be willing 
to utilize the results of the courses. 
The "climate" of the hospital setting 
must be such that the person who has 
participated in a course may be free 
to initiate constructive improvements. 


that the board, the administrator and 
the director of nursing support any 
human relations or preparation for 
leadership programs. They must be 
prepared to allow their employees to 
grow and to utilize their trainings. 
The time element must be secondary 
to morale and service in patient care. 
Considerate leadership will help pre- 
vent accidents, turn-over of staff, low 
morale and absenteeism. A hospital 
must sell itself and its services, and, as 
an essential to good service, human 
relationship training is essential and 
all available resources should be used. 


Summary 
Hospitals can benefit in two ways 
from this study. As hospitals tend to 
be run on authoritarian lines, it is vital 
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GUY'S 


HOSPITAL 


lONDON 


TO RECISTERED NURSES OF 
ACCREDITED SCHOOLS OF NURSING 


If you are visiting Greot Britoin, why not widen your 
professionoJ experience ond consider joining the stoff of 
Guy's Hospitol? 
Appointments for one year ore offered in all branches 
of general nursing - six months in the specialised units 
and privote patients' wing. 
The furnished accommodotion is excellent ond 01/ 
modern facilities ore ovailoble. The Hospitol is ideolly 
situoted for exploring London. 


Those nurses who are interested and would like lurther 
inlormation, please write to: 


The Matron 
GUY'S HOSPITAL 
London r S.E.I. 
gIVIng details 01 YOllr nursing training, and subsequent 
experience. 
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ADVERTISING 


RA TES 


Canada and Bermuda: 
$7.50 for 6 lines or less; $1.00 for each additional line 
U.S.A. and Foreign: 
$10.00 for 6 lines or less; $2.00 for each additional line 
Rates for display advertisements on request 
All advertisements published in both English and French issues. Closing 
date for insertion or cancellation orders. TWO MONTHS prior to date of 
publication. 


The Canadian Nurses' Association has not yet reviewed the personnel poli- 
cies of the hospitals and agencies advertising in the Journal. For authentic 
information, prospective applicants should apply to the Registered Nurses' 
Association of the PrOl'ince in which they are interested in working. 


Address correspondence to: 


THE CANADIAN NURSE JOURNAL 


ALBERTA 


Di..cto. of Nursing position ovoiloble July I, 1965 
for a 120-bed Nursing Home located in Calgary. 
Salary $350 to $425. Apply to: Administrator, 421 _ 
16th St. N.W., Calgary, Alberta. 1-14-14 
Dir.ctor of Nursing for modern and busy active 
treatment 27-bed hospital. Accommodation available 
in nearby re-sidence. For further particulars, contact: 
The Administrotor, Municipal Hospital, Hinton, 
Alberta. 1-47-1 


Matron for small l4-bed hospitol in South Eastern 
Alberta. 40 hour week. Starting salary of $425 per 
month with increments of $10 at six, twelve, tWen- 
ty-four and thirty-six months. Maintenance $40 per 
month, suite provided in hospital. Apply stating 
Qualifications, references and dote available to: L. 
V. Clemence, Administrator, Cereal Municipal Hos- 
pital, Cereal, Alberta. } -20-1 
Regilt.red Nunes {Immediately} to fill staff vacancies 
and for summer relief in SO.bed active treatment 
hospital in beautifully situated town on the Atha- 
basca River close to popular lake resorts; bus 
service twice daily to Edmonton (2 V. hours). Salary 
range $330.$390 depending on experience. O.R. and 
Oble experience an asset. 5 day, 40 hour week, 
revolving shifts; full maintenance in nurses' residence 
including laundering of uniforms $35 per month; 
M.S.I., Blue Cross, and pension plan in effect. 
Apply or write for further information and per- 
sonnel policies to: Matron-Administrator, Municipal 
Hospital, Athabasca, Alberta. 1_1_1 
Registttred Nunes (2 immediately) one permanent 
and one summer relief for a 20.bed hospital. Se- 
parate residence, salary $355, yearly increments, 
outside experience considered. Apply to: Matron, 
Municipal Hospital, Myrnam, Alberta. 1-66-1 
REGISTERED NURSES for 44-bed active treatment 
hospital. Solary range from $335 up with experience 
recognition. Good penonnel policies, Pension, Medical 
and Hospitalization plans, 40 hour week, excellent 
sick leave and holiday schedule. Apply: Holy Cross 
Hospital, Box 339, Spirit River, Alberta. } -81-1 
R.gist.red Nun.. (immediately) for 54-bed hos- 
pital. 8asic salary $330 per month with 4 annual 
increments to $390, increment adjusted to previous 
experience. Group Medical, hospitalization and pen- 
sion plans. 40-hour week, 31 days vacation after 
one year, accommodation in residence $35. Apply: 
Director of Nursing, Municipal Hospital, Vermilion, 
Alberta. 1 -90-2 
R.gist.red Nurses (2) for 38-bed and 9 bassinette 
active treatment hospital in progressive town on 
paved highway 80 miles S.E. of Edmonton. Basic 
salary $340 with increments to $400. Recognition 
of recent satilfactory experience. Excellent personnel 
policies and working conditions. Apply to: The 
Director of Nurses, Municipal Hospital, Viking, 
Alberto. 1-91-1 
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R.gist.r.d Nun.. for General Duty in active 21-bed 
hospitol. Monthly salary $330 to $375 depending 
on years of experience. M.S.I. and Pension Plan. 21 
days' vacation per year plus 9 statutory holidays. 
For further particulars apply to: Director of Nursing, 
Municipal Hospital, Berwyn, Alberta. 1-8-1 
R.gist.r.d Nurs.s for G.nerol Duty (2) O.R. Training 
helpful. Starting salary $330, annual increments to 
$390. Board and room $30 per month. Group medical 
insurance and pension plan available. Apply to: 
Matron, Bow Island General Hospital, Bow Island, 
Alberto. 1-11-2 


REGISTERED NURSES for General Duty, positions are 
available on a variety of services. Excellent per- 
sonnel policies and working conditions. Salary scale 
$330 - $390, previous experience is recognized. 
Apply to: Assistant Personnel Director, Royal 
Alexandra Hospital, Edmonton, Alberta. 1-33-9 
R.gist.r.d Nunes for General Duty for 34-bed Gen- 
eral Hospital. Salary $340-$400 per month. Com- 
mencing with $335 with I year and $370 with 3 
years practical experience. Full maintenance avail. 
able at $35 per month. Pension plan. Train fare from 
any point in Canada will be refunded after I 
year employment. Hospital located in a town of 
1,100 population, 85 miles _ from Capital City on a 
paved highway. Apply to: Municipal Hospital, Two 
Hills, Alberta. Phone 335. 1-88-1 
Generol Duty Nunes for modern 6O-bed fully ac- 
credited hospital situated 70 mi. northwest of Ed- 
monton. Good personnel policies. Residence accom- 
modation. For further particulars apply to: Adminis- 
trator, St. Joseph's Hospital, Barrhead, Alberta. 
1-3-1 


G.neral Duty Nurs.. for well-equipped 6O-bed hospital 
in active town of 3,500. Solary $330-$390 for Alberta 
registered; $320 for non-Alberta registered. New se- 
parate residence, excellent personnel policies and 
working conditions. Apply to: Director of Nursing, 
Brooks General Hospital, Brooks, Alberta. 1-13-1 
GENERAL DUTY NURSES - salary range $3,780 to 
$4,500 per annum. 40 hour work week, modern liv. 
ing-in facilities available at moderate rates, if de- 
sired. Civil Service holiday, lick leave find pension 
benefits. Apply to: Baker Memorial Sanatorium, De. 
partment of Public Health, Calgary, Alberta. 1-14-3 
General Duty Nun.. (2) for modern 22 bed active 
hospital in Eost Central Alberta, on Highway 12. 
Salary schedule $350 - $390, 40 hour week, pension 
plan and group M.S.I. Full maintenance in nurses' 
residence $30, available. Apply to: Matron-Adminis- 
trator, Consort Municipal Hospital, 50x 310, Consort. 
Alberta. 1.24-1 


General Duty Nurses for modern 25-bed hospitol. 
Salary range $355-$400. New staff residence. Full 
maintenance $35, personnel policies as per AARN. 
Apply to the: Director of Nurses, Municipal Hospital. 
Coronation, Alberta. 1-25-1 


General Duty Nur_ and Certified Nuning Aid.. 
for modern 70-bed hospital. Salary $355 and $230 
respectively; credit for experience; shift differential 
for R.N.'.., liberal policies, accommodation avail- 
able. For further particulars apply to: Administrator, 
Providence Hospital, High Prairie, Alberto. 1 -.c5- 1 
Gen.rol Duty Nune for active 27-bed hospital. 
Modern industrial town 16 miles from Jasper Park 
on Mainline C.N.R. Interest in operating room an 
asset. Salary as per AARN recommendation. Full 
board in modern residence $35 monthly. Apply: 
Director of Nursing, Hinton Municipal Hospital, 
Hinton, Alberto. '-.c7-1 A 
Gen.ral Duty Nunes for 50-bed active General 
Hospital situated in central Alberta on main highway 
between Calgary and Edmonton. Salary $330-$390 
per month commensurate with experience. Full main- 
tenance in residence $35/m. Apply to: Mrs. E. 
Harvie, Matron-Administrator, General Hospital, la. 
combe, Alberto. 1-54.1 
Graduat. Nun.s. Solary: $330 to $39O/m. 5 day, 
4O-hr. wk., 31 days paid vacation after 12 mo. 
continuous employment, also generous sick time and 
pension benefits. For further particulars please apply 
to: M. Hawkes, R.N., Superintendent of Nurses, Mu- 
nicipal Hospitol, Drumheller, Alberta. 1-31-2 


BRITISH COLUMBIA 
OPERATING ROOM SUPERVISOR for 168-bed acute 
General Hospital in Okanagan Valley. RNABC po. 
licies in effect. Building programme includes new 
O.R. suite. Position open by mid-Moy. Apply to: 
Director of Nursing, General Hospital, Kelowna. 
British Columbia. 2-34-1 
Op.,ating Room Head Nune ($390-$471) and Generol 
Duty Nurs.. for fully accredited 113-bed hospital 
(82 beds in use) in N.W. B.C. Excellent fishing, 
skiing, skating, curling and bowling. Hot-springs 
swimming nearby. Salaries: B.C. Registered $355- 
$428. Non-Regist
red $340. Room and board $50. 
Apply: Director of Nursing, General Hospital, Kiti- 
mat, British Columbia. 2.361A 
R.gi.t....d Nun.s for General Hospital with School 
of Nursing, situated in the I nterior of British C
- 
'umbia. Large expansion project due to open this 
vear. Personnel policies as recommended by RNASC. 
For further information apply to: Director of Nurs. 
ing, Royal Inland Hospital, Kamloops, British Co- 
lumbia. 2-32-1 
Regist.red Nunes or Graduat. Nun.. for 75.bed 
hospital completed in September 1962. Salary B.C. 
Registered Nurse $340-$413. Non-B.C. Registered 
Nurse $325. RNABC policies in effect, group medical 
health plan, superannuation. Very active town in 
Cariboo ranching country. excellent personnel poli. 
cies. Applv: Director of Nursing, Coriboo Memorial 
Hospital, Box 430, Williams lake, British Columbia. 
2-80-1 
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popped up! The page numbering has all gone crazy! We hope you do not get lost. Please consult 
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BETWEEN OURSELVES 
(Continued ',om pøge 50.) 
"A Normal Newborn." Elsie Ruth Kirk, 
a student at Calgary General Hospital, and 
Margaret Wood, a student at The General 
and Marine Hospital School of Nursing, 
Owen Sound, Onrario, both received Hono- 
rable Mention for their papers "It' a Girl '" 
and "The Patient Has Cholecystitis." 
. . . 
According to an eminent authority in the 
U.S.A., writing in Ciba's Clinical Symposia, 
more rhan fifteen hundred normal, healthy 
children die each year as a result of their 
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own curiosity. They ingest poisonous 
substances which they have discovered in 
medicine cupboards, wastepaper baskets. 
laundry rooms, and so on. Often, those 
who surv
ve the ingestion of poison are left 
with permanent disabilities such as eso- 
phageal stricture, liver Or kidney damage. 
These tragedies can be prevented. In too 
many cases, they OCcur because of parents' 
negligence in following this simple rule: 
keep all household chemicals, poisons and 
drugs in locked cupboards or other inac- 
cessible places where they will be out of the 
reach of children. 
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THE AMAZING NO-WATER NO-PASTE TOOTHBRUSH ELIMINATES THE MESSY 
TlME.CONSUMING NURSE-PATIENT TOOTH BRUSHING DRILL FOREVER 
One demonstration and the patient can do it himself 
IN DAILY USE IN HUNDREDS OF VETERAN AND GENERAL HOSPITALS 
IN CANADA AND THE UNITED STATES 
Officially approved in government hospitals 
A SPECIAL MESSAGE TO ALL "NURSES IN CHARGE" 
Please write for your special samples of the greatest time-saver in nursing care, especially with these 
patients-RECOVERY ROOM AND INTENSIVE CARE-CONTAGION WARDS-ORAL SURGICAL 
WARDS-CHilDREN'S WARDS-BEDFAST PATIENTS-NURSING HOMES-PSYCHIATRIC WARDS 


TOOTHETTE 


The no-water-no-paste disposable toothbrush "Cleans better than a toothbrush" 
A HOSPITAL TESTED PRODUCT OF 
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Despite conrinuous warnings to parents 
about the dangers of leaving poisonous 
substances about, and despite conscientious 
vigilance by most parents, poisoning ac- 
cidents will continue to OCCur. In these cases, 
immediate treatment is mandatory. The 
unabsorbed poison, if taken orally, must be 
removed; the poisonous substance must be 
identified and an antidote administered. 
It is often difficult for medical personnel 
to derermine the ingredients and. therefore, 
the antidote for the substance that has 
been ingested. For this purpose, and to 
provide suitable treatment facilities for such 
emergencies, Poison Control Centres have 
been set up in many hospitals throughout 
North America. Dr. W. A. Oatwa)', as- 
sistant administrator, medical, ar The Monc- 
ton Hospital, in New Brunswick, describes 
these centres and lists the information and 
equipment which should be available in 
them. 
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Several months ago we told you that 
binders, large enough to hold a year's sup- 
ply of JOURNALS in the new size, plus the 
annual index, were on order. The first 200 
of these binders. with the English title on 
the back, bave just been received. Silflce 
each is made by hand, we have been told 
that 200 more wiH be delivered to us each 
month until the order is complete. How- 
ever if you are waiting for yours, get 
your order in quickly. This is a case of first 
come, first served. 
With more material required in their 
manufacture, and increased costs, both of 
material and labor, the price of the new 
bi'nders is $4.50 each. Please send your 
cheque or a postal note with your order. 
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Over the years, since the original supply 
of reprints of the series of articles on "Sim- 
plified Parliamentary Procedure" was all 
sold, many of you bave enquired about the 
possibility of another press run being made. 
We are pleased to let you know that the 
new reprints are now available. Happily, 
we can supply them to you at the same 
price as previously: 
Single copies - 25 cents each 
5-24 copies (one order) - 20 cents each 
25 or more copies (one order) - 
15 cents each 
Although this series of articles appeared 
first in the 1958 issues, the basic principles 
and techniques employed in the conduct of 
meetings has not altered in any respect 
during this seven-year interval. We regret 
that the material is available in English only. 
A small supply of reprints of the series 
of articles on Burns (May, 1965) is now 
available. This ten-page reprint may be 
purchase for 10 cents per copy. For any 
reprints or for the binders. address your 
order directly to: 
The Canadian Nurse 
1522 'Sherbrooke Street West 
Montreal 25, Quebec 
THE CANADIAN NURSE 



To save you time 
. . 
m answering 
questions about menstruation 


When girls bring their questions to you, you 
may not always have as much time as you'd like 
to spend talking with them. As a timesaver for 
you, we have prepared a 24-page booklet called 
"Accent on You" which answers many of the 
questions young girls ask-or would like to ask 
-about menstruation. All these questions have 
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actually been asked of Tampax educational con- 
sultants, and they reflect the lack of information 
and genuine concern young girls have about 
menstruation. 
Also available for your instructional use is a 
set of the classic anatomical charts in color by 
R. L. Dickinson, M.D. illustrating the female repro- 
ductive system. These are laminated in plastic for 
permanence; suitable for grease-pencil use and 
erasure. A second booklet, "It's Time You Knew," 


tells, in terms the more mature girl understands, 
why menstruation is part of a woman's life. 
We will be happy to provide you with a free set 
of the anatomical charts and samples of the book- 
lets for your evaluation. You may then order as 
many free booklets as you need. Return the cou- 
pon on this page for your requirements. 
Tampax vaginal tampons themselves solve 
many of the problems a young girl experiences 
during menstruation. Tampax is so comfortable to 
wear that she will be unaware of its presence once 
it is properly in place. She'll feel cool, clean and 
fresh all during the menstrual period, too, be- 
cause Tampax, placed internally, allows no odor 
to form and it is hygienic. A young girl will also 
appreciate the freedom that comes from wearing 
Tampax. Sitting, walking-all activities are made 
as comfortable during menstruation as at any 
other time of the month. 
Tampax is available in Super, Regular, and 
Junior absorbencies. Explicit directions for inser- 
tion are enclosed in each package. 


TAM PAX 
Internal sanitary protection for better menstrual hygiene 
r l 
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P.o. Box 627, Barrie. Onto 
I Please send me a free set of the laminated Dickinson I 
I anatomical charts, and samples of the two booklets along I 
I with an order card for easy reordering. I 
I Name I 
I I 
I Address I 
I CN.' I 
I I 
L_______________________
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IPPB DEVICE 
(CHEMETRON CORP.) 
Description - A lightweight, low-cost intermittent positive pressure 
breathing apparatus (IPPB) said to bring neW convenience and sim- 
plicity to the treatment of respiratory cripples. The "NCG IPPB" 
administers pressure breathing during the inspiratory phase in cases 
of emphysema and other chronic pulmonary disorders. Advantages are 
its small size, simplicity of operation, and ease of cleaning. The entire 
unit. inciudinQ mask or throwaway mouthpiece, weighs 14 ounces. 
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Heart of the apparatus is the IPPB mechanism, a pressure-sensitive 
cycling device that fits easily into the palm of the hand. Fingertip 
controls enable doctor or patient to adjust the inspiratory flow rate 
and the inspiratory pressure. A sensitivity control, regulating the in- 
halation effort that must be made by the patient, is adjustable from 3 
centimeters of water negative pressure to full automatic, at which 
position the unit "breathes" the patient. 
A flow-adjustable nebulizer for simultaneous administration of 
vaporized medication, mounted behind the inhaler valve mechanism, 
can be quickly cold-sterilized with the rest of the unit. The main valve 
is autoclavable. 
The NCG IPPB, which delivers a pre-set admixture of oxygen and 
air, is adaptable for USe with piped Or cylinder Oxygen. The unit is 
held in place by a chain around the neck, enabling the patient under- 
going treatment to rest in bed or mOve about a room freely. 
Write National Cylinder Gas division of Chemetron Corporation, 840 
N. Michigan Avenue, Chicago } 1, Illinois for further information. 


ION ACTIVATOR 
(AMARK) 
Description - A new ionizer type air purifier that eliminates odors. 
The Ion Activator effectively destroys odors by discharging controlled 
quantities of ozone and negative ions. Four models are available, with 
deodorizing capacities ranging from 1500 to 15,000 cu. ft. It is cOm- 
patible with air conditioning and ventilating systems. 
For further information write: Amark Ltd;l Box 520, Scarborough 
"A", Ontario. 


DIET SPREAD 
(E. D. SMITH) 
Description - A special institutional pock of diet spreads for hos- 
pitals and other large bulk users. Five varieties - strawberry, orange, 
raspberry, cherry and black currant - will nOw be available in }6 
fluid ounce sizes. Up to two teaspoonfuls of these spreads per day can 
be used exchange-free for diabetic diets. Sweetness in the sugarfree 
spreads is provided by sodium cyclamate and saccharin. 
Information will be supplied by Stanfield, Johnson & Hill, 255 
Davenport Rd., Toronto 


The Journal presents phørmaceutica/s for information. Nurses understand thot only a physician may prescribe. 
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DRAINAGE SYSTEM 
(RUSCH) 
Description - A new urinary collection unit that permits the choice 
of a closed or open system. The heavy duty bag is made of clear vinyl 
and may be used for long Or short-term patient care. Graduations are 
calibrated from 5 cc. to 2000 cc. and a wide mouth cap assures rapid 
emptying and flushing. 
A unique feature is the DeltaSlide, a triangular steel rack which is 
slipped between the mattress and spring to anchor the bag instantly. 
It provides a convenient handle for the ambulatory patient and may 
also be used under the cushion of on armchair or couch. Because of its 
wide opening, it may be hung from any convenient knob Or projection. 
It is easily moved during changing Or bed making. 
The unit is supplied with 60" of clear vinyl tubing, equipped with 
a universal connector which is protected by a cap. It cannot fall into 
the drainage, and a simple clamp prevents dripping while the bag is 
being emptied. 
The company announces that, in addition to the basic bag and drain- 
age tube assembly, it will also supply a unit containing a light-weight 
male urinal, and a catheterization set that includes a preconnected 
Rusch Foley Valve Catheter (5 cc. or 30 cc., in several popular sizes). 
This comes complete with towel, bacteriostatic lubricant, cleansing 
wipes and a cellophane sleeve to protect the catheter from contamination 
during insertion. A brochure is available upon request from Rusch of 
Canada Ltd., 25 Grenville Street, Toronto 5. 
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SUCTION PUMP 
(GOMCO) 
Description - A new, explasion-proof, thermotic pump for draining 
internal organs during surgery. Designed for surgical procedures re- 
quiring suctions as mild as 90 mm. or 120 mm. mercury, the new 965-A 
model is listed by Underwriters' laboratories Inc. and Canadian Stand- 
ards Association as being safe for use in hazardous locations. It is 
equipped with enclosed explosion-proof suction unit, sealed-in ex- 
plosion-proof switch, and 3-conductor cord with explosion-proof plug. 
Costers, bottle stoppers, and tubing electrically conductive. The new 
unit has an easily cleaned lumitone finish, stainless steel top, chrome- 
plated fittings, and patented Aerovent Overflow Protection. Unit occupies 
about 1sq. ft. of floor space, is automatic, attention-free, and noiseless. 
Complete information may be obtained from leading Hospital and 
Surgical Supply Dealers, or by writing Gomco Surgical Manufacturing 
Corp., 828 East Ferry Street, Buffalo, New York 142} 1. 


EASY BATH SIT DOWN SHOWER 
(QUEEN SALES, INC.) 
Description - A sit down shower unit. Available in either stationary 
or mobile models. The Easy Bath was designed for Use in hospitals and 
nursing homes. The seat slides forward for easy access, either from a 
standing position or wheelchair, then slides inside the cabinet. The seat 
is also designed as a sitz bath. The cabinet is of molded fiberglass. 
The sides are recessed to provide ample rOom for the attendent. 
Literature available on request from Jack R. Jones Agencies, 602-7th 
Ave. S. E., Calgary, Alta. 



REGISTERED 
NURSES 
new york city 


- 500 bed accredited teaching hospital 
with all services. 
- Expanding facilities in PSYCHIATRY, 
OPERATING ROOM and OBSTETRICS. 
- Starting salary $425.00 per month, 
shift differential. 
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What can 
... I take for 
heartburn 
I 
, or acid 
\ indigestion? 


The answer- TUMS! These mild, minty 
tablets are so practical to recommend 
because they're fast acting, long lasting 
and safe - made of the finest antacid 
ingredients. They're economical too- 
only a few cents buys enough for several 
doses. And they leave no aftertaste- 
no water or glass needed. 


- Liberal personnel policies, tuition assistance. 
- Must be eligible for New York State license. 
- Applications and details furnished on request. 


W rife fo 
Director, Nursing Service 




r//

 


428 WEST 59th STREET. NEW YORK 10019. N. Y. 


Smoking and You is an II-minute, 
color and sound film available for health 
education groups. Diagrams show what 
smoking does to the throat and lungs. At 
least 16 chemicals inhaled by the smoker 
are shown as carcinogens. An arresting 
graph compares the rise in smoking during 
the last 50 years with the rise in lung 
cancer deaths and finally - perhaps the 
most useful sequence of all - are some 
shots suggesting that smoking. far from 
being glamorous or manly, is a rather 
dirty habit. 
This film would perhaps be useful in 
high school health teaching. Further in- 
formation is available from the Canadian 
Film Institute, 1762 Carling. Ottawa 13, 
Ontario. A service charge is made. 


The Mechanism and Control of Nausea 
and Vomiting is a 20-minute, color, sound 
(English and French sound-tracks available) 
film. It uses cinefluoroscopy and animation 
techniques to review some at the disease 
states that cause vomiting, and illustrates 
the roles of the gastrointestinal, respiratory 
and central nervous systems in the vo- 
miting act. The film is rather det,dled and 
technical for nursing audiences, but is 
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well done and could be used for an extra 
t
ching aid in schools of nursing. 
Loans may be reqtæsted from Smith, 
Kline & French, 300 Laurentian Boulevard, 
Montreal 9, Quebec. 


Just Four Minutes is a 26-minute, color, 
sound (English only) film presenting the 
practical management of Oardiac Arrest. A 
planned program of action is shown in the 
operating room when a cardiac arrest occurs 
during a herniorrhaphy. The duties of the 
surgeons, nurses and anesthesiologists are 
clearly portrayed. The techniques employed 
in emergency thoracotomy and cardiac 
massage are shown. 
The film is available on loan from 
Winthrop Laboratories Films. 1875 Leslie 
Street, Don Mills, Ontario. 


A new 16mm. film in sound and color, 
Search Without End dramatizes the prob- 
lems of finding new lifesaving drugs, then 
producing and marketing them. It is 
available at no charge for service clubs, 
education groups, film libraries and tele- 
vision showings. Filmed entirely in Canada, 
it depicts the story of one of the most 
important groups of prescription drugs - 


cortisone and its derivative'S. The film 
shows the importance of synthetic drugs to 
the national health and provides many 
answers to questions frequently asked by 
Canadians about drugs. The film emphasizes 
the need for testing drugs, and for keeping 
doctors, hospitals and pharmacists inform- 
ed of the latest developments. 
The films, which runs for 14 minutes, 
was produced by Crawley Films of Ottawa. 
It is available by writing to: Pharmaceutical 
Manufacturers Association of Canada, 301- 
311 Royal Bank Building, 90 Sparks 
Street, Ottawa. - 


Auditory Screening of Infants is a lS- 
minute, sound, color film which demon- 
strat
 a practical te<:hnique that may be 
used for the early detection of hearing im- 
pairment -and deviation'S in the normal pat- 
tern of motor and mental development in 
infants. eight to nine months of age. The 
test does not measure hearing, but helps to 
identify those infants in need of further 
study and could be readily carried out at 
child health clinics. 
Information on thi5 film may be ob- 

ained from: Information and Publicity 
Branch. Ontario Dept. of Heoalth, Parlia- 
ment Buildings, Toronto. Ont. 
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Letters to the Editor are welcome. Only 
SIGNED letters will be considered for 
publication. Name will be withheld from 
the published letter at the writer's request. 
Dear Editor: 
If THE CANADIAN NURSE can maintain 
the calibre of articles published in recent 
months, there is little doubt but what it 
will be considered the top nursing journal 
available in English for clinical material. 
Your arrangement of material, i.e., group- 
ing a number of related articles rogether 
in one issue, seems popular with readers, 
not only here, but elsewhere as I journey 
round the country. The March issue contain- 
ing neurologicaD. mafurial. for example, 
became required reading for our basic 
collegiate students in one of the nursing 
courses. The new format is well liked, too. 
Congratulations! - Helen Creighton, As- 
sociate Professor, University of Southwestern 
Louisianna. 


Dear Editor: 
I was very impressed with the March '6S 
issue of the JOURNAL. It contains heart.- 
warming items as well as information that 
make us thank the Lord that w
 have good 
health. - Anne Bohnert, Onto 


Dear Editor: 
All those who have attended The School 
for Graduate Nurses, McGill University, 
will be pleased to know that the writing of 
the story of the School from 1920 to 1964, 
"In Caps and Gowns," has been completed 
by Barbara (Logan) Tunis. To be published 
soon by. the Alumnae Association, this well 
documented history is most interesting and 
useful, not only as a record of the develop- 
ment of the School bur also as a part of the 
history of Canadian nursing. Many bio- 
graphical sketches of nurses who were and 
are associated with the School lend warmth 
and color to the story. 
On behalf of the Flora Madeline Shaw 
Memorial CommiUee, we urge all members 
of the Alumnae and former students, to 
assist us in this worthwhile project by 
sending an order in as soon as possible. The 
price, which will be reasonable, hinges to 
a considerable degree on the number of 
copies ordered. Order your copy right away 
by writing to: 
The School for Graduate Nurses, 
3506 University Street, 
Montreal 2, Quebec. 
- Eileen C. Flanagan. 
. After readi
g the manu
cript, 
e . heart- 
ily endorse MIss Flanagan s descrIption of 
this history. It is a splendid tribute to the 
indomitable courage and faith of a small 
group of women - Flora Madeline Shaw, 
Bertha Harmer, Marion Lindeburgh, E. 


Frances Upton, and the author of this 
letter herself. School of nursing libraries, 
particularly those in other universities will 
wish to order copies as well as the individual 
graduates. _ Editor. 


Dear Editor: 
I would like to congratulate you and 
your staff on the new format" of THE 
CANADIAN NURSE. It is really an improve- 
ment. 
Could you, at sometime in the future, 
include an article about "myxedema" and 
the effects of low met'abolism? - (Mrs.) 
Ruth Rule, Onto 
. We will try to get the material you 
request. - Editor. 


Dear Editor: 
It is well known that hospitals lack 
sufficient nursing staff during the summer 
months. One doctor, writing in this journal 
last January, suggested that nurses' vaca- 
tions be spread over a longer period of time 
in the year to offset this shortage. I do not 
believe that this is the answer - at least 
not until such time as nurses' salaries 
would permit them to fly to some south-sea 
island for two or three weeks if they were 
assigned a winter or early spring vacation. 
For, unless one is an enthusiastic skier, there 
is little to do during these months. Married 
nurses would be most unlikely to agree to 
spend their entire summer in the city while 
their husbands were away on vacation. And 
why should single nurses suffer? 
It is true that many nurses contribute to 
the summer shortage by resigning from the 
staff sometime in June or early July. But 
who can blame them? A friend of mine 
who is on staff at a large city hospital was 
given five, rather than ten days off in 
June - all week-days, and no two days 
off together - and worked fifteen days 
without a day off. The days owed to her 
were attached to the beginning of her vaca- 
tion in the middle of July, and it was sug- 
gested by t"he supervisor that she come 
back to the ward to work these days for 
extra money! Is it any wonder that nurses 
leave the hospital staff before the summer 
begins? 
I do not know the answer to the problem 
of the nursing shortage during July and 
August. I do know, however, that the pro- 
blem is increased ten-fold by neglecting the 
needs of our existing staff members. - 
R.N., Ontario. 
Dear Editor: 
In the world of today, great stress is 
put on education. An individual needs more 
all the time to obtain a position in any 
profession. This certainly applies to the 
nursing profession where certificate, degree 
and even master's courses are being en- 
THE CANADIAN NURSE 
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College-Medical Division 
The Ryerson Press, 
299 Queen Street West, 
Toronto 2B, Ontario. 


Anusol 

 (suppositories and ointment) 
Anusol will not mask 
symptoms of serious 
rectal pathology. 


NEW 
10th 


edition . _ . 


every 
section 


contains 


the 


most 


recent 


medical 
knowledge 


1408 pages 
224 illustrations 
$7.50 


Prompt and 
long-lasting relief 
of pain, itching and 
general discomfort 


. TORONTO, CAN 


couraged. It seems to me that this leads 
fo a seeking of status, of more money and 
of more pleasure. Unfortunately, many of 
us seek these things instead of searching 
for the true values in life. 
True, nursing should strive for profes- 
sional status, but we will soon face a dilem- 
ma: so many nurses are taking advanced 
courses in supervision and administration, 
that we may end up with too many leaders 
and not enough followers. In other words, 
we will have, if we don't have already, too 
few nurses to care for the patient. 
Aren't we missing out on something? 
Look at the trend now. Practical nurses 
and attendants are nursing the patient while 
the registered nurse is at the desk doing 
supervision and administration. Just talk 
to nurses and patients and you will hear 
the complaints and frustrations. Education 
is a fine thing and can be most useful and 
necessary for our work; but let us beware 
that we do not allow ourselves to become 
too involved and leave the patient behind. 
Some time ago, I was a patient in hos- 
pital. What a comfort it was to have a 
cheerful word and smile, a back-rub and 
my bed straightened and tidied before lying 
down to sleep. I had never realized before 
VOLUME 61, NUMBER 7 


how much relaxation and comfort come 
from these simple nursing procedures. 
Let us evaluate ourselves to see what we 
can do to bring more comfort to the 
patient, instead of concentrating so much on 
administration. - Ann Gilbert, Inuvik, 
N.W.T. 


Dear Editor: 
I read "The Loneliness of Suffering" 
(April '65) with great inte
t. It's a beau- 
tiful piece of prose, and somehow reminded 
me of the twently-third psalm. 
This state of loneliness is always with us. 
We don't have to be suffering to be re- 
minde
 of it. The struggle to be born is 
an intensely personal thing (although we 
oannot recollect it). When the time comes 
for us to die, again we have to do it alone. 
(Although when one is suffering in a hos- 
pital bed, there's always an analgesic or- 
dered or at least a tranqu1Iizer!) 
But, where are the general duty nurses 
who have the time to listen to a patient's 
innennost thoughts? A busy nurse, if she 
is at all conscientious, feels guilty if she 
lingers by the bedside after the essential 
nursing procedures -are finished. 
It's the private duty nurse who alone has 
the time for the comprehensive care that 


ADA 


includes this ministry. Routine chores car 
be fitted in to suit the patient's needs. 
There's no assembly line type of hurrying 
to meet a deadli,ne. 
She's worth every penny úf her fee. In 
a time of need, her services are a lasting 
investment that pays dividends for the 
t 
of the patient's life. 
General duty nurses give wonderful care. 
They are ,as dedicated as they always were, 
only they try not to show it. It seems a 
sign of sophistication to have a 'dead-pan' 
eX'pression (especially true of our younger 
set). 
They can not stand by every bedside to 
liste'n to the out-pourings of lonely patients. 
Think of all the char
ing to be done, and 
the sad fiact that most nurses develop 
varÏ'cose veins by the time they are thirty. 
The hospital Chaplain hasn't time for 
long visits, but it all helps. The ward maid 
do
s most of the sympathetic listening when 
she visits to sweep the dust further under 
the bed. - G. Burrows. Brentwood Bay. 
B.C. 


When I wa'nt to speak, let me think first. 
Is it true? Is it kind? Is it necessary? If not. 
let it be left lJ'Ilsaid. 


Babcock 
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POSEY TIDY GOWN 


A long-sleeved gown mode of heavy canton 
flannel. Loops at the ends of the sleeves 
permit attachment to side rail of the bed 
spring. This prevents petient from scratching, 
or removing diaper, catheter, etc., yet allows 
comfort and freedom of movement. During 
eating, sleeves may be rolled up to allow 
for use of hands. A 51 ing attached to front 
section of garment may be used to support 
patient's arms when they are folded across 
the front, with straps attached to loops in 
each sleeve to prevent use of armS. Gown is 
of short-length, waist design for use on 
incontinent patients. Available in closed or 
open-back models. Small, medium, large or 
extra-large, sizes. 
POSEY TIDY GOWN, CAT. NO. P-75S, $19.50 
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POSEY WHEELCHAIR 
VEST RESTRAINT 


A simple and comfortable device to hold 
patient in a wheelchair. Friction type buckle 
at reor of chair is out of patient's reach. 
Small, medium and large sizes. 
POSEY WHEELCHAIR VEST RESTRAINT, 
CANTON FLANNEl, 
CAT. NO. WV-111F, $7.20 
POSEY WHEElCHAIR VEST RESTRAINT, 
ATTRACTIVE PASTEl NYLON, 
CAT. NO. WV-l11N, $7.50 
Send Your Order Today 
Write For Free Posey Cotalog 


J. T. POSEY COMPANY 
Dept, CNJ 
39 S. Sonta Anita Ave. 
Pasadena, Catif, 91107 
Available 'rom selected Surgical Supply Dealer> 
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A Textbook for Nursing Assistants by Ger- 
trude D. Cherescavich, R.N., B.S., M.S. 
468 pages. Saint Louis, The C. V. Mosby 
Co. 1964. 


Rel'iewed by Miss M. Enser, Senior In- 
slructor, Aide Program, Education Celllre, 
F..uondale, Briti.rh Columbia. 


This book is written ..primarily as a text 
for in-service education of the non-profes- 
sional members of the nursing team." The 
contents are organized in four sections: in- 
troduction; the nursing assistant meets basic 
daily ne
ds; the nursing assistant meets the 
patient's particular needs in hospital; the 
nursing assistant meets the needs of the 
special patients in hospital. 
Since there is no consistent definition of 
the duties of the professional nurse and 
those of the non-professional assistant, the 
scope of any test for the non-professional 
will be open to criticism. This book is no 
exception. It includes, for example, instruc- 
tion in how to put a patient on a Foster 
frame; how to test whether an intravenous 
needle is in a vein; giving ultraviolet treat- 
ment and interviewing the patient on ad- 
mission. These duties and many others des- 
cribed are, in the minds of most Canadian 
nurses. functions that belong to a pro- 
fessional nurse or physiotherapist. 
On the positive side, however, the author 
appears well aware of the variation in prac- 
tices and policies. She gives a simple de- 
finition of an assistant nurse "employed in 
hospital to assist," and consistently stimu- 
lates the reader to find out what the policy 
is in her own hospital. 
The presentation of the book is excellent. 
It is written in a simple, easy to understand 
manner, well illustrated by examples, pictu- 
res and comparisons with familiar, every- 
day situations. Study questions at the be- 
ginning of each chapter stimulate curiosity; 
questions and suggested activities at the end 
of each chapter encourage application to the 
working situation (e.g., "Where is your ward 
emergency equipment located?"; "What is 
the policy. .. in your hospital?"; "Do you 
have signs. . . stating 'nothing by mouth'?") 
Each time a technical term is used, a simple 
explanation follows, e.g., trachea (air tube 
to the lungs). This is particularly valuable 
to the nursing assistant who is more likely 
to benefit from this than from the usual 
glossary at the end of a chapter or book. 
The illustrations throughout are excellent 
from a teaching point of view, focusing on 
pertinent points and omitting cluttering de- 
tail. It is difficult to see how the average 
non-professional reader cO:Jld fail to learn 
from them. 
There were few errors or omissions other 
than those that can be attributed to differ- 
ent medical. nursing, and hospital policies, 
c.g., "shave the eyebrows" (for surgery on 


the eye). Is the assistant likely to go ahead 
and do this drastic procedure without ques- 
tion? An attempt to simplify description has 
produced a serious error, e.g. expiration is 
described as "the chest muscles squeezing 
down on the lungs," and inspiration as 
"relaxation of the muscles." To understand 
artificial respiration (later described well). 
one must understand the active role of ins- 
piration and the passive role of expiration. 
When the book focuses on the least con- 
troversial functions of the assistant, it is ex- 
cellent. The introductory chapter explain- 
ing the role of the assistant, the patient as 
a person, and the institution as his tempo- 
rary home, comprise a good introduction to 
the job of nursing assistant. The section on 
meeting basic needs is invaluable. Parts of 
sections three and four are equally good, 
e.g., the "whys" of using different temper- 
atures for hot water bottles, baths, hot soaks, 
etc.; helping the ambulant patient; support- 
ing the dying patient and his relatives. The 
author not only integrates the patient's 
emotional and physical needs, but also 
alerts the assistant to his own feelings Bnd 
to those of his colleagues. 
In summary, this text is well written, easy 
to read and stimulates thought and activity. 
Because of its very wide scope. each school 
of nursing will need to examine its con- 
tents before using it as a text for assistants. 
With direction and guidance. it could be a 
very helpful text and should be in plentiful 
supply as reference reading for aides, at- 
tendants, assistants, practical nurses and 
beginning student nurses. 
I would recommend its use for all nursing 
p:rsonnel who have any responsibility in 
teaching th
 non-professional member of the 
nursing team. With or without the teaching 
guide, it would be useful as an aid in sim- 
plifying material and presenting it in a sti- 
mulating manner. 


Self-Evaluation of Nursing Performance 
Based on Clinical Practice Objectives 
by Mary Ellen Palmer. Boston University 
Press, 685 Commonwealth Avenue. Bos- 
ton IS, Massachusetts. 1962. 


Reviewed by Mrs. Vivian Wood, Leclllrer, 
The University of Westem Onlario, 
London, Onto 


Unlike teacher-made and standardized 
tests, general progress in the objective 
grading of clinical performance has been 
slow and sporadic. Nurse educators have 
had to depend upon discussions gleaned 
from texts on nursing education. A recent 
and welcome exception to some of thes: 
deficiencies has appeared with publication 
of Miss Palmer's experiments in self-evalua- 
tion of clinical performance. 
Her recent work was an extension of an 
carlier study in which the author devised 
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a rating scale for evaluation of clinical per- 
formance. Her current research sought 
primarily to test the use of rating scales for 
.
elf-emillatiun in this area. It also aimed at 
refining and editing the results of the 
original study. Much of the motivation for 
this second study arose from the enthu- 
siastic response to the first one. The potential 
usefulness of the rating scale indicated by 
this response justified th:: additional work 
necessary to test and refine it. 
In this study. 65 sludents in two classes 
in a university program. used Miss Palmer's 
scale 10 grade their own performances in 
clinical areas. After orientation to the 
purposes of th
 study, th:: students were 
instructed to record, over a 15-week period. 
any incidents which they thought were 
pertinent to the objectives of the clinical 
experience. These anecdotal records were 
used by the students at the end of the 
period as a basis for utilizing the author's 
rating scale. The study was continued in 
th
 two classes of students over a two- 
year p::riod (four semesters). Tests of re- 
liability and validity applied to the re- 
sulting data obtained high coefficients. 
Miss Palmer concluded, first. that the 
grading system under study produced sa- 
tisfactory grade averages and grade spreads; 
second. the results were valid and reliable; 
Ihird. that Ihe grading method proved more 
satisfying to both students and instructors 
than previous approaches; fourth, that the 
rating scheme served to emphasize the role 
of evaluation in student learning experiences. 
Sh:: cites many advantages to this approach. 
including those of increased personal satis- 
faction for the student and of seemingly 
improved student-instructor relationships. 
This study is necessary reading for any 
teach::r responsible for students in a 
nursing program. Although it is confined 
to a university school of nursing, it should 
provide a basis for a similar approach in 
a hospital setting. It has been presented 
clearly and logically. 
Future testing of the rating scale in a 
hospital school of nursing would be desi- 
rable. however. The eternal question of whe- 
ther the final grade of the student should 
be the student's or some other. may keep 
arising in the reader's mind. Another ques- 
tion that is still to be answered is whether 
the rating scale can appropriately be used 
in clinical areas other than the one (me- 
dical-surgical) in which the study was con- 
ducted. For the present. the abov:: questions 
must be answered by each instructor within 
her own clinical setting. For the future, 
nUrse educators must continue 10 exper- 
iment with these various tools for assessing 
student behavior. 


Aids to Diagnosis; a Programed Unit in 
Fundamentals of Nursings by Marie M. 
Seedor. 336 pp. Bureau of Publications, 
Teachers College. Columbia University. 
New York. 1964. 


A study hook for the iunior 'Iudent 
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nurse, this paper-bound manual discusses: 
diagnosis, vital signs, observation of signs 
and symptoms. the physical examination 
and laboratory tests. The book is arranged 
as programed instruction and illustrates very 
well the use of this new method. The main 
criticism would be that it is large and 
expensive considering the material cover- 
ed and would be impractical for us:: as a 
nursing text. However, it would be useful 
as an introduction to programed learning 
and its uses in nursing education. It would 
serve as an excellent teacher's manual and 
as a r::ferenc:: book for slow learners or 
students with poor study habits. 
A guide for use of th
 book is also 
available. 
Recommended for instructors in nurs- 
ing fundamentals and for school of nursing 
libraries. 


Reveille in Nursing by Martha E. Rogers, 
Sc.D., R.N. 97 pages. An F. A. Davis Co. 
publication available through The Ryerson 
Press, 299 Queen Street West, Toronto 
2B. 1964. 


This excellent small paperback book is 
definitely written with the two levels of 
nursing education in mind - th:: profession- 
al nurse and the technical nurse. It is di- 
rected mainly toward the professionally- 
educated nurse. 
Its purpose is "to explore with the reader 
basic principles inherent in higher educa- 
tion and to develop a rationale for form- 
ulating and implementing a professional 
curriculum in nursing." 
While it presents very little new think- 
ing, it do::s point out clearly and forcefully 
the problems of nursing education that we 
must wake up and face today. Chapter five, 
'The Educators: Nursing's Scholars," is 
excellent. 
Although sometimes difficult reading due 
to awkward sentence structure, the book 
contains many quotable lines. There is good 
use of quotations throughout; references and 
bibliography are excellent. 
This small book should be required read- 
ing for students in degree programs. and 
would b:: valuable in any nursing library. 


Applied Human Biology for Nurses by 
William C. Fream, S.R.N. 408 pages. 
london, Baillière, Tindall and Cox. 
available from The Macmillan Company 
of Canada, Ltd.. 70 Bond St., Toronto 2, 
Onto 1964. 


Re
'iel\'ed by Mrs. Evelyn Michael, R.N., 
B.S., Science Instructor, Royal Jubilee 
Hospital School of Nursing, Victoria. 
B.C. 


The above text is apparently a new ap- 
proach to teaching anatomy and physiology 
in England to me::t the ne::ds of the student 
preparing to write the integrated type of 
examinations with which we are familiar. 
The author has made references to disease 
,tate, a, the Il'>.t progre\ses Ihrough Ihe 
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Now scientifically accurote blood pressure serv- 
ice is permonently ovoiloble at eoc" potient's 
bedside. Woll Unit 33 serves 1 Or 2 beds. 
Repoir "nd replacement costs are practically 
eliminot"d becouse the mounted Wall Unit can't 
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away. Doctors o;od nurses corry only the stond- 
ard cuff and bulb which plugs into 011 bedside 
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descriptions of the human body. its func- 
tions and structure. 
Some of the sections are particularly 
good. for example, the chapter on water and 
electrolytes. The line diagrams are excellent 
with many of them different from the usual 
illustrations in a text of this nature. There 
are no topical outlines preceding the chap- 
ter content, nor are there any summaries 
at the conclusion of the chapter. The con- 
tent is clearly written with key descriptive 
words in italics. 
There are a few things that I take ex- 
ception to in the text. I think it would 
be difficult to introduce the nervous system 
with reflexes and voluntary control in the 
section concerning muscles. Also, the names 
of important blood vessels and muscles 
have been omitted. 
Although this is not a suitable text for 
Canadian students, I do believe it would 
provide much valuable information for both 
the instructor and the student. It would be 
quite suitable for a library resource book. 


Basic Patient Care: A Programmed In- 
troduction to Nursing Fundamentals by 
Maja C. Anderson, B.A., M.N., 37 pages. 
W. B. Saunders publication available in 
Canada through McAinsh & Co., Ltd. of 
Vancouver and Toronto. 


Reviewed by Mrs. Elsie Di Blasio, In- 
structnr, School of Nllr.
inR, The General 
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Hospital of Port Arthur, Port Arthur, 
Onto 


Another method of attempting to teach 
basic nursing care has been initiated in 
this programmed text. This volume is the 
first in a series of nursing fundamentals 
presented in the form of programmed learn- 
ing. The material is procedure oriented with 
explanations accompanying the various 
points presented. The book has been written 
to help relieve the instructor of teaching 
basic skills and to provide the student with 
a foundation for the instructor to build on. 
She should supplement the material where 
necessary. 
The areas covered in this volume include: 
interpersonal relationships, the patient's bed 
and bath, positioning, afternoon and even- 
ing care and religious needs. Many chapters 
present an introduction and summary of the 
material with nursing vocabulary listed at 
the end of each. Pictures illustrating points 
of procedure are very good. Check lists and 
tests have been provided. Although it would 
be very useful for each nursing student to 
have a copy of this text for perusal before 
class, the cost may not allow this. In this 
case it would be useful as a supplement for 
students who need added instruction. It 
would also be worthwhile to have copies 
available in the 
chool library. 


Jensen's History and Trends of Professional 
Nursing by Gerald J. Griffin and H. 
Joanne K. Griffin. 503 pages. Saint Louis, 
The C. V. Mosby Co. 1965. 


Reviewed by Miss VirRinia McDonald, 
Instructor, Brockville General Hospital, 
Brockville, Onto 


Although there is a wealth of informa- 
tion in this text to illustrate the develop- 
ment of nursing from medieval times to the 
present, the emphasis that has been put on 
nursing in the U.S.A. prevents this text 
from being too useful to Canadian students, 
except for reference purposes. The section 
concerning Nursing in Canada, written by 
Mary B. Millman. gives insufficient material 
for a comprehensive undersranding of nurs- 
ing in this country. 
Second and third year nursing students 
would probably derive more satisfaction 
from certain parts of this text than would 
first-year students. Specific information is 
given concerning further education. oppor- 
tunifies for the graduate nurse and nursing 
organizations. Again, much of this material 
is specific to the U.S.A. 
Helpful questions, study projects and 
suggested references have been included at 
the end of each unit. There are very few 
illustrations. This book would be an in- 
teresting addition to a school of nursing 
lihrary for reference purposes. 
THE CANADIAN NURSE 
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for immunization against measles 


Extensive clinical studies in over 130,000 
subjects have proven Measles Virus Vaccine, 
Live, Attenuated, 94 to 100 per cent effec- 
tive on the basis of antibody conversion 
rates. The vaccine, prepared by growing the 
Edmonston strain of virus in tissue cultures 
of canine renal cells, has posed ilO problems 
resulting from sensitivity to egg r chicken, or 
monkey protein. No adverse side effects at- 
tributable to the tissue culture cell system 
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were reported, even in patients highly sen- 
sitive to canine dander. 
Precautions: Caution should be observed because 
of possibility of sensitivity to dihydrostreptomycin, 
polymyxin B, or other ingredients; epinephrine 
should be immediately available. Safety in tubercu- 
lous children is not established, and thE validity of 
negative tuberculin tests in vaccinated children 
should be questioned for at least 30 days after 
vaccination. The vaccine should be administered 
intramuscularly or subcutaneously and coadminis- 
tration of Measles Immune Globulin (Human) in a 
different muscle with a different syringe is recom- 
mended for modification of reactions. A recent 
blood transfusion or gamma globulin injection may 
cause vaccination to be ineffective. 


Contraindications: Pregnancy, leukemia, lympho- 
mas, and other generalized malignancies; therapy 
which depresses resistance - steroids, irradiation, 
alkylating agents, and antimetabolites; severe fe- 
brile illness; a history of febrile convulsions or 
known brain damage unless the advantages to pa- 
tients are judged to outweigh the disadvantages. 
Reactions: Fever, rash, coryza, conjunctivitis, and 
dry cough may occur. A flare-up of pre-existing in- 
fections, such as tonsillitis and otitis, sometimes 
associated with lymphadenopathy may occur. 
Supplied in packages of 5 one-dose ampoules with 
one 4.5 cc. vial of diluent. c,.m.1I 
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WHY THE INCREASE 
IN VENEREAL DISEASE l 
In Canada, the rate of incidence of 
primary and secondary syphilis among boys 
aged 15 to 19, rose from 2.4 per 100,000 
population in 1960 to 2.7 in 1963. The 
rate among girls in the same age group was 
also 2.4 in 1960, but nearly double, 4.7, in 
1963. As for gonorrhea, the rafe for boys 
and girls combined, in the age group 15 to 
19 years, rose from 145.4 per 100,000 
population in 1959 to 171.5 in 1963. 
A number of causes for this increase 
have, at various times, been held to lie at 


the root of this serious problem: 
I. Ignorance of the nature and meaning 
of sex ånd of the dangers of abuse of the 
sexual function. It is probably true that 
in most communities sex educatioI1l is either 
given indifferently or not af all. In very 
many respects the inhibitions of the past 
relating to sexual matters have been over- 
come; but some inhibitions seem still to be 
present when it comes to communication 
between older and younger generations. 
2. The decline in religious faith. It is 
suggested that religious belief sincerely held 
is a srrong deterrent to promiscuous be- 
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havior, and that the decline in religious 
faith is one reason for increasing promis- 
cuity. 
3. The emancipation of women has cer- 
tainly affected the problem. Young women 
no longer have to submit to the supervision 
of chaperones, and, like other newly won 
freedoms, this has led to a measure of 
licence. Young men and women meet under 
relatively intimate circumstances, without 
supervision and perhaps in places where al- 
cohol is taken. 
4. The lack of discipline in home life and 
of parental supervision. These controls have 
been greatly weakened in many communities 
in recent years as the result of a general 
relaxation of standards and of carelessness 
and lack of interest on the part of parents. 
5. The failure of fear as a deterrent. The 
Committee of the British Medical Associa- 
tion concluded that fear of contracting a 
venereal disease is not a deterrent. This is 
partly because of ignorance and partly be- 
cause of the realization thar modern meth- 
ods of treatment have greatly lessened the 
dangers of venereal diseases. 
6. Earlier physical development. The 
onset of menstruation in young girls in 
Great Brirain has, according to the British 
Medical Association, become progressively 
earlier in the last 100 years and now usually 
occurs about the age of 13. The Committee, 
however, found no convincing evidence that 
earlier maturity is an important cause of 
promiscuity among young people. 
It is evident that venereal disease is far 
from being a purely medical problem, and 
that governments, religious organizations, 
and sociologists have a part to play in its 
control. From rhe medical point of view, 
the matters that require particular attention 
are: general education, sex education, medi- 
cal education, epidemiological control meth- 
ods and methods of and facilities for, diag- 
nosis and treatment. - World Health Or- 
ganization. 
SPEECH INDICATOR FOR DEAF 
A new electronic device has been devel- 
oped in the U.S.A. to enable deaf persons 
who can speak clearly to communicate with 
a hearing person on any direct-dialing 
telephone. 
The device, caIled a "speech indicator" 
consists of a tiny microphone connected to 
a meter with a needle indicator. The deaf 
person holds the microphone against the 
earpiece of an ordinary telephone. Then he 
dials the number he wishes. When the 
p::rson at the other end of the line answers, 
the sound of his voice activates the needle 
sharply. The caller explains rhat he is deaf 
but that he will ask a series of questions 
which can be answered either with a "yes" 
or a "no." If the answer is in the af- 
firmative, the hearing person is asked to 
say "yes" twice. This activafes the needle 
twice. If the answer is in rhe negative, he 
replies "no," but only once. This moves the 
needle once. Thus, the deaf person can 
distinguish "yes" from "no" by the number 
THE CANADIAN NURSE 



of movements of the needle indicator. 
The speech indicalOr is still in the ex- 
perimental stage, but may be perfected in 
time to be put on the market this year. 
All inquiries should be directed to Mr. Ray 
L. Jones, director of projecr, at San Fern- 
ando Valley State College, Northbridge, 
California. 


PUMP SUSTAINS LIFE 
A pocket.size pump that continuously 
drips drugs through a catheter into cancer- 
ous livers has kept at least 41 patients 
alive in the past two years since it was 
developed, scientists report at' the Lahey 
Clinic, Boston. 
Walking patients can use the J2-ounce 
pump. which fits into a coat pocket, and is 
wound like a clock every eight hours. A 
plastic disposable conrainer, holding approx- 
imarely one fluid ounce of the drugs, is 
replaced every five days. Average length 
of the time the pump is used is 40 days. 
In 21 patients, cancer signs disappeared 
for from 2 to 17 months after the end of 
rreatment. At this time, 15 still are without 
evident regrowth of their disease. However, 
no patient is considered cured. - Horner 
N ell'sfetter. 


FREE DRUG FOR IRON POISONING 
Poison Control Centres across Canada 
are being offered cost-free emergency sup- 
plies of a new "life-saving" drug by CIBA 
Company Limited. The drug is desferrioxa- 
mine (Desferal), for use in acute iron 
poisoning or iron intoxicarion. In the 
U.S.A.. Desferal has been credited with 
saving Ihe lives of a number of small chil- 
dren. 
The drug acts by what is known as 
"chelation" - a combining process which 
results in ready excretion of excess iron 
through the urine, in the form of ferrioxa- 
mine-B. 
Thirty 500-mg. vials of Desferal, wirh 
directions for use, are being made available 
to some 36 major Poison Control Centres 
in Canada. The drug is still classified in 
this country as an investigational agent. - 
C{lIwdillll P/IlIr11lllcel/tica/ lounll/I, 98: 131, 
April 1965. 


ONE PERSON, ONE TOWEL 
Cloth towels in public washrooms came 
in for criticism in a recent report from the 
Dusseldorf Academy of Medicine. Investiga- 
tors checked 70 such towels and found 7 
so saturated with germs that no count could 
be made. The other 63 averaged 16.527 
germs per square centimeter. Half the 
towels were loaded with st
phylocci, an- 
other third bore colon bacteria. 
The doctors didn't seem impressed by 
hot-air dryers either. saying they merely 
spread germs faster by flowing them into 
the air. 
"One person. one towel:. would seem to 
be the rule. concluded the researchers. 
- The Hrl/"Iler l\'cu...fcller 
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DANGER 
Did you ever try to remove a reluctant 
piece of toast from your toaster with the 
aid of a knife or fork? If so, you were 
flirting with death. Electric shocks are 
among the common results of accidents in- 
volving household appliances. In the news 
recently was the story of an Indiana child 
who was electrocuted when she put a fork 
into a toaster. 
- Sas"-atchell'an Heafth Nell'sletter 


CHEAPER BY TRAIN! 
The average auto owner pays about 10.1 
cents a mile today for ownership and oper- 
ating costs on his car. Depreciation accounts 
for 2.9 cents; maintenance 1.7 cents; gas 1.4 
cents; insurance 1.3 cents; oil, tires, acces- 


sories. parking, tolls 1.6 cents; gas tax, regis- 
tration and other taxes 1.2 cents. 
- The Horner Newsletter 


MARRIAGE'S INCREASE 
The number of marriages in the U.S.A. 
and Canada was greater in 1963 than in 
1962. In Canada, the rise was 1.5 per cent, 
the second successive year to record an in- 
crease. In the U.S.A., the rise was 4.8 per 
cent, more than twice that between 1961 
and 1962. The spurt in marriages on both 
sides of the border has continued through 
the early months of 1964 and is expected 
to persist for many years to come. 
- Statistical Bulfetin 
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TAYLOR & McPHEDRAN 


BASIC PHYSIOLOCY AND ANATOMY 


by Norman B. Taylor, M.D., formerly Professor of Physiology, University of Toronto, .and Margaret McPhedran, 
R.N., M.A., Associate Professor, School of Nursing, University of New Brunswick. 


648 Pages 


1965 


$7.50 


This completely new text is designed for students of nursing with no previous knowledge of anatomy and physiology. 1ñe 
author has endeavoured to ten an uncluttered story in simple words for "an honest tale speeds best when plainly told". It is 
wen organized .and understandable and offers to students and teachers an invaluable presentation of the structure and func- 
tions of all organs of the human 'body. 


The text is enhanced by 338 speciaIly prepared illustrations, 79 of which are in fuIl colour. It is handsomely bound and fea- 
tures on the cover a reproduction of Rembrandt's masterpiece "The Anatomy Lesson of Dr. Tulp". 
A programmed TEXT AID will 'Shortly be published to accompany BASIC PHYSIOLOGY AND ANATOMY. 


THE MACMILLAN COMPANY OF CANADA LIMITED 


70 Bond Street, 


Toronto 2, Ontario 


ALICE GERARD ELECTED ICN PRESIDENT 


, 


Alice Girard, dean of the faculty of nursing at the 
University of Montreal, was elected president of the 
Internationa1 Council of Nurses at the 13th Quadren- 
nial Congress held in Frankfurt, Gennany, in June. 
By her election, she becomes the first Canadian 
president of the oldest international professional as- 
sociation. 
Miss Girard, who is a past president of the Cana- 
dian Nurses' Association, was one of the leaders of 
the Canadian delegation attending the ICN Congress, 
which brought together-8,OOO professional nurses 
from 58 countries. In 1969, the Congress will be 
held in Canada. 
The new ICN president is a graduate of the S1. 
Vincent de Paul Hospital School of Nursing in 
Sherbrooke, Quebec. She later obtained a certificate 
in public health nursing at the University of Toronto, 
a B.Sc, degree from The Catholic University Wash- 
ington, D.C., and an M.A. from Columbia University, 
New York. 
Miss Girard's professional experience has been 
varied. She has worked as a hospital staff nurse and 
sU'pervisor, as director of nursing and assistant ad- 
ministrator at 51. Luke's Hospital, Montreal. For a 
number of years she was superintendent of nursing 
services of the Metropolitain Life Insurance Com- 
pany in Canada. She Was the only woman member 
of the Royal Commission on Health Services. 
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'Date4 tfJ 1i!eIHeHek't 


August 6-9, 1965 
BROCKVILLE GENERAL HOSPITAL 
ScHOOL OF NURSING 
75TH REUNION 
BROCKVILLE, ONTARIO 
Graduates who have not received notice 
of the reunion should send their addresses 
to the President of the Alumnae, Comstock 
Nurses' Residence, Brockville General Hos- 
pital. 


. 


. 


. 


September 7-10, 1965 
WESTERN CANADA HOSPITAL INSTITUTE 
REGINA, SASK. 


. . * 


September 20-24, 1965 
RNAO CONFERENCE ON PERSONAL GROWTH 
AND GROUP ACHIEVEMENT 
DELAWANA INN, GEORGIAN BAY, ÛNT. 
For further information contact: RNAO 
Headquarters, 33 Price Street, Toronto 5, 
Ontario. 


. . . 


Sept. 29.0ct. 1, 1965 
BCHA ANNUAL CONFERENCE, 
HOTEL VANCOUVER. 
VANCOUVER, B.C. 


. * * 


Sept. 29-0ct. 1, 1965 
ANPQ ANNUAL MEETING 
MONTREAL, QUEBEC 
* . . 


October 13-14, 1965 
CLINICAL NURSING CONFERENCE 
NURSING CARE OF THE CARDIAC PATIENT 
CO-SPONSORED' BY AH.A AND AN.A 
MIAMI BEACH, FLA. 
. * . 


October 28-29, 1965 
ONTARIO ANNUAL MEETING 
CATHOLIC HOSPITAL CONFERENCE 
KING EDWARD HOTEL 
TORONTO, ONT. 
. . . 


November 16-18, 1965 
ANNUAL CONFERENCE 
OPERATING ROOM NURSES' GROUP 
OF THE PROVINCE OF QUEBEC 
SKYLINE HOTEL, MONTREAL, QUEBEC 
Further details available from: Mrs. Bar- 
bara Richord, St. Mary's Hospital, 3830 
Lacombe Ave., Montreal. 


COMMITTEE TO STUDY NURSING 
STANDARDS 
A "Superior Committee on Nursing" has 
been set up by the Quebec Government to 
study nursing standards. The Deputy Minis- 
ter, Dr. Jacques GéIinas is chairman. 
The committee, which will be comprised 
of representatives from the ANPQ, the 
Quebec Hospital Association, the provincial 
College of Physicians and Surgeons and two 
syndicates, will also attempt to define "nurs- 
ing" and to determine the responsibilities of 
the nurse in various situations. 
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In the Good Old Days 


(THE CANADIAN NURSE, July, 1925) 


Several schemes are abroad at the 
present time and some are decidedly detri- 
mental to the best interests of the graduate 
nurse. Some of these 'are: 
1. Short coun;es of instruction in Home 
Nursing with certificates awarded; 
2. systems of grading nurses with Pro 
tanto certificates awarded; 
3. nursing service for insurance or other 


commercial corporations for less than the 
prevailing minimum fee, and 
4. student nurses used as special nurses 
when a fee is collected by the hospital or 
agency. 
These are wrong in principle and detri- 
mental to the interests of the nurse, the 
physician, the family, and the patient. - 
excerpts from an Editorial. 
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V ADEMECUM INTERNATIONAL 


V-I 


Pharmaceutical Specialities and Biologicals 


During the post years we have received many orders from Registered Nurses for VADEMECUM 
INTERNATIONAl. We have not been able to fill some of these orders due to the limited 
number of books available. If you would like a copy of the 1966 edition. please order it 
immediately to enable us to order an adequate supply from Our printer to insure delivery 
of your copy. There will be no other solicitation for your order. 


Enclosed you will find my check or postal money order at the special R.N. rate of 
$3.00. Please send to me the 1966 0 English or 0 French (check language choice) 
edition of VADEMECUM INTERNATIONAL as soon as printed. 
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AN EDUCATION IN OSTOMY SURGERY 
YOU instruct yourself or others visually the 
sur"ical mechaniCi that toke place behind the 
abdominal wall, in the Colol1omy, lIeoltomy.. 
11...1 Bladder, Cutaneous Ureterostomy and 
W.t Colostomy ooerationl. 
MONEY lACK GUARANTEE 
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Looking for reputable nutntIon 
references? Look no further! The 
Toronto Nutrition Committee has 
compiled a list of recommended, re- 
liable 'and current nutrition texts. Our 
qualifioations? All committee mem- 
bers are active in either public health, 
research, dietetics or industry. How to 
get thi!> reference list? Simply write 
to: 
LIBRARY COMMITTEE, 
c/o Department of Nutrition 
School of Hygiene 
University of Toronto 


SKIN GRAFTING 
FOR BURNS 


Skin grafts are of two types. Autografts 
are pieces of skin removed from the patient 
himself. Homografts a're pieces of skin 
removed from other human beings. At 
times, homografts may be obtained from 
living volunteers, but the skin removed 
from cadavers is equally effective. . . 
Skin grafts obtained from the patient 
or a relative may be used immediately, or 
may 'be preserved for as long as three 
weeks in saline gauze in a refrigerator at 
4 0 C. Skin may be preserved for longer 
periods of time by storage in sterile tissue 
culture media or by lyophilization, a process 
by which the water content is removed at 
sub"freezing temperatures. 
When <available, autografts are prefer- 
able, since they provide a permanent cover- 
ing. On the other hand. homografts are 
rejected by the patient, 'and after a variable 
period, ranging from one to four weeks, 
will slough, leaving a raw surface again. 
Thus, their value lies in closing a wound 
that is too extensive to be completely closed 
by autografts. During the period before 
rejection, the homograft will afford just as 
good protection as do autografts against 
protein loss and against infection. Therefore, 
as a temporary expediency, they are of 
life-saving value. For this reason, whenever 
the entire wound cannot be closed with the 
patient's own skin at a single session, the 
remaining are,as are closed with homo- 
grafts. . . 
Seven days after the initial grafting, if 
there is n<> contraindiction, the [patient] 
is returned to the operating room for 
replacement of at least some of the homo- 
grafts with autografts, which are always cut 
quite thin.., Unless the donor areas 
become infectfd, they can usually be used 
again every 14 days until complete resurfac- 
ing with autografts has bæn achieved. . . 
Homografts, if needed, should be applied 
to the broad, flat surfaces. This reduces 
the severity of contracture!>. Since scars 
occur at the edges of the grafts, the latter 
should be oriented with their long axis 
paralIel to, rather than across, the flexion 
creaSe6. Autograft strips can be alternated 
with homografts with the expectation that, 
as the homografts are rejected. the edges 
of the 'autografts will have grown closer 
together. 
When extensive grafting with autografts 
is planned, and especially when an eschar 
of large area is to be excised... the loss 
of a considerable quantity 'Of blood [must 
be anticipated].. This loss and the deficit 
due to secondary anemia must be met by 
'a transfusion of wh'Ole blood, administered 
preferably during the operative procedure 
and immediately thereafter. - Chamberlain, 
J. W.. Welch, K. and Morse, T. S. The 
Management of Burns in Children. Clinical 
Symposia (Ciba), Vol. 14, No. I, 1962.. 
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FAST, CONVENIENT 
SUTURE DISPENSING 
from individual, 
dry, presterilized 
plastic envelopes 
-a packaging 
concept 
pioneered by 
Davis & Geck. 
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PERSO
AL, TECHNICAL ASSISTANCE 
FROM DAVIS & GECK 
SALES REPRESENTATIVES 
for every Canadian hospital is 
always available, to help make sure 
you have the appropriate 
Davis & Geck Sutures on hand. 
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DAVIS & GECK 
helps you serve 
the surgeon 
better 
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The TRAVAD system simplifies all aspects of your enema procedures. From Central 
Supply to use "on-the-floor" the TRAVAD system saves personnel time and saves 
the hospital money. Enema administrations are no longer a chore, because all units 
are completely assembled/completely disposable. . . there's nothing to disassemble, 
nothing to disinfect afterwards. Whether the need is for a conventional cleansing or 
even a barium enema. . . a prefilled unit, or a large volume container. . . the TRAVAD 
system has a specific unit for the specific need. TRAVAD disposable enema units 
are individually packaged. . . flat to save storage space. . . reduce work load. And, 
they cost no more tpan less convenient units. Is it any wonder, 


"THE TREND IS TO TRAVAD
" (disposable enema units). 
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TRAVAD 1500-'arge volume enema 
container with soap packet and 
waterproof bed pad 


TRAVAD- ready-to-use 
enema unit 


TRAVAD- B.E. large volume 
barium enema container 


BAXTER LABORATORIES OF CANADA LTD. 
ALLISTON, ONTARIO 
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Beaucoup de femmes d'aujourd'hui, 
ayant eu la chance de se voir restituer 
tous les privilèges de l'être humain, 
peuvent s'offrir Ie luxe de I'impartia- 
lité; nous en éprouvons même Ie be- 
soin. Nous ne sommes plus comme 
nos aÎnées, des combattantes, en gros 
nous avons gagné la partie. * 
Simone de Beauvoir . 


The struggle for understanding that 
Quebec people are fostering at the pre- 
sent has, of necessity, involved official 
recognition of the independence of 
women. Bill 16 simply confinned the 
facts. From that point on, we could 
say with Simone de Beauvoir, "We 
have won the race," but also like her, 
"on the whole" - a qualification in 
meaning that holds a certain interest 
for us. Just when a solution to the 
problem appears to have been reached, 
new difficulties are appearing. How- 
ever, it may be helpful for us to eva- 
luate past achievements first, before 
deciding on a future course of action 
which. it is hoped, will not leave the 
hard-won victory resting on its laurels. 
The Quebec code had its origin in 


*Many women today, who have had the 
good fortune to experience restoration of 
all their right5 as human beings, indulge in 
the luxury c:Jf impartiality. We even feel a 
need to do so. Unlike our forebears who 
fought for it. we have on the whole won 
the race. 
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Women Must Be 
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T of 
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a sort of local synthesis of the two 
great tradi'tions in western law - the 
Napoleonic code and English statute 
law. The fonner was enacted around 
1800, while the main articles of En- 
glish common law received a sort of 
ratification during the Victorian era 
(1819-1901). Our civil code, which 
came into force on August 1, 1866, 
was fundamentally instrumental, dur- 
ing the succeeding years, in upholding 
the characteristics of a law laid down 
by that rabid anti-feminist, Napoleon 
Bonaparte. The complete subjugation 
of women was avoided by application 
of the old Anglo-Saxon tradition of 
compromise to a few minor points. 
Was it for the faithlessness of Jose- 
phine that we have paid so dearly? 
Eventually, as our rural society 
gave way to an industrial and urban 
way of life, the changing demands of 
women came into conflict with irra- 
tiOTtal legislation. It was obvious to 
clear-thinking women, who concerned 
themselves with this matter, that revi- 
sion was necessary. To accomplish this, 
they had to be able to elect represen- 
tatives of their choice, rather than beg 
for the required refonns one after the 
other. Thus, the dispute over the right 
of Quebec women to vote was born. 
It was a long-lived struggle, stretching 
over the years 1922 to 1940. In that 
year, the Legislative Assembly of Que- 
bec adopted a draft bill, after the sec- 
ond reading, extending the franchise 
and the right to be elected to women. 


On the surface it seemed that the big- 
gest hurdle had been cleared, the free- 
dom of women had been gained. Such 
was not the case, however. For the 
next 25 years, the Quebec wife remain- 
ed, as before, under the domination of 
her husband. It was generally agreed 
that she enjoyed fewer privileges than 
a mentally retarded individual. It took 
BiU 16 to correct this situation. 
This particular Bill introduced the 
following changes in Quebec statutes 
with regard to married women in the 
province: 
1. The married woman, in separa- 
tion as to property, is definitely free 
to act as an individual. 
2. The married woman, common 
as to property, is restrained in relation 
to civil acts only when the property 
is common to husband and wife or 
when income must be paid to the com- 
munity. Naturally, her husband is sub- 
jected to the same limitations. Ob- 
viously, future court decisions win be 
based on the concept of the equality 
of two human beings united in the 
interests of the family and not on the 
idea of the servitude of wife to hus- 
band. 
How many of us are aware of this 
new freedom? So far the Quebec 
woman only refers to Bin 16 in an 
emergency. Unfortunately, very few 
have used it to reconsider their status 
and, incidentally, their responsibilities. 
Modem society is one in which phy- 
sical activity has lessened while intel- 
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lectual activity has increased. Under 
these circumstances, the place of 
woman must be reassessed. She must 
adjust her pattern of life to existing 
circumstances. Her struggle is a con- 
stant one since she is very much aware 
that this is still a man's world. 
Women will achieve recognition 
when they have made a serious attempt 
to break away from the preconceived 
ideas underlying their current passivity 
because their role involves more than 
simply ensuring lasting existence. 
While it oan not be denied that the 
position of women has altered marked- 
ly under democratic regimes and as 


a result of the general process of deve- 
lopment and specific action by women 
themselves, the customs of the coun- 
try still do not grant the equality pre- 
scribed by law. It seems to me that 
this is our own fau
t. New traditions 
must be developed; our pdlitical and 
social consciousness must be roused. 
Twenty-five years have gone by since 
Quebec women won the franchise and 
the right to be elected, but there is 
only one woman in our 95-member 
Legislative Assembly. Why? 
Woman, recognized as an entity, 
should be capable of committing her- 
self, in full knowledge of the facts. To 


do so, political and cultural education 
must be aocessible to everyone. Our 
new objective, our new way of think- 
ing and living has been admira:bly 
stated by Ménie Grégoire: "The age 
of mature womanhood has started. Fe- 
minism is outdated." 
Thus, just when the problem seems 
to have been solved, new difficulties 
arise. We must have the courage to 
reassess our position. Questioning the 
right of women 'to work and to vote 
is outmoded. Women must vote and 
work if they wish to remain within the 
creative circle. They must be worthy 
of their freedom. 


A Place "for the Contemplative Scholar 


The bustle of our daily lives leaves one 
with the impression that there is no room 
for the contemplative scholar in our society. 
If true, it is indeed a sad commentary on 
our present situation and portends rather 
unfavorably for the fu,ture. Yet, I believe 
that the question needs to be asked if we 
are to stimulate changes that will improve 
the quality of nursing education. 
In all sinoerity we analyze and revise 
our statements of educational philosophy to 
match more nearly what we believe is 
needed to guide us in darifying our edu- 
cational objectives. Arn1ed with new en- 
thusiasm >and new vision we emerge from 
the conferenoe rooms to set in action the 
blueprints of our stated philosophy. One 
of the greatest teachers I have been privil- 
eged to know used to say, "Don't tell me 
what your philosophy is; let me see you 
in action ,and I'll tell you what it is." 
What factors affect our ability to function 
acrording to our stated philosophies? One 
involves the student's oacademic load: does 
it oaLIow S'Ilffioient time for study? Another 
relates to available library facilities: are 
they heloful to 
tudents in thei'r search for 
new knowledge? Is there opportunity for 
class discussion in an atmosphere of free- 
dom? 
These factors focus on students, but 
whaJt of the reacher whose role it Ijs to put 
the school's pbilOSlOphy into practice? Do 
we 'ask her to be creative in 'her methods 
and her approach to teaching? Do we in- 
srst upon excellence and depth in the con- 
tent of her classe>s? And, at the same time, 
do we æk her to find time to plan sched- 
ules. keep abreast of new knowledge through 
reading, mark student assignments, spend 
time in the individual guidance and evalua- 
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tion of students, make preparation for 
students who will be attending the next 
session, attend professional meetings, work 
conferences, subcommittee meetings, etc. 
and consider the need for doing research? 
How does she find time to contemplate 
how she can more creatively present famil- 
iar material? This kind of creativity de- 
mands an opportunIty to sit quietly and 
allow for the growth of the vision out of 
which action is born. The poet W. H. 
Davies asks: "What is this life, if, full of 
care, we ha'Ve no time to stand and stare?" 
Was he only talking about freetime leisure? 
Would he not perhaps agree that in the 
runnoil of the working day we should 
aHow for moments of visionary leisure? 
We do not aH need to be visionaries; but 
are we allowing for those who are, or 
who tend to be? Or are we developing into 
a profession of "bathtub dreamers?" 
Our society makes it difficult for UiS to 
provide for the paid employment of creative 
visionaries. Uterally, or metaphorically, we 
live in a "dock-punching" 5ociety. We teach 
our stllldents that the professional person 
accepts !reSpOnsibility for her actions, and 
we believe it. Yet, in practice, we frequently 
deny it. How do we demonstrate that we 
have faith in OUT fellow teacher's mature 
acceptance of this responsibility? Do we 
extend this fiaith to the degree that we 
permit her to remove herælf to the creative 
solitude of silent rooms, knowing that the 
end result will be creative teaching? There 
is little value in creative ideas that have 
been curtailed because the quietude neces- 
sary for their development was Joacking. 
I am not suggesting that such freedom 
to develop ideas in privacy is completely 
rejecred or oveTlooked by all schools and 


colleges of nursing. I only wish to put 
the fOCl15 on the need for freedom to 
follow ideas wherever they can best be 
followed: in onels office, in one's home, 
or wherever. I am suggesting that we guard 
against developing a "nine-to-five" men- 
tality. I am not recommending that teach- 
ers be giwn the liberty to leave the office 
as theiT whims dictate. lam suggesting that 
the teacher who accepts the burden of 
responsibility that freedom brings will, in 
fact, accept the responsibility for using 
her time wisely -and creatively. Nothing 
hampers creativity more than arbitrary re- 
straints iÏn1posed upon it by extemal pres- 
sures. 
How can we make a place in nursing for 
the contemplative scholar? In general. we 
work in teams. On each team there are 
those w\1OSt\ unique contributions 00d to 
the enrichment of the total program. Among 
these individuals there may be .one whose 
inspired imagination rises quickly to catch 
the Vlision of great ideas. Can we not 
distribute the necessary activities to allow 
that individual to reti,re to so\titude so that 
she may be temporarily free to develop her 
id'eas fully? If there 'are no pre-<arranged 
conferences to 110M her to her appointed 
plaoe, could she not withdraw to the library 
to study, whether that library is near the 
work 'Situation or in ber bome? 
The conscientious teacher is aWaiTe of 
her responsibHities. She must fulfill them 
or she fiail'S her sliUdents and her colleagues, 
and, of course, herself. And she who fails 
herself loses most. - JOYCE NEVITf, R.N., 
M.A., Assistant Professor, College of Nun- 
ing, Wayne State University, Detroit, Michi- 
gan. 
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Reasons why Ontario nurses are seeking collectiye bargaining legislation 
and answers to the criticisms that haye been made about the proposed Act. 


Collective bargaining for nurses was 
first officially approved by the Cana- 
dian Nurses' Association in 1944 and 
the American Nurses' Association in 
1946. The principles enunciated were 
similar and, throughout the 55 state 
and district associations in ANA and 
the 10 provincial associations in the 
CNA, the objectives have been large- 
ly the same: collective bargaining for 
nurses, by nurses, through their own 
provincial or state associations. 
Twenty-one years would seem to 
be long enough for collective bargain- 
ing to move from the position of a 
declared principle to that of an esta- 
blished fact; yet the North American 
picture shows relatively few spots 
where the goal has been reached. The 
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Mrs. LeBourdais is Public Relations Of- 
ficer, Registered Nurses' Association of 
Ontario, 33 PriC::l Street. Toronto. 
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reasons are not hard to find. Tradition 
has taught nurses to be dedicated to 
service, self-sacrifice, and loyalty to 
hospital, and to think at all times in 
terms of unquestioned obedience to 
authority. The mere idea of organizing 
for more money was considered to be 
unethical and definitely unlady-like! In 
addition, nurses have always been sub- 
ject to the age-old attitudes toward 
women. Wives, mothers, nurses - 
their position was clear. Women in 
other professions had to fight discri- 
mination, but they invariably benefited 
from the standards achieved by their 
male colleagues. Nursing is the only 
profession where women have to stand 
up for themselves. And, in this year 
1965, they still have a lot of standing 
up - and talking - to do. 
Achievements by nurses in different 
parts of North America vary consi- 
derably. Comparisons reveal the not- 
at-all surprising fact that the more the 
nurses support a strong provincial as- 
sociation, the greater the progress. 
Some American state associations 
publish their minimum standards and 
hope that hospitals will heed them. 
Others persuade employers to follow 
all or part of their recommendations 
but without written agreements. A 
number of associations negotiate writ- 
ten agreements on a voluntary basis 
without legislation. Several associa- 
tions make annual efforts to 'secure 
legislation. Five states negotiate writ- 
ten agreements under law. 
In Canada, persuasion is still the 
only method used in six provinces, and 
the chief method in three others. In 
British Columbia, the RNABC has 
legal authority to bargain for 50 hos- 
pitals and influences most of the others 
to foHow its policies. In Alberta, nur- 


ses in the Calgary General Hospital 
have recently become certified under 
the name of The Graduate Nurses' 
Association. In Saskatchewan, govern- 
ment-employed nurses come under 
union contracts. In Quebec, nurses in 
some French-language hospitals belong 
to unions, but receive salaries far below 
those prevalent in most other areas. 
On February 12, 1965, the Regis- 
tered Nurses' Association of Ontario 
- the largest in Canada and the only 
one where membership is voluntary - 
submitted a brief and a proposed Nur- 
ses' Collective Bargaining Act to the 
provincial government. The principles 
embodied in the Act had been set 
down in a resolution passed at the 
annual meeting in 1964. But the story 
goes back 21 years, to the same year, 
in fact, that the CNA made its first 
statement of policy. 
Long struggles are not new to 
RNAO. Founded in 1904 and incorpo- 
rated in 1908 as the Graduate Nurses' 
Association of Ontario, the association 
was\ the first in Canada to urge re- 
gistration for nurses, and the last to 
get it. The Ontario Legislature consi- 
dered registration in 1906, and passed 
it in 1922, after which the GNAO be- 
came the RNAO, incorporated in 
1925. 
The first serious nurses vs. union 
situation was brought to the attention 
of CNA by RNAO in 1942. Public 
health nurses were under pressure to 
join an A.F. of L. City Hall workers 
union against their wishes - a situa- 
tion that was to arise many times in 
later years. CNA set up a Labor Rela- 
tions Committee to study the question 
and, in 1944, went on record as ap- 
proving coHective bargaining for pro- 
fessional nurses through their provin- 
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cial associations, but not through trade 
unions. If provincial laws made this 
impossible, it was proposed that each 
association should employ suitable 
nurses to study labor relations and 
become certified as bargaining agents. 
RNAO set up its Labor Relations 
Committee the same year. In 1956, 
RNAO past president, Alma E. Reid, 
recalled the experiences of that first 
committee of which she had been chair- 
man: "I remember too well what 'ba- 
bes in the woods' we were. At first we 
set about chiefly to inform ourselves. 
Many long hours were spent perusing 
rather obscure documents that seemed 
to have little bearing on the practice 
of nursing but which presumably gave 
us some background regarding labor 
relations. " 
The committee found that labor laws 
in Ontario did, in fact, prevent RNAO 
from being certified as bargaining 
agent. What also emerged from their 
study was the realization that train- 
ing and experience develop a common 
philosophy in nurses. Collective bar- 
gaining by nurses for nurses was ethi- 
cal; affiliation with trades or unions 
was not. The reason? Control by out- 
side groups with different motives 
and no knowledge of nursing would 
not be in the interests of nurses. 
Twenty-one years later, RNAO pre- 
sented its Nurses' Collective Bargaining 
Act, 1965, to the Ontario government, 
requesting its adoption. The delay was 
only partly due to the tradition of 
selfless obedience and the handicaps 
of a women's profession in a man's 
world. It related also to the attitude 
of nurses. As Miss Reid pointed out 
in 1956, only a small percentage made 
nursing a life-time career. The young 
nurse preferred marriage, home and 
children, particularly when careers for 
married women were regarded with 
disapproval. All nurses welcomed im- 
proved conditions, but only a few 
would work for them. 
Nobody values a profession any 
higher than it values itself. How could 
multi-million dollar employers be ex- 
pcted to pay much attention to a small 
committee representing a profession 
which based its budget on 75t. per 
member per year! Fees were $2.00 of 
which $1.00 went to the CNA and 25jt 
to the District. Gradually, nurses be- 
gan to value their association. Fees 
were raised to $4.00 a year, netting 
RNAO $2.75. Professional staff in- 
creased from one to two, and the offi- 
ce from one to two rooms. 
In 1949, the association moved to 
a Jarvis Street building where it pro- 
ceeded to expand over an entire floor 
and part of another. The committee, 
now a permanent part of RNAO, be- 
came the Personnel Policies Commit- 
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tee. The first official personnel poli- 
cies were adopted at the 1950 meet- 
ing. As years passed, their influence in 
the employment situation was spotty, 
to say the least. Where success was 
achieved, it related directly to the 
respect of employers for RNAO. 
By 1955, a major change in the 
nurses' attitudes to their association 
was evident. RNAO erected its own 
building and employed a full-time staff 
of professional nurses and experts 
from other fields for special work. 
Now, RNAO can stand comparison 
with any professional association any- 
where. However, even today, only a 
minority are willing to hold office or 
work on committees at chapter, dis- 
trict or provincial level. 
The RNAO Board as well as the 
Personnel Policies Committee knew 
they were only scratching the surface 
of deep-seated problems. Most nur- 
ses, trained to accept conditions de- 
termined solely by employers, did not 
ask for help. When they did, employers 
were persuaded - or else they were 
not! The tradition that nursing was a 
labor of love (or ought to be) placed 
nurses lower than teachers or any com- 
parable profession. 
Reluctance to stand up and be count- 
ed still characterized the profession in 
1957. The annual meeting discussed 
three plans for collective bargaining: 
I. Certification under the Labor Rela- 
tions Act; 2. special legislation; 3. 
an intensified voluntary personnel re- 
lations program. It was decided to stu- 
dy the question more fully. The annual 
meeting of 1958 devoted an entire ses- 
sion to a discussion of the three plans. 
Plan One was discarded because it 
would deny four points: (a) that nurs- 
ing is a profession distinct from other 
hospital employees; (b) that only nur- 
ses understand their attitude toward 
the service they render and the patients 
they serve; (c) that nurses in supervi- 
sory positions are primarily nurses and 
entitled to collective bargaining rights 
on their own level; (d) that the drawn- 
out disputes, dead-locked negotiations 
and strikes due to the lack of anything 
in the Act to ensure that agreements 
be reached, were entirely unsuited to 
nurses. 
Members were not ready to approve 
Plan Two but voted for this resolution: 
That the Board of Directors adopt a 
policy of voluntary negotiations with 
employers on behalf of all registered nurses, 
with the ultimate aim of securing legislation 
for compulsory arbitration if necessary. 
It was proposed to offer "a consult- 
ing service in negotiation procedure" 
which "would help to determine more 
accurately the need for legislation and 
the type required." 
In 1959 it was still hoped that the 


voluntary system would grow increas- 
ingly effective. Three points were 
drawn to the attention of members: 
Each group of nurses must agree on 
what they want; their requests must 
be realistic (everything cannot be gain- 
ed in one step); and timing must be 
planned so that requests would be made 
before the date when hospital budgets 
were fixed for the year. Despite regu- 
lar information in the bulletin, mem- 
bers were often ignorant of the pro- 
cedure for seeking help from the Per- 
sonnel Relations Committee. Some- 
times they did not even know the serv- 
ice existed ! 
By 1962 the voluntary system was 
being weighed in the balance and found 
wanting. At the annual meeting, Dr. 
Sheila B. Eastman, assistant professor 
of Economics at York University and 
adviser to a personnel policies sub- 
committee, addressed the members on 
the subject of nurses' salaries, She 
outlined the post-war increases in 
other professions, notably teaching, 
and the far smaller increases accorded 
nurses. It was clear that the idealism 
behind nurses' preference for volun- 
tary bargaining was not shared by 
many employers, who continued to 
make decisions without regard to nur- 
ses' views, cynically aware that nur- 
ses had no power to make them listen. 
Members discussed and reported their 
experiences at chapter and district 
meetings. The time had come for 
stronger methods. For nurses accus- 
tomed to a life of service, a leap into 
the public and political field of legis- 
lation took courage. 
In November 1962, the Board of 
Directors decided to hire a specialist 
in labor relations to assist the new, 
broader-based Committee on Socio- 
economic Welfare. Dr. John H. G. 
Crispo undertook to look into the feasi- 
bility and advisibility of RNAO seek- 
ing special legislation. At the 1963 an- 
nual meeting, he addressed the mem- 
bers on "Collective Bargaining and the 
Professional." Begging, rather than 
bargaining, described the present vO- 
luntary system, he said. Profession- 
alism and collective bargaining were 
compatible provided the individuality 
necessary to the professional was not 
undermined, and provided the profes- 
sion itself remained in control of the 
ends and means used. 
In November 1963, Dr. Crispo sub- 
mitted his written report. Meanwhile, 
the association had begun a study of 
nursing attitudes at the district and 
chapter level. Nurses who took part 
in discussions stated over and over 
again that RNAO should take action 
for collective bargaining. 
The resolution on collective bargain- 
ing passed at the annual meeting, 
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1964, re-stated the fundamental phil- 
osophy of nurses expressed by the 
CNA in 1944. These declarations had 
been far ahead of the thinking of the 
average nurse so far as taking action 
was concerned; but they reflected a 
universal attitude of professional inte- 
grity. Now, at last, collective bargain- 
ing for nurses, by nurses, through the 
nurses' own professional association 
would be a legal right. 
The members instructed the Board 
of Directors to make necessary repre- 
sentation to the Ontario government 
to secure enactment of special legis- 
lation. which would embody these prin- 
ciples: 
I. The right of registered nurses, through 
the RNAO. to bargain collectively with 
their employers on all matrers involving 
salaries, and other conditions of work. 
2. The obligation by law on the part of 
employers of registered nurses to bargain 
collectively in good faith wirh representa- 
tives of RNAO, for the purpose of entering 
into an agreement which would be binding 
on all parties. 
3. The right of either party within the 
newly eSl'ablished process of negotiations, 
to apply, at a proper time, for the assistance 
of a government conciliation officer or in- 
dependent mediator who would be charged 
with the responsibility of assisting t'he parties 
to resolve all their differences. 
4. The right of either party as a final 
resort to request and obtain final and bind- 
ing arbirration of matters in dispute by an 
impartial third party or tn-partite board. 
5. The legal obligation by both parties 
to be firmly bound by the results of the 
said negotiations or the findings of final 
arbitration. 
The annual meeting also instructed 
the Board to employ a director of em- 
ployment relations; to set up an interim 
committee on collective bargaining on 
a proportionate basis from all levels of 
nursing to over-see the preparation and 
administration of bargaining machine- 
ry (but not of the Act), and to have 
such a committee elected as soon as 
possible. 
Accordingly, the Board set itself to 
the task of preparing the Nurses' Col- 
lective Bargaining Act. They hired 
Lloyd B. Sharpe, experienced industrial 
employment relations specialist, as di- 
rector of Employment Relations, and 
asked the 12 districts to submit names 
for the Interim Committee on Collecti- 
ve Bargaining. The Committee consist- 
ed of 18 staff nurses, and 12 instruc- 
tors or head nurses. The suggested elec- 
ted committee soon became impossible 
to define. As work progressed, it be- 
came obvious that one elected commit- 
tee representing nurses on all levels 
would serve no purpose. The delicate 
matter of management vs. staff relation- 
ships suggested that two committees 
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would be needed, one for each cate- 
gory. But the machinery and cost of 
dividing RNAO membership into ma- 
nagerial and non-managerial categories 
and conducting two province-wide 
elections would only be justified if two 
committees were, in fact, needed. And, 
until the Legislature passed the Nurses' 
Collective Bargaining Act, its final 
terms were unpredictable. 
Before any of the proposed Act 
was made public, the presidents of 
50 RNAO chapters across Ontario, 
came to the provincial office in To- 
ronto and spent an entire day going 
over it, clause by clause. They voted 
unanimously in favor of the Act and 
declared that it carried out faithfully 
all the principles set down in the reso- 
lution of the annual meeting in 1964. 
In assisting the Board to draw up 
the Act, the director of Employment 
Relations wrote to the American 
Nurses' Association, to most of the 55 
state and district associations under 
the ANA and to nurses' associations 
throughout Canada, Australia, Britain 
and the Scandinavian countries. The 
similarity of viewpoint was striking. 
Copies of legislation already secured 
or sought, copies of signed agreements 
obtained under law or by voluntary 
negotiations, and copies of official per- 
sonnel policies issued by many asso- 
ciations were received. RNAO's per- 
sonnel policies and fight for collective 
bargaining interested other associations. 
Good wishes for success poured in 
from all sides. If RNAO had any 
doubt that its views represented the 
nursing profession, the communica- 
tions from other associations would 
have convinced them. 
The proposed Nurses' Collective 
Bargaining Act, 1965, with an accom- 
panying brief was presented to the 
Minister of Health representing the 
Ontario government on Friday, Fe- 
bruary 12. Members and press receiv- 
ed copies in a special bulletin. At the 
beginning of March, RNAO began a 
series of 15 meetings across Ontario, 
well advertised in the papers, to which 
all nurses, whether members or not 
were invited. Mr. Sharpe and RNAO 
assistant executive-secretary, Miss Do- 
ris Gibney, put each clause of the Act 
on a screen, described the meaning of 
each phrase and invited questions from 
the floor. Meetings were held in To- 
ronto, Hamilton, Kitchener, Ottawa, 
Woodstock, London, Port Arthur, 
Orillia, Schumacher, Sudbury, Kings- 
ton and Peterborough i:1 that order. 
Press coverage throughout the provin- 
ce was good. At the end of the fifteenth 
meeting, Mr. Sharpe and Miss Gibney 
knew, for a fact, that Ontario's nurses 
were in favor of the Act. Interest had 
been intelligent and constructive. 


After the legislation has been enact- 
ed, collective bargaining will begin 
when a majority of nurses employed by 
one employer so desire. With RNAO 
acting as bargaining agent, the nurses' 
committee will write to the employer 
who will be compelled to sit around 
the bargaining table. Separate agree- 
ments will be negotiated for staff and 
managerial nurses. RNAO member- 
ship will remain voluntary. 
Failure to agree will bring concilia- 
tion proceedings and if the conciliator 
fails, decision by an arbitration board 
of three will be binding on both par- 
ties. Each side will appoint one arbi- 
trator and the chairman will be chosen 
by the two appointees or, if they can- 
not agree, the Minister or whoever the 
cabinet appoints to administer the Act 
will fill the vacancy. Time limits are 
set for each stage of proceedings. Final 
decision cannot be avoided by stalling. 
During the life of an agreement, 
either party may request a meeting to 
discuss how the agreement is being 
applied or to discuss anything regard- 
ed as important. The other party must 
always meet the request. Disagreements 
resulting from such meetings will also 
be settled by arbitration. 
In many nurses' opinion, the pro- 
vision for regular meetings is the most 
important part of the Act. Human re- 
lations depend on communication, and 
communication intelligently handled 
leads to cooperation. Under the Act, 
unilateral decisions without consult- 
ation will cease. Nurses will become 
partners in the health team, with a 
voice. Each party will try to negotiate 
agreement around the bargaining ta- 
ble because each will know that if they 
fail to settle matters themselves the 
arbitrators will do it for them. 
Opposition to the Act was expected. 
Unions would find fault with it becau- 
se they wanted to organize nurses 
themselves. Some hospital and political 
officials would find fault with it be- 
cause they didn't want nurses to have 
collective bargaining at all. A self- 
appointed group of 20 nurses, calling 
themselves the Committee for the Ad- 
vancement of Professional Nurses, had 
already found fault with it in several 
sensational newspaper stories before 
the contents of the Act had even been 
published. The Canadian Union of 
Public Employees accused RNAO of 
seeking to become a monopoly with a 
captive membership - rather out of 
character for a union. The chairman 
of the Ontario Hospital Services Com- 
mission accused RNAO of asking high 
school salary rates for nurses and of 
acting as the socio-economic front for 
nurses - to which RNAO cheerfully 
pleads guilty! However, his statement 
that nurses were the "darlings" of hos- 
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pital staffs raised a few eyebrows! 
Such comments were incidents along 
the road. The attacks from CAPN, 
always represented by one nurse, came 
in a different category. Printed state- 
ments to the Minister of Health, to the 
Premier, to all members of the Legis- 
lature, and to the press flooded the 
Toronto newspapers. Accusations 
against RNAO maligning the charac- 
ter, motives and behavior of all who 
served on the Board or committees, 
either in connection with the prepara- 
tion of the Act or the policies of the as- 
sociation itself, appeared in headlines 
and news stories originating in Toron- 
to and frequently copied by newspa- 
pers across the province. RNAO was 
depicted as being guilty of tyrannical 
and malevolent behavior in statements 
that could have resulted in court trials 
for libel if individuals had been named. 
The unwary public, a few nurses 
who did not read RNAO bulletins, and 
newspapers which made no effort to 
check facts, began to believe that the 
Ontario nursing profession was in a 
state of internal war, and that accusa- 
tions against RNAO were true. Yet, 
every single document, letter or inter- 
view involved only one person. 
The attacks on RNAO served several 
interest groups. Those who wanted no 
collective bargaining, and those who 
wanted to control it - the right and 
the left - gave publicity and attention 
to the CAPN campaign. The sheer 
shock aspect of the onslaught seemed 
to hypnotize news media in Toronto 
into giving one woman more attention 
than they accorded all the activities of 
nurses in 50 chapters of a province- 
wide professional association. Politi- 
cians and news editors began suggest- 
ing that the Act should be postponed 
because the nursing profession was 
seriously divided. 
What were the accusations? 
That RNAO was run by an "old 
guard clique" who promised reforms 
but had no intention of carrying them 
out; that RNAO planned to down- 
grade the hospital-trained registered 
nurse to the level of a nursing assistant; 
that the Act would destroy the profes- 
sonial status of nurses; that the Act 
was prepared in a secret and devious 
way without consulting Ontario nurses 
as to what type of Act they wanted; 
that the Act was bad legislation and 
that nurses should take swift action or 
they would find themselves badly mis- 
led or betrayed. One statement said: 
RNAO is trying to brainwash the nursing 
profession into accepting a piece of manage- 
ment-conceived legislation on collective bar- 
gaining which will do nothing to advance 
the economic and professional status of the 
general staff nurse. 
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Many more statements were made. 
Few had anything to do with the actual 
Act itself. For example, except for 
one clause, the entire Act relates to 
the staff nurse! As time passed, it 
became more and more clear that the 
Nurses' Collective Bargaining Act was 
a good piece of legislation for Ontario's 
nursing profession. Only by ignoring 
its terms could it be attacked. 
The annual meeting in 1965 began 
on the morning of April 29 at the 
Royal York Hotel in Toronto. As 
usual, just over half the registrants 
signed in on the first day. The four 
elected officers and twelve elected dis- 
trict presidents who make up the Board 
of Directors had decided to take a bold 
step at two o'clock. On behalf of the 
Board and the Interim Committee on 
Collective Bargaining, the president, 
Mrs. Margaret Page, invited the entire 
meeting to join her in a delegation to 
the Legislature at Queen's Park to 
support the Nurses' Collective Bargain- 
ing Act. Registration totalled 1,260 
that day. One newsman estimated the 
number who joined the delegation as 
1,500; another said 1,100. Everyone 
agreed that very few stayed away. 
For the government, Labor Minister 
Rowntree promised serious attention 
and Health Minister Dymond said he 
would do what he could. Opposition 
leader Andrtw Thompson promised 
Liberal party support. The New De- 
mocratic Party members failed to 
appear. 
News coverage included: the Cana- 
dian Press, United Press International, 
CBC- TV and radio news, CFfO- TV, 
CHML-TV, Canadian Hospital, Hos- 
pital Administration in Canada, The 
Canadian Nurse, and the three Toron- 
to newspapers. 
CAPN rented a suite at the Royal 
York Hotel and posted invitations to 
nurses to visit. CAPN's chairman did 
not join the march to Queen's Park. 
She and three supporters handed out 
an eight-page leaflet attacking RNAO 
and the Act, to nurses and press en- 
tering the doors of the auditorium 
where sessions were held. The same 
four handed out a second leaflet on 
Friday and a third on Saturday. They 
took no part whatever in any activity 
but handing out leaflets. 
On Friday, registration jumped by 
824 nurses, who, of course, had not 
attended the march. The Globe and 
Mail report of that event had said the 
quiet gathering had "shouted down 
the Minister" and had quoted the 
scathing views of' CAPN's chairman: 
"They went like sheep to bleat out 
thei
 approval of the association-spon- 
sored Act. This arrogance for member- 
ship rights is typical of the way the 


RNAO old guard runs associations af- 
fairs. The whole meeting agenda was 
changed at the last minute to have the 
demonstration." The Friday meeting 
was charged with sheer anger. On a 
question of privilege, a nurse from 
Windsor rose to denounce the morn- 
ing paper report and also a TV news- 
cast. The nurse asked the meeting's 
views. The entire room of over 2,000 
nurses rose to their feet and applaud- 
ed. 
On Saturday afternoon, resolutions 
were passed. One authorized the Board 
of Directors to secure collective bar- 
gaining for nurses in any way possible, 
with or without the passage of the Act; 
another authorized the election of two 
collective bargaining committees on a 
province-wide basis, one management 
and one non-management nurses. 
Without a dissenting voice, but with 
resounding applause, the meeting pass- 
ed a resolution expressing indignation 
and resentment at the nature of 
CAPN's flood of derogatory publicity, 
concluding with a request "that a do- 
cumented statement be prepared for 
distribution to all registered nurses in 
the Province of Ontario, setting forth 
once again in the clearest possible 
terms the facts, to refute the unsubs- 
tantiated and misleading statements 
issued by this group." The patience of 
RNAO was at an end. 
[t was noteworthy that while most 
of the 12 districts reported that mem- 
bership was somewhat lower this year, 
without exception they reported that 
active interest and participation in 
chapter activities was higher. The Re- 
gistered Nurses Association of Onta- 
rio is indeed on the march. 


During the past years several articles 
on CoHective Baorgai'l1'ing have appeæ-ed 
'in THE CANADIAN NURSE. The following 
list is printed for your information: 
Orispo, John H. "Collective Bargaining 
and the ProfoessioneI." Can. NUTS., 
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Hood, Ewlyn E. "Province Wide Bar- 
gaining for Nurse6." Can. NUTS., 
57:1064-1065, Nov., 1961. 


Pepper, Evelyn A. and Gordon, Ethel M. 
"Status and Remuneration of Feder- 
ally Employed Nurses." Can. NUTS., 
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Wheeler, Margaret M. "Quebec Nurses 
Search for Economic Security." Can. 
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1m proving Di ploma 
Programs 


In view of the increased recognition of the need to improve the educational programs in 
hospital schools of nursing, and because it has been demonstrated that where there is com- 
plete control of this program nurses can be adequately prepared for first level positions in 
less than three years, many hospital schools are taking steps to reorganize their whole pat- 
tern of education. The Canadian Nurse presents here reports of two programs currently 
being tried in Saskatchewan. 
Nursing education in Canada has entered a phase of transition. Service to hospital and 
patients, financial control of the school, sufficient numbers of prepared faculty, and ade- 
quate hospital facilities are areas that will require much consideration in the planning for 
changes. Communication between all schools of nursing in Canada concerning problems and 
their possible solutions will aid in the development of better programs. It is to this end that 
we present these articles. 


29-
10NTII 


PHOGRA
I IN l\IOOSE JA "T 


Necessity is the mother of inven- 
tion and something had to be done at 
Providence Hospital School of Nursing 
to ensure its continuation! After '11uch 
study, prayer and deliberation, we 
proposed a 29-month program. Our 
first group of students for this shor- 
tened course were admitted in Septem- 
ber, 1963. 
We are a hospital school of nursing 
and admit approximately 20 to 25 
students a year. Our hospital has a 
capacity of 165 beds and 24 bassinets. 
The facilities are most adequate and 
up-to-date, with a new wing added in 
1962. 
The director of nurses spends most 
of her time in the administration of 
the school. She has an assistant who 
does part-time teaching. We are most 
fortunate in having the hospital man- 
agement vitally interested in our educa- 
tional program and they have given 
us full liberty to control our program 


Sister Mary Fanchea is Director of 
Nursing, Providence Hospital. Moose Jaw. 
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with the exception of finances. This 
poses a problem, but with continued 
effort we do hope to have our own 
school budget in the not too distant 
future. 
Several factors had prompted the 
development of this pattern of less than 
the traditional 36 months: 
I. Difficulty in obtaining suitable ap- 
plicants. We are a small school in a small 
city - in close proximity to the provincial 
capital, Regina - 40 miles; and to the 
university cenrre, Saskatoon - 160 miles. 
T"
re is also another school of nursing 
comparable in size to ours in Moose Jaw. 
2. The Provincial Association had ap- 
proved diploma programs of 22 months 
(exclusive of vacation) that provide a min- 
imum of 1,000 hours ot theory and J ,200 
hours of supervised practice and laboratory 
wocK. 
3. Experiments had proven thar a nurse 
can be adequately prepared in 24 months in 
a controlled program. 
A review of our existing program 
indicated that. at this time, we needed 
more than 24 months to provide the 
available cxperience. Wc recognizcd 


that our students do provide nursing 
service to the hospital. The reduction 
in the length of the course would 
reduce the amount of service render- 
ed by students. This meant an increase 
in the hospital budget to supply nurs- 
ing personnel to replace the students. 
In fairness to nursing service we be- 
lieved we should reduce the amount 
of student service gradually, planning 
to have a two year program by 1966 
- providing, of course, that our revis- 
ed program proves satisfactory and 
financial assistance is forthcoming. 
Steps in Planning 
One essential for the success of 
any new curriculum is an enthusiastic 
faculty. They must be in on all the 
planning and be kept informed at all 
times. We are fortunate in having such 
a group, and also fortunate that the 
lines of communication were well esta- 
blished and functional. 
We carefully scrutinized the philo- 
sophy and objectives of our school, 
and decided that with supervision of 
practise hours. and review of our 


JULY 1965 


533 



curriculum content we could achieve 
our aim. The curriculum had been 
under continuous revision previously 
in order to keep up with the rapidly 
advancing field of medical knowledge 
and subsequent nursing needs. 
To achieve our objectives and carry 
out our program we needed the ap- 
proval of the Saskatchewan Registered 
Nurses' Association and the Depart- 
ment of Public Health. The approval 
of the latter was very important as 
financial assistance was required 
through the Saskatchewan Hospital 
Services Plan. Therefore, a compre- 
hensive report was drawn up including 
our philosophy and objectives, propos- 
ed major alterations in the curriculum, 
and the results we hoped to obtain. 
We also included hours of student serv- 
ice in the period from 1963-66 show- 
ing the decrease each year. 
Finally, we calculated the financial 
implications involved. Both the Depart- 
ment of Public Health and the Saskat- 
chewan Registered Nurses' Association 
approved our program and have con- 
tinued to shown interest. 
Early in the planning of the pro- 
gram the Administration and Nursing 
Service were informed of the intention 
of the school and were asked to contri- 
bute constructive suggestions. A sug- 
gestion box was placed in the graduate 
nurses' lounge, and many ideas were 
presented. This created an interest 
among the nursing staff and they were 
most anxious to be kept informed of the 
latest developments. The students cur- 
rently enrolled in the school were also 
informed and asked to contribute their 
ideas. 
The enthusiastic support of these 
two large groups stimulated commu- 
nity interest in our project and was 
influential in the expanding the num- 
ber of applications. 
The administrative personnel of the 
hospital gave support and assistance, 
bringing Sister Mary Felicitas, past- 
president, Canadian Conference of the 
Catholic Schools of Nursing, to Moose 
Jaw to evaluate our position, analyse 
our plans and recommend or dissuade 
our entrance into the new program. 
Curriculum Plan 
It is difficult in some respects to 
clearly define curriculum changes 
made for the shortened program. The 
school curriculum is adjusted yearly 
to eliminate inadequacies or to incor- 
porate areas that, due to current nurs- 
ing needs, become a required field of 
knowledge. Some changes were spe- 
cifically structured to aid in accom- 
plishing the program in 29 months. 
These major changes included: 
I. Assuming responsibility for teaching 
subjects previously taught at the Centralized 
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Teaching Program during rhe first four 
months; 
2. continuing formal classes in the social 
sciences in the second and third terms; 
3. increase in supervised theory and prac- 
tice hours in child and maternal health; 
4. emphasis on the patient as a member 
of a communiry and the community agencies 
contributing to the maintenance of health 
and rehabilitation. To achieve this our 
students now affiliate with the Regional 
Health Centre and the Home Care Program; 
S. scrutiny of existing policies regarding 
satisfactory theoretical and practical achieve- 
ment; 
6. alteration of the junior medical-surgical 
correlated lectures to meet deficiencies not- 
ed from previous years; 
7. the addition of comprehensive patient 
care and leadership experience; 
8. enrichment of the third year. 
Comprehensive patient care com- 
prises a two-week experience given to 
intermediate and senior students in 
which they devote their full attention 
to one pre-selected surgical patient. 
They admit the patient, give pre-oper- 
ative care, accompany the patient to 
the operating room (if they have had 
their operating room experience they 
may scrub for the operation; if not 
they observe), accompany the patient 
to the recovery room where they give 
the necessary nursing care under super- 
vision. The student is responsible for 
post-operative care for approximately 
seven days, gradually decreasing the 
time spent with the patient. 
This experience provides the student 
with the opportunity to: assess the 
needs of an individual patient; develop 
further skills in communication with 
the patient, his family, visitors, pro- 
fessional and non-professional hospital 
and nursing personnel; utilize concepts 
of psychology, sociology and philoso- 
phy to further develop her ability to 
empathize with the patient; increase 
her knowledge of specific disease 
entities and to apply this knowledge in 
the care of a specific patient. 
The leadership experience is provid- 
ed for senior students. The four-week 
experience aims to give them an op- 
portunity to develop leadership abili- 
ties through various planned activities. 
These include: working as assistant 
head nurse; developing nursing care 
plans for selected patients; carrying out 
a nursing research project; patient 
teaching; preparing and giving ward 
classes to other students; attending va- 
rious learning experiences within the 
hospital or school which would be of 
specific interest or value to them; 
acquiring knowledge of the techniques 
of evaluation, and developing some 
skills in the use of these techniques. 
In order to enrich the students 
senior term, many mOre theory hours 


are given. This is accomplished in two 
ways. First, surgery and the surgical 
specialties are considered as one sub- 
ject and divided into junior surgery 
and senior surgery. Senior surgery in- 
cludes subject matter involving more 
advanced knowledge and mental skills. 
Second, a series of lectures in medicine 
is presented to the students on a higher 
level than had been given in the junior 
term. Comprehensive examinations in 
medicine and surgery for junior stu- 
dents are given to make them aware 
of the importance of learning as a 
continuous process. These also serve 
as good preparation for their registra- 
tion examinations. 
The faculty felt very strongly that 
students currently enrolled in the 
school in the three-year program 
should not feel neglected. Some of the 
areas of activity planned for the new 
program were incorporated (either in 
total or modified) into the three-year 
program. Some of these areas were: 
comprehensive patient care, leader- 
ship, public health and home care ex- 
perience. 
Financing 
To offset some of the added costs 
of the new program the following areas 
were suggested and approved: 
I. Tuition fee of ..... ........... ..... $100.00 
2. Library fee of ...... ..... 10.00 
3. Books and Lab fee ............. 120.00 
4. Deletion of student allowance of 
$6.00 per month for the first year. (In 
Saskatchewan all schools of nursing were 
obliged to give the students an allowance 
of $6.00; $8.00; and $10.00 per monrh each 
year. ) 
S. The estimated cost of providing this 
educational program was calculated and 
submitted to the Department of Public 
Health for approval. These costs included: 
extra instructors and outside lecturers, 
library books, bus service to Regina twice 
weekly (our students go to Regina for 
classes in social sciences), additional nursing 
service personnel to replace student hours of 
service. 


Evaluation of the Program 
As the first group of students will 
not graduate until January 1966; we 
cannot give a complete evaluation at 
this time. Thus far, however, our stu- 
dents are showing satisfactory progress. 
Our applications have increased. We 
are able to screen our applicants more 
carefully as we have sufficient num- 
bers to choose from. The attitude of 
nursing personnel towards students is 
changing. They realize that students 
are in each department for a shorter 
period and this learning experience 
must be carefully supervised. Thev are 
also more aware of their responsibility 
for teaching students. Our instructors 
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have complete control of the students 
rotation within each unit and of patient 
assignment where possible. 
Most people resent change, but few 
resent progress. In reviewing the pro- 
gress we have made, the important 
points in initiating a new program are: 
I. The mental ability of accepted students 
must equal, if not exceed that of students 
previously accepted. Screening of applicants 
must be well done. 
2. The support and enthusiastic coopera- 


tion of administration, hospital personnel. 
faculty and students is essential. 
3. Financial support must be available. 
4. The classroom and clinical experience 
for the student must be under the control 
of the school. 
5. The program, although carefully out- 
lined and planned with a time limit, must 
be flexible to meet the changing needs of 
nursing. 
6. Although the school assumes control 
of the education of students, it must be an 


integral part of each one's philosophy that 
("he ultimate goal of the program is the 
optimum nursing care of each individual 
patient. We must always remember that the 
needs of the patient are never sacrificed 
for the benefit of student learning. 
Both the nursing care of the patient 
and the education of the student can 
be adequately accomplished without 
jeopardizing either, if there is unity 
of purpose, an understanding charity 
and an implicit trust in God. 


22-
IONTH PROGRr\
1 IN REGINA 


One day a speaker was talking 
about changes and improvements in 
medicine and in nursing. Someone at 
the back of the room was visibly un- 
comfortable and not quite sold on the 
idea of need for change. After awhile, 
he risked a question: "Where is the 
good old nurse whose presence was 
so comforting and so reassuring to the 
sick?" The speaker replied, "She died 
and was buried 50 years ago, beside 
the good old doctor - beside the 
good old patient!" 
Even those of us who graduated 10, 
20, 50 years ago can not call our- 
selves the "good old nurse" because 
we have progressed with the world and 
we have adapted our primitive ways 
of thinking to today's philosophy. For 
example, we do not think anymore 
that it is unkind if a modem nurse 
does not keep her soothing hand on a 
feverish brow as Fabiola would have 
done, but rather, uses all her nursing 
judgment to think through a nursing 
care plan for her patient that she can 
carry out logically. The modem nurse 
would be praised for acting according 
to the basic idea of helping others 
through the use of her God-given ta- 
lents and abilities that have been re- 
fined through scientific knowledge. 
There is a wealth of material for 
study: Florence Nightingale's recom- 
mendation of autonomy for schools 
of nursing; the Weir Report which, in 
1932, recommended financial indepen- 
dence for nursing schools, liberal arts 
content in nursing education, reduc- 
tion of housemaid's work by students; 
the Mussallem Report which, in 1960, 
found so many weak spots in Cana- 
dian schools of nursing that only 
16 per cen t would deserve accredita- 
Sister Castonguay is Director, School of 
Nursing, Regina Grey Nuns' Hospital. 
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tion; and the Saskatchewan Registered 
Nurses' Association Brief to the Royal 
Commission on Health Services in 
January, 1962. After reviewing all this 
the hospital and school administrations 
put their heads together and a new 
pattern of nursing education emerged 
as a result. 
The curriculum for this new prog- 
ram of nursing education was based 
on the following main hypothesis: if 
repetitions are eliminated in classes, 
and if the student's learning experien- 
ces are carefully selected and well 
supervised, a person coúld become a 
competent nurse in less than three ca- 
lendar years. However, no time bound- 
aries were considered until the new 
curriculum was completely planned at 
which time it was discovered that all 
essential learnings could be scheduled 
within a period of time which turned 
out to be twenty-two months. exclu- 
sive of vacation periods. 
This meant of course, greater cor- 
relation, more concurrent teaching. 
more detailed and careful planning of 
all students' learning activities. Con- 
trary to statements in the daily press, 
the faculty pay more attention to cli- 
nical experiences than ever before 
because of a greater need for corre- 
lation and meaningful activities during 
every minute of the time a student 
spends in any clinical area. 
Developing the Program 
Our experiment began in July 1962. 
At that time, stirred by the reports 
and research already mentioned, and 
by the recent CNA Biennial in Van- 
couver, our School Council of Admi- 
nistration consulted with Sister Denise 
Lefebvre. and with local experts in 
nursing. The group then fonned an 
Advisory Committee, and notified the 
Saskatchewan Department of Public 


Health, the Saskatchewan Registered 
Nurses' Association and the Saskat- 
chewan Schools of Nursing, of the new 
plan under consideration. Concurrent- 
ly, discussions were held with nursing 
service staff, alumnae members, doc- 
tors, Lady Patronesses and students, 
to acquaint them with the project and 
gain their support. 
The recently revised philosophy of 
the school was again studied in view 
of the proposed educational program 
and was retained as it stood. The 
same diagnostic procedure was then 
applied to the objectives of the school. 
These needed complete revision in 
order to encompass our new under- 
standing: that all experiences in a 
leamer's program must be meaningful, 
carefully selected and well supervised; 
that repetition in classes and clinical 
experiences are expensive in time for 
the student and could be eliminated 
with more planning and more corre- 
lation. 
After full agreement on these mat- 
ters, further meetings were held with 
the hospital administration and their 
advisory committee. Approval was 
granted and we proceeded with our 
plans. 
The next step was preparation and 
presentation of a brief to the Depart- 
ment of Public Health and to the Sas- 
katchewan Registered Nurses' Asso- 
ciation. 
The school remains a hospital 
school of nursing under the hospital 
administration. It is financed as be- 
fore through the per diem rate paid 
for patient care bv the Saskatchewan 
Hospital Services Plan. Any expenses 
related to the exp
rimental prow am 
are approved entirely by the Rate 
Board. 
The school does not have its own 
Board of Directors but we can 100' 
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forward hopefully to the day when a 
board, uniquely concem'ed with edu- 
oation, will direct the institution. Can 
anyone person or society ever main- 
tain two opposed priorities in their 
conscience? Can a service institution 
ever entirely recognize the need for 
long range plans of education when, 
for example, a graduate nurse reports 
sick one day While one of the depart- 
ments - the school - has a student 
who is scheduled to have a special 
experience not essential for patient 
care today? Can anyone institution 
have conflicting immediate goals or 
should we create two institutions each 
with its own goals and independent 
of the other for its immediate needs? 
Selling the idea of this shorter nurs- 
ing program was accomplished through 
presentations, discussions, meetings 
and conferences with various groups 
involved in or interested in nursing. 
Nursing service personnel, of course, 
had to be infonned right from the 


start. However, they were not only in- 
fonned. The director was made a part 
of all deliberations. Supervisors and 
head nurses were included as much 
as possible in the planning. Some 
decisions and planning were so urgent 
that time could not be allowed for 
the psychological process of acceptan- 
ce through lengthy discussions. 
Conclusions 
When the first group of students 
emerged from the "greenhouse" of 
their entirely educational program, 
they met no problem of acceptance 
by head nurses who received them on 
staff. In fact, some head nurses clid 
not know until a new nurse had 
worked with them for a few weeks 
that she was a graduate of the ex- 
perimental program. To the experi- 
menting 'School, this was a sign that its 
first graduates were fulfilling the head 
nurses' expectations of any new gra- 
duate nurse, from .any program. 


Ån evaluation of the first two 
groups of graduates will test our hy- 
pothesis, and reports will be published 
at the end of the experimental period, 
1962-66. 
In the meantime, the school is cop- 
ing with a great deal of comment and 
criticism from various sources. Cou- 
rage comes from conviction, however, 
and these were not lacking in those 
who promoted our program. When the 
great thinker-prophet of our century, 
Father Teilhard de Chardin, died in 
1955, he was being grossly criticized 
for his futuristic view of the evolu- 
tion of man. Today, only ten years 
later, his thinking is extremely en- 
lightening to science and religion 
alike. 
Nursing education in Canada should 
advance with giant steps during the 
next ten years. Let us hope that those 
who have toiled so hard for progress 
in nursing education will not have 
toiled in vain, 


"Commitment to Action" 


Report on the National League for Nursing Convention, May 1965 


The impact on nursing of federal health 
and welfare legislation, improving the qua- 
lity of nursing services in the face of ex- 
panding needs, and augmenting the ranks of 
nursing personnel were the main topics for 
more than 4,500 members of the National 
League for Nursing who met at convention 
in San Francisco, May 3-7. Speakers from 
the fields of general education, social scien- 
ces, community planning, health, and re- 
search focussed on the application of the 
theme of the convention - "Commitment 
to Action." 
Representing a membership of approxi- 
mately 25,000 professional and practical 
nurses, civic leaders, persons in allied 
health professions, and 1,400 public health 
agencies and schools of nursing, the League 
is a voluntary organization that brings to- 
gether interested forces of the community to 
improve nursing care and nursing educa- 
tion. 
General sessions, attended by all regis- 
trants, were held each morning during the 
five-day convention. Luncheon and after- 
noon sessions, devoted to smaller meetings 
of various segments of the membership, 
dealt with specific nursing service or nurs- 
ing education matters. Evening programs 
were again slanted to the broad interest of 
all registrants. 
s. Samuel B. Gould, president, State Uni- 
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versity of New York, keynote speaker, 
opened the sessions with a discussion of 
"New Urgencies in Health Care." He em- 
phasized the stresses that create difficulties 
for today's young people. He advocated a 
reorganization of the educational system, 
the elimination of extraneous and obsolete 
knowledge, the adoption of new methods, 
and re-grouping of the academic disciplines. 
General business meetings were held on 
Monday and Friday for the presentation of 
reports, announcements of the results of 
the biennial elections, and voting on reso- 
lutions and by-law changes. Mrs. Lois M. 
Austin, Pittsburgh, was re-elected as presi- 
dent for the next biennium. 
General assembly programs emphasized 
the interrelafionship of nursing service and 
education. Action programs to improve pa- 
tient care services and community planning 
for education were major topics of the first 
two days' business. State and local leagues 
were evaluated in general assembly in the 
program "Leagues for Nursing: Act-ors and 
Innovators" on the third morning. 
Bonus attractions to the regular sessions 
were the large variety of exhibits resembling 
a miniature fair of materials of interest to 
nurses, educators, and administrators and the 
special audiovisual program. The exhibits 
included the newest developments in hos- 
pital equipment, surgical and pharmaceutical 


products, rehabilitation aides, textbooks, 
programmed instruction material'S, 8nd 
other professional, technical and personal 
items. "The Audiovisual Evolution in Teach- 
ing" was the topic of a panel of speakers at 
an evening session. They discussed aspects 
of audiovisual media from the standpoint 
of the educator, medical diagnosis and the- 
rapy, and nursing education and service. 
Throughout the week. 'Showings of new 
films on -nursing and health 'Subjects, select- 
ed by the ANA-NLN Film Service, illustrat- 
ed many aspects of community planning, 
interpretation and teaching. 
A highlight of the convention was the 
banquet held on Thursday evening. Whit- 
ney M. Young, Jr., U.S. educator, social 
worker, and di'l,ector of the National Urban 
League, was principal 'Speaker. Mr. Young, 
a prominent leader in the civil rights move- 
ment and an eloquent public speaker, chose 
as his topic "Health Care and the Negro 
Population." He called on nursing to con- 
tinue its heritage of working toward the 
right. "We must continually work for pro- 
gress," he said. 
A special feature of the banquet was the 
presentation of the Mary Adelaide Nutting 
A ward for outstanding leadership and 
achievement in nursing to Lulu Wolf Has- 
senplug, dean, school of nursing, University 
of California at Los Angeles. 
THE CANADIAN NURSE 
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The patient-centred study that received first prize in the 1964 
Macmillan Comprehensive Nursing Care Studies Competition. 


When I first heard about Mrs. Bon- 
nell, a 24-year-old French Canadian 
patient who had been admitted for 
treatment of a mandibular abscess, I 
was somewhat wary 'about selecting 
her for my patient-centred study. She 
spoke broken English, was in isola- 
tion and was apparently quite depress- 
ed and uncommunicative. However, I 
recognized this as a challenge, decided 
to accept it and set out with the ob. 
jective of making this patient more 
comfortable both in mind and in body. 
When I met Mrs. Bonnell, she was 
sitting in an easy chair, looking de- 
spondently out of the window. The 
left side of her face was distended, 
swollen, and red above the dressing 
that covered the left lower jaw. The 
expression in her eyes was one of des- 
peration and seemed to say "please 
help me." 
She appeared to be of medium 
build, about 5'3" in height and slightly 
overweight. Her thick brown hair was 
shoulder length and worn straight, 
pulled back from the face. Her hazy 
blue eyes seemed to compliment the 
freckles scattered across the bridge of 
her nose and cheeks. Although her 
skin was smooth and creamy, it lacked 
color. 
She told me that she was the 
youngest of a family of six, and had 
left school at the age of 15 to work 
as a housekeeper in a private home. 
When 18, she moved from the small 
town where she was born and came 
to work in Montreal. She enjoyed her 
work, although she thought that it was 
hard work for little pay. 
Miss Rutherford was a first year student 
at The Montreal General Hospital School 
of Nursing when she wrote this study. 
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The patient has been happily mar- 
ried for two years to a man who 
operates a bulldozer for a Montreal 
company. She spoke of him frequently 
and was particularly pleased when the 
weather was bright and shiny since it 
meant easier working conditions for 
him. He came to see her almost every 
night and she looked forward to his 
visits. She didn't seem to worry about 
him living alone while she was in hos- 
pital because she claimed he was quite 
adept at preparing meals, keeping the 
house clean and doing the laundry. 
Although the family were poor finan- 
cially, they managed to live within 
their means. They had no private hos- 


J 
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pital insurance bu t were covered by 
the provincial hospital insurance plan. 
The Bonnells have two children: a 
9-month-old girl, called Louise, and 
Alain who was born prematurely while 
Mrs. Bonnell was in isolation at this 
hospital. The baby is now in the pre- 
mature nursery and is progressing 
favorably. The patient has not seen 
him since he was born, but her hus- 
band brings reports about him when 
he comes to visit her. Mrs. Bonnell's 
sister-in-law agreed to look after Louise 
while her mother was in hospital. 


(Please turn to page 562 A) 
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Mr. A.R. Ware of the Macmillan Company of Canada presents the first prize award 
to Miss Charlotte Rutherford; Mrs. A. Isobel MacLeod. direçtor of nursing. look on. 
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The team nursing method of patient 
assignment is not and never has been 
considered a panacea for such present 
day ills of nursing as mobility of staff, 
inadequate numbers of professional 
personnel and rapid turnover of pa- 
tients. It is a concept that is not uni- 
versally applicable to all hospital staff- 
ing situations. On small wards, or on 
wards where all staff are equally well- 
trained, other methods of assignment 
may produce optimum care at less cost 
in terms of numbers of staff needed 
and in time expended. 
In many hospitals, team nursing - 
which should be a more comprehen- 
sive and individualized method of pa- 
tient assignment - is merely a name 
given to various methods of functional 
assignment that are utilized to get the 
work done. One reason for this situa- 
tion relates to the change to team nurs- 
ing itself. Organizational and techno- 
logical innovations unless carefully 
planned and carried out, are apt to 
result in staff opposition, ranging from 
hostility toward the innovator to dis- 
ruption of the entire organization. 
In many cases, little thought has 
been given to the consequences of the 
change to this type of patient assign- 
ment or to the preference of the staff 

or the method currently in use. Little 
is done to assess the total situation, 
nor is any attempt made to emphasize 
the strengths and minimizt: the weak- 
nesses of the individual ward or de- 
partment. Nursing leaders and nurses 
in general appear to be ever-ready to 
grasp at solutions presented to their 
problems, without taking the time to 
stand aside and consider an over-all 
view of the situation. 
The attitude of personnel then, is 
one of the main problems in establish- 
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ing effective team nursing. The sup- 
port of all staff is essential from the 
very beginning. Much that goes, wrong 
in the team plans is traceable to a 
lack of internalization of the goals 
of the organization and a lack of real 
commitment to the method. Nurses 
who have been educated under a 
variety of authoritarian systems, with 
distinct hierarchical differentiation of 
status, will often find that the emphasis 
on problem-solving inherent in the 
team concept of nursing brings per- 
sonal conflicts and added stress. These 
staff members will frequently note 
that there is a lack of coordinated 
action on the ward and that a compre- 
hensive view of the over-all activities 
of the unit is lost. 
Orientation to team nursing should 
include the medical staff as well as 
the various levels of nursing person- 
nel. Medical personnel who have not 
been included in the planning sessions 
for team nursing are frequently una- 
ware of its goals or frankly disapprov- 
ing of its concepts, particularly in re- 
lation to the change in the role of 
the head nurse. They continue to take 
their problems concerning individual 
patient care to the head nurse instead 
of to the team leader. 
The free flow of communication is 
essential in any type of organization. 
Where the team method of patient 
assignment has been instituted, it is 
the life blood of efficient function- 
ing. Far too many barriers to com- 
munication still exist in hospitals. Ste- 
reotyping of patients and staff mem- 
bers, insecurity, feelings of inferiority 
and social distance do not permit the 
really democratic use of the group 
method of problem-solving. On many 
wards, status problems make it cx- 
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tremely difficult to promote auxiliary 
personnel to full team membership; 
and this is essential in this method of 
assignment. Nurses have proven to be 
less than enthusiastic in the past about 
relinquishing their role responsibilities 
and delegating authority to others. 
Those engaged in team nursing do not 
appear to be any less reticent. 
Team nursing is not a method of 
patient assignment that will save the 
institution money, although this may 
have been the reason for its initiation 
in some hospitals. It is time-consum- 
ing and often requires additional, 
rather than less, staff for optimum 
functioning. Considerable time must 
be spent in planning, deciding upon 
common goals, organizing team confer- 
ences and inservice education, evalu- 
ating the program and personnel, and 
in careful investigation of individual 
patient needs. Constant supervision of 
care is essential. Insufficient numbers 
of staff, inadequate briefing, and poor 
supervision, all too frequently prove 
the undoing of the best intended pro- 
gram of team nursing. Consistency of 
staff leads to a strong "in-group" feel- 
ing and more job satisfaction. How- 
ever, rapid turnover, high rates of 
absenteeism, and lack of consistency 
in planning for staffing have played 
havoc with the original concept of 
team nursing. 
The team leader is responsible for 
planning and evaluating the care of 
each patient, for delegating responsi- 
bilities and assigning specific duties. 
She guides and supports the activities 
of each team member. This requires a 
leader of rare abilities and good judg- 
ment. Well-qualified, full-time profes- 
sional nurse leadership is essential for 
(COli till lied 011 page 548) 
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The main objective in nursing care 
is to provide comprehensive, individu- 
alized patient care. A concomitant ob- 
jective for nursing service is that 
personnel providing this care should 
obtain job satisfaction. 
These objectives are achieved by 
team nursing. Under the guidance of 
a team leader, all nursing personnel 
plan and work together to provide the 
best possible care for patients assign- 
ed to their team. Together, they 
identify each patient's needs, plan how 
to meet them, and then put their 
plans into effect. Each team member 
- whether she be a registered nurse, 
a nursing student, or a nursing assis- 
tant - has an important role to fill. 
This results in more effective patient 
care, more efficient use of personnel 
and increased job satisfaction. 
For team nursing to be effective, 
the head nurse must believe that it is 
the best method of patient assignment. 
If she doesn't, she will have team nurs- 
ing in name only. She must be willing 
to delegate authority to the team 
leader, allowing the latter to assume 
responsibility for her team members 
and the patients assigned to their care. 
This delegation of responsibility 
does not lessen the importance of the 
head nurse. It has been said that to 
be an effective administrator in any 
situation, an individual cannot have 
more than six persons reporting direct- 
ly to her. Obviously, the head nurse 
in charge of a unit where the function- 
al method of patient assignment is in 
operation has far too many persons 
communicating with her. Her work 
becomes fragmented and frustrating. 
With team nursing, the head nurse has 
two or three team leaders reporting 
directly to her and, thus, is not beset 
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by these difficulties. With decentral- 
ization of authority, lines of communi- 
cation become clearer, less complex 
and more meaningful. 
The position of team leader requires 
a registered nurse who has demonstrat- 
ed definite leadership ability. The 
individual chosen must be enthusiastic 
about team nursing if she expects those 
working under her direction to work 
well together. This leadership position 
is satisfying to many nurses since it 
allows them to combine bedside nurs- 
ing and supervisory skills. 
Team nursing is not meant to an-' 
swer the problem of a shortage of staff. 
It does make better use, however, of 
each person's skills and abilities. In' 
assigning patients, the team leader 
has to be aware of each team member's 
capabilities and decide who can best' 
meet the needs of each individual pa- 
tient. All assignments are given in 
writing to guard against omissions and 
misunderstandings. 
Nursing students usually find team 
nursing stimulating, since assignments 
are geared to meet their learning needs. 
They enjoy the democratic atmosphere 
that prevails in team conferences, 
where they are able to help analyze 
patient needs. Since a clinical instruc- 
tor is not always available, they rely 
on the team leader for assistance. If 
they have to leave the unit to attend 
classes, they know that another team 
member who is aware of their patients' 
problems will take over until they 
return. 
Nursing assistants and other aux- 
iliary personnel find team nursing 
satisfying, since they are accepted as 
full members of the group. They are 
included in dll team conferences, where 
they have an opportunity to contribute 
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their ideas, and to help plan patient 
care. Since the team leader is available 
to supervise their work and to help 
them, if necessary, they do not feel 
threatened by too much responsibility. 
The daily team conference allows 
members to identify each patient's 
needs and to plan how to meet them. 
In the functional method of assign- 
ment, this is left to the individual 
nurse or nursing assistant. Too fre- 
quently, the needs are never identified 
and the care given may be haphazard. 
The conference also serves as an edu- 
cational function for all members. 
In summary, the team approach to 
nursing can, if enthusiastically accept- 
ed by staff, promote better, more 
individualized patient care. All team 
members have the opportunity to 
develop personally and professionally 
in this more democratic method of 
assignment. The head nurse uses her 
leadership skills to help the team 
leader meet her responsibilities. The 
team leader thus has an opportunity 
to develop her own leadership skills. 
She develops her teaching skills in her 
relationships with both patients and 
team members. The student is able to 
practise nursing under supervision, and 
to learn more about identifying and 
meeting patient needs. Auxiliary per- 
sonnel feel less frustrated since they 
are able to make an important contri- 
bution as team members. 
If personnel have been given proper 
orientation to the concepts of team 
nursing, and if they accept these con- 
cepts, there is no reason why team 
nursing cannot be a most effective 
method of providing comprehensive, 
individualized patient care. When staff 
are able to provide such care, job 
(C"1I1illlll'd 01/ pa!:l' 548) 
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effective functioning of the team. Far 
too often, inadequately trained per- 
sonnel act as team leaders; in some 
institutions, student nurses are assign- 
ed this vital position. This lack of 
training of the team leader and the lack 
of consistency in this position lead 
to inefficiency, to poor supervision of 
other team members and to less job 
satisfaction. In addition, the head 
nurse is summarily stripped of many 
of her former functions and is fre- 
quently a rather pathetic figure on the 
ward. She either spends her time 
checking the work of the team, not 
seeming to trust the team leaders, or 
retreats into a sort of limbo where 
she quietly resigns herself to a non- 
participant role. Many head nurses 
have difficulty with their role percep- 
tion, thus providing a weakness in 
this method of assignment. 
With the use of additional non- 
professional nursing personnel, there 
is an obvious increase in the poten- 
tial for error. An additional onus 
is placed upon supervisory personnel. 
The team leader, having experienced a 
lifetime of independent nursing, often 
feels herself unable to circulate among 
team members and to utilize the group 
for problem-solving and error-correc- 
tion. 
In the education of the student 
nurse, team nursing has often proven 
to be an even less useful method of 
patient assignment because of the 
conflicts that develop so frequently 
between the clinical instructor and the 
team leader. The old dichotomy of 
service vs. education still exists in 


Alcoholism and its Treatment 


Nurses' Attitudes Toward Alcoholics 


many hospital schools and the team 
leader who is vitally involved in the 
patient assignment and" in the evalu- 
ation of patient care cannot or will 
not function in an educational role. 
The student nurses's place on the team 
is still nebulous and ill-defined. 
Team nursing is a method of decen- 
tralizing nursing care. It is viewed in 
many quarters as a "halo" that has 
become especially useful in situations 
where a symbol of democracy is valu- 
ed. Whenever there is organization of 
any kind, there will always be a split 
between the leader and the led and 
we see in team nursing a recourse to 
the use of bureaucratic directives that 
indicate a fundamental weakness. 
No research has been done to as- 
certain if the team plan of patient 
assignment has resulted in better pa- 
tient care. If we are to believe the 
many letters sent to newspapers and 
women's magazines, it is obvious that 
care is, as yet, far from adequate; and 
surely in some of these hospitals team 
nursing is being used. 
A good deal of complacency may 
be found in institutions where team 
nursing is in use. The staff seems to 
regard their problems as solved and 
their duty done. Perhaps it is this com- 
placency that is the real "con" of team 
nursing. 
In summary, team nursing has been 
poorly instit
ted, in many situations, 
without adequate preparation of staff. 
It does not have the support of many 
who are working with it. As well as 
suffering from a lack of commitment, 
the team method of patient assignment 
suffers from a lack of consistency of 
staff, insufficient numbers of well- 
trained personnel and poor supervision. 
It is extremely time-consuming, and re- 
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quires great effort on the part of all 
staff members. There is no evidence 
that team nursing, as u
ed today, is 
producing superior patient service. 
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Poison 


Control Centres 


Medicine cupboards and cleaning closets of every home in Canada are literally 
stuffed with poisons. Somewhere, right now, some small child 
is probably sampling one of them. In response to these peculiar tastes, 
poison contl'ol centres have been established in many 
hospitals in cooperation with the Food and Drug Directorate of the 
Department of National Health and Welfare. 


The purpose of these centres is 
twofold: to serve as information cen- 
tres and to provide treatment facilities. 
The function of dispensing information 
is perhaps the more important. Cana- 
dian industry produces literally thou- 
sands of new chemical compounds 
every year and many of these, under 
patented names, find their way into 
our homes. If manufacturers could be 
persuaded or compelled by law to name 
on the container label any harmful 
ingredient and the antidote, we would 
not need poison control centres. But 
when Baby Jane swallows a bottle of 
Little Red Devil Muscle Rub. nobody 
knows whether to treat her or spank 
her! At this point the family doctor 
calls the nearest poison control centre. 
Sometimes the doctor might just 
as well call the candy store on the 
corner. So many new products reach 
the market each year that it is almost 
impossible to keep up with them. Thus, 
the first business of any good poison 
control centre is to gather together 
as much up-to-date information as 
possible. There is no point. however. 
in having the best poison control 
library in the province if it is locked 
away in the pharmacy at night and if 
the only key is on the pharmacist's 
night table. The information should 
be readily available at all times and 
someone who knows how to use it 
should always be on hand. 
What information should you have 
in this library? Here is a hard-won 
list: 
1. The Poison Control Card Fife 
provided bv the pnison Control Unit. 
Food and Drug Directorate. Depart- 
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ment of National Health and Welfare, 
Ottawa. This is the backbone of the 
system and is kept up-to-date by the 
Directorate. 
2. The Poison Control Card File 
available free-of-charge to recognized 
poison control centres from the Nation- 
al Clearing House for Poison Control 
Centres, the Department of Health, 
Education and Welfare, Public Health 
Service, Washington, D.C. 20201. This 
covers American products and is also 
kept up-to-date. 
3. Clinical Toxicology of Commer- 
cial Products, 2nd ed. by Gleason, 
Gosselin and Hodge, published by 
Williams and Wilkins. 
4. Handbook of Poisoning, 4th ed. 
by Dreisback, published by Lange and 
available through Trans-Canada Book 
Supply, 5459 Lafond St., Montreal. 
The above are two excellent books and 
if you. have nothing else, have these. 
5. Poisoning, by Jay M. Arena, 
published by Thomas. 
6. The Vademecum International, 
latest edition. 
7. New and Non-Official Drugs, 
J. B. Lippincott Company, latest ed- 
ition. 
8. The Pharmacological Ba,fis of 
Therapeutics, by Goodman and Gill- 
man. The Macmillan Co. 
'). Clinical Handbook on Economic 
Poisons, distributed by The Poison 
Control Unit, Ottawa. 
10. Poisonous Plants of the United 
States and Canada, by Kingsbury, pub- 
lished by Prentice-Hall. 
11. Many brochures put out by in- 
dividual drug companies about their 
products list the toxic effects and 
antidotes. Compile a list of the com- 
panies and write to them for this 
information. It is a good idea, too, 
to keep a current list of drug com- 
panies with the telephone numbers of 


the home offices and local represen- 
tatives. 
12. Identification Guide for Solid 
Dosage Forms. I.A.M.A. vol. 182, no. 
12, Dec. 22, 1962. 
13. The Procedure Book For the 
Management of Childhood Poisoning, 
3rd ed., 1964. This pamphlet is pub- 
lished by the Boston Poison Informa- 
tion Centre, 300 Longwood Ave., 
Boston 15, Mass. and is invaluable. 
Your second concern will be to 
provide treatment facilities. Set up the 
materials listed in The Procedure Book 
For the Management of Childhood 
Poisoning on a shelf in the treatment 
room, or on a wheeled cart. Equipment 
that will be needed is listed in this 
book. With these materials on hand, 
you will be ready for most emergen- 
cies. From here on, it is up to the 
medical staff. 
And what will your patients swal- 
low? It is really unbelievable ! Pills or 
capsules of any shape or form. particu- 
larly children's aspirin ; gasoline, nail 
polish, lemon oil, lysol. lighter fluid, 
paste deodorants, bubble-bath. paint, 
liniment, javex. rat poison. turpentine. 
perfume and after-shave lotion. You 
name it - they'll eat it ! If they sur- 
vive, you fill out a "Report of Poison- 
ing" form for the provincial depart- 
ment of health and the local V.O.N. 
Their nurses will make a home visit 
and explain to the contrite mother 
ho,,:" to prevent this from happening 
agaIn. 
A case comes to mind. Little John- 
ny, two and one-half years old. found 
a broom, pushed a chair to the kitchen 
cabinet, climbed up on the cabinet. 
opened the cupboard door, and with 
a broom handle. knocked down grand- 
ma's digitalis pills from a top shelf 
and gobbled them down with relish. 
Sometimes you can't win! 
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THE TOLL OF ALCOHOLISM 
The number of alcoholics, particularly 
those with the most severe forms of the 
disease, is increasing among state mental 
hospital admissions, according to the di- 
rector of the U.S. National Institute of 
Mental Health. 
One in seven newly admitted patients is 
an alcoholic, an 18 per cent rise in 10 
years. Recent figures show a srartling rise 
in the number of alcoholics diagnosed as 
having "chronic brain syndrome assOCiated 
with alcoholism," the most severe and hope- 
less of the three classifications of the 
disease. Patients in this group suffer perma- 
nent and irreversible destruction of rhe tis- 
sues of the brain. The damage probably 
results from metabolic or nutritional defects 
caused by prolonged use of alcohol. 
These alcoholics undergo severe person- 
ality changes, delirium, confusion, amnesia, 
confabulation, inflammation of the nerves, 
and pain in the arms and legs. The brain 
damage may be diagnosed by the electro- 
encephalogram. 
In contrast to the "chronic brain syn- 
drome" patients, the other two classifica- 
tions of alcoholics, "acute brain syndrome 
associared with alcoholism," and "socio- 
pathic personality disturbance, alcoholism 
addiction," have increased at a much slower 
rate. 
An analysis from one State furnishes 
this profile of the typical alcoholic admitt- 
ed ro a mental hospital: The odds are 
better than 4 to ] that the patient will be 
a male, probably separated or divorced, 
with little or no elemenrary education. He 
is most likely to be in his forties at the 
time of his first admission. 
The person least likely to become an 
alcoholic is the married female wirh some 
college education. either under 35 or over 
54 years of age. 


CANCER, PERSONALITY LINKED 
New evidence has been offered recently 
that severe shocks leading to depression 
increase susceptibility ro cancer. In a study 
of 450 cancer patients, Dr. L. LeShan of the 
Institute of Applied Biology, New York 
City, found a basic emotional orientation 
which he termed "despair" to have preced- 
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ed the appearance of cancer. This despair 
often resulted from the loss of a relation- 
ship which had become the focal point in 
the patient's life. 
In a similar study of patients with 
leukemia or lymphoma, a physician at the 
University of Rochester, N.Y., found that 
the illness was preceded by "anxiety, de- 
pressive symptoms and feelings of hopeless- 
ness, in relation to experience of separation 
from a parental figure, spouse or child as 
well as changes in long-time work or some 
threatening, disabling operative procedure." 
The Horner Newsleller. 


GIVE ME STABILITY 
How I wish I could go to just one con- 
ference, listen to one after-dinner speaker 
or hear one sermon that didn't exhort us to 
Welcome Change! In fact I am starting an 
anti-change league and applications are 
invited for membership. There will be no 
formal constitution for my league, only a 
basic philosophy. The world, it seems to 
me, is in a state of constant flux. People 
are bewildered, lonely and neurotic. Whar 
they need, above all else, is a sense of 
stability, something that is unchanging in 
a changing world. They even need something 
to kick against and if everything (and every- 
body) is changing the whole time, life is 
like enranglement with an eiderdown which 
gives, smothers, and is softly unresistant 
to every movement. So, far from welcoming 
'progress' - which so far as I can see may 
well be advancement towards perdition - 
we should welcome a little reaction. - Jot- 
tings by Gadfly. Nursing Times, 65:51], 
April 9, 1965. 


MAC THE KNIFE 
The c.B.C. telecast crew was explaining 
to the C.M.A. public relations committee 
its experiences in filming a heart: operation 
in one hospital in Ontario: "We had heard 
that the surgeon was a cheery fellow who 
whistles while he works," said the T.V. 
producer. "But we were still a bit surprised 
when we played back the film and derected 
the sound of the surgeon's song. He was 
humming 'Mac the Knife'." - Ontario 
Medical Re\'iew. 


. 


. 


10 COMMANDMENTS FOR BOOK 
REVIEWING 
1. Don't use loose words, e.g., "thrill- 
ing," "intriguing," "grand," etc., in talking 
or writing of books. 
2. Practise humility in stating your opin- 
ion of a book. Allow for the possibility 
that your judgment may not be infallible. 
3. Don'r give away the contents, or the 
plot, of the book you are discussing. The 
author has taken a year to prepare its 
entertainment and surprise. You have abso- 
lutely no right to give the show away in 
three desiccated paragraphs. 
4. Read the book, don't skim it. 
5. When you read, allow 60 per cent of 
your thoughts to be swept into the main 
current of the story; keep the other 40 per 
cent detached and observant on the river 
bank. Pause whenever a note seems worth 
taking. 
6. In conclusion, ask yourself what the 
author is rrying to do. 
7. Ask yourself how well he has done it. 
8. Ask yourself - in your opinion - 
was it worth doing. 
9. If possible, hold what you have written 
for 24 hours and show it to someone whose 
judgment you respect. Second thoughts 
will ofren modify the first flush of enthusi- 
asm. 
] O. A void superlatives. A Shakespeare, a 
Keats, a Kipling, or a Galsworthy does not 
reproduce himself every ten years. 
Excerpts from Boo/.. Reviewing by J. E. 
Drewry, as cited in the newsbulletin of the 
Medical Services, Dept. of National Health 
and Welfare. 


BEHOLD THE PATIENT 
Behold the patient uncomplaining, 
Not asking whether losing, gaining, 
Not offering unsought advice, 
But really being very nice. 
Behold the patient (best of scenes), 
Not tearing up the magazines, 
Not pacing up and down the floor, 
Not hammering upon the door, 
Behold th:: patient quit;: relaxed, 
With nerves, this once. not overtaxed. 
Seren::, almost unrecognized. 
Not fighting back - anesthetized. 
- Canadian Doctor 
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A telephone call to a complete 
stranger was the beginning of a 
wonderful experience. It was my in- 
troduction to Mrs. Collins and a few 
days later I visited her home. I met a 
very pleasant lady of 23 in her last 
month of pregnancy. For all her 
awkwardness, she was lively and 
gracious. The noticeable grey streaks 
in her dark hair were belied by a very 
youthful and vivacious face. Happy 
enthusiasm and a genuine interest 
seemed to infect those around her. 
When I said I visited "her home," 
I meant her temporary home in Cal- 
gary with her parents. Mrs. Collins' 
husband, a University student in a 
nearby city, was working for the sum- 
mer at the Arctic Islands. Knowing 
that he would be away all summer, 
they planned that Mrs. Collins would 
spend the last part of her pregnancy 
with her parents and have her baby 
in Calgary so she would not be alone. 
-"Not alone" is an understatement, 
for her parent's household is one over- 
flowing with life. The evening I was 
there for dinner, there were the parents, 
eight children ranging down the years 
to eight (Mrs. Collins being the 
eldest, three cousins who were visit- 
ing, and a few neighborhood young 
people who called in. They appeared 
a relaxed and friendly group, c1ose- 
knit but teasing, lively yet organized. 
Everyone from the eight-year-old 
brother to the visiting cousin was 
vitally interested in Mrs. Collins' con- 
dition, eager for the expected baby, 
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and even interested in the "nurse who 
will be helping me when I go to the 
hospital. " 
Mrs. Collins has a very good re- 
lationship with her husband. She feels 
secure in his love and concern for her. 
She was pleased at his acceptance of 
her altered appearance due to preg- 
nancy. Both were of the Mormon faith. 
She had obtained her B.A. degree plus 
a teacher's certificate and for the last 
year she taught grade two and enjoyed 
it. With only an apartment to keep up, 
she did not find it too difficult to 
manage her home and work. They did 
not have much money, but she is the 
kind of person who can get more fun 
out of a daintily-lined laundry basket 
than a new crib. 
Characteristically, Mrs. Collins was 
very happy about her pregnancy. She 
was matter-of-fact about it, yet filled 
with wonder that it was happening 
to her and seemed to enjoy the ex- 
citement of preparations. Her interest 
in the coming labor and delivery made 
her want to watch the actual birth. 
She was impatient for the end, how- 
ever, and to get home to her husband. 
She told me that if she was overtime 
even one day she would take castor 
oil. When I asked her if she intended 
to have a large family like her own, 
she said she thought so, but had reserv- 
ed the right to say for sure till she 
found out what it was like. Mrs. Col- 
lins' relaxed attitude toward her preg- 
nancy was likely to ensure an easier 
labor and a happier reception for the 
baby. 


Signs and Symptoms of Pregnancy 
The first presumptive signs of preg- 


nancy are: absence of a menstrual 
period, "morning sickness," breast 
changes, frequency of urination, and 
quickening. These signs do not give 
a positive diagnosis, but they give the 
woman the first indication that she 
may be pregnant. 
Mrs. Collins first suspected she was 
pregnant when her January menses did 
not occur. When the second period did 
not come either, she made an appoint- 
ment with her doctor. About this time 
also she experienced some nausea, 
especially early in the morning before 
breakfast. This was slight and lasted 
only a short time; "morning sickness" 
was not an especially troublesome part 
of her pregnancy. She also noted breast 
changes - the nipples enlarged, 
became darker, and felt tender. 
As further evidence of probable 
pregnancy, there is enlarging of the 
abdomen, the fonning of the linea 
nigra, and uterine changes such as sof- 
tening of the cervix, Braxton-Hick's 
sign, (painless contractions), and Chad- 
wick's sign (bluish discoloration of the 
cervix and vagina). None of these 
signs establishes a positive diagnosis 
either, because they can all be demon- 
strated in certain uterine tumors. 
As her pregnancy progressed, Mrs. 
Collins noted the abdominal growth 
making changes in her figure. She, of 
course, could not detect the difference 
in the uterus and cervix, though the 
doctor probably recognized these in 
his pelvic examination. She did feel 
occasional mild contractions through- 
out her pregnancy. 
The other and positive signs of preg- 
nancy such as hearing the fetal heart. 
feeling fetal movements, and palpat- 
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ing fetal parts came much later. The 
Collins did not wait for these positive 
confirmations to make plans for the 
birth of the baby. 
Prenatal Care 
The early medical supervIsion and 
care given to a patient during her 
pregnancy aims to maintain optimum 
health of the mother and increase her 
knowledge so that she may pass 
through her pregnancy and labor with 
a maximum of mental and physical 
fitness; to ensure the normal develop- 
ment, and the adequate growth and 
good health of the baby; to relieve 
discomforts and prevent complications 
of pregnancy; to ensure rapid con- 
valescence and continued health of 
mother and baby following delivery. 
The doctor, the nurse, community 
agencies and the patient herself all 
must cooperate to meet these goals. 
When Mrs. Collins first visited her 
doctor he could not confirm positively 
that she was pregnant. However, he 
was able to give her some assurance. 
He gave her a general medical exami- 
nation to determine her general health, 
to measure the blood pressure, and to 
reassure her of her suitability for child- 
bearing. He also did blood tests - the 
routine syphilis test and the deter- 
mining of the Rh factor. He found 
that Mrs. Collins was Rh negative 
(her husband is Rh positive). He ex- 
plained the significance of this - what 
might happen to the baby's blood and 
hers. He promised her that if it was 
found she was building up antibodies 
that might affect the baby, he would 
induce labor. 
On her second visit one month later, 
the doctor did a pelvic examination. 
By that time he probably found some 
of the presumptive signs of pregnancy 
such as growth in the abdomen, soften- 
ing of the isthmus of the uterus, and 
bluish discoloration of the cervix and 
vagina. Pelvic measurements were 
estimated at this time. Although he did 
not discuss his findings with Mrs. Col- 
lins, he told her that pregnancy was 
quite assured and all seemed in order. 
From the beginning Dr. Hood sug- 
gested a diet that would keep her fit, 
prevent excessive weight gain, and 
provide the needed nutrients for the 
growing fetus within her. He gave her 
a pamphlet on diet and emphasized its 
importance. Ordinarily, her diet was 
adequate and well balanced, so this 
was not a big issue for her, but she 
did have to cut down on rich and "fat- 
tening" foods. She found that the 
doctor was quite firm when she gained 
more than he had recommended. 
During pregnancy there should be 
a large amount of fluid in the diet, 
including one quart of milk daily if 
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this can be tolerated. Protein foods 
must be stressed. Generous allowances 
of vegetables and fruit are essential, 
as well as other sources of vitamins 
and minerals. Salt intake may need to 
be reduced. 
The doctor also pointed out that a 
pregnant woman's requirement for rest 
is increased. She must prevent over- 
fatigue by getting and adequate night's 
sleep, and by naps during the day, 
snatches of rest by sitting down, put- 
ting her feet up. She should avoid over- 
eXiertion. 
With this emphasis on rest she still 
must not neglect exercise. She would 
need the fresh air, diversion, and phy- 
sical relaxation of exercise. 
On her doctor's advice, Mrs. Collins 
registered in the V.O.N. prenatal 
classes. These covered almost every 
aspect of prenatal care: reproduction, 
body strengthening exercises, relaxing 
exercises, the processes of labor, the 
mother's part in labor, hygiene, and 
baby care. These helped prepare her 
for delivery by creating positive atti- 
tudes, and allowing for expression of 
her ideas. 
To her great disappointment, she 
had been unable to attend the final 
class with the tour of the maternity 
unit and the films on labor and de- 
livery. She, therefore, had some ques- 
tions when I visited her. From my 
own observation, I told her that being 
informed and relaxed seemed to make 
labor easier, faster and less painful. 
She was impressed. 
To assure myself that she under- 
.stood her part during the various 
stages of labor, I reviewed them with 
her. She told me how she would try 
abdominal breathing during the first 
stage using long easy breaths, how she 
would try to relax all she could, how 
she would take deep breaths, hold and 
push during the second stal!e until the 
doctor told her to pant. She seemed 
well prepared for this aspect of the 
experience. 
Little details about the delivery 
room puzzled her. She had heard about 
Trilene, but wondered about its effect 
on her. I explained how the mask was 
held and applied when needed. The 
delivery table also was described: the 
use of stirrups. the use of the handle 
bars. She inquired about mirrors and 
was sorry to learn that we had no 
facilities for her to watch the delivery. 
She was curious, interested, eager. and 
even a little awed about the whole ex- 
perience - an excellent attitude and 
one that would make the event easier 
and more joyous. 
Perhaps because of her exception- 
allv happy attitude toward pregnancv 
and probably because of her good 
health. Mrs. Collins had a very easy 


and uncomplicated time. At about the 
seventh month, however, she noted 
some swelling of her ankles. Upon 
reporting this to her doctor, he gave 
her "some pills" to take away the fluid. 
She restricted her salt intake a little 
and continued with the medication. She 
had no further trouble. 
For the first six months, she visited 
her doctor once a month. Then she 
went once every two weeks till the 
last six weeks, then every week. He 
kept a check on her progress, the 
growth of the fetus, her weight gain, 
and her antibody titre. 
Admission to Hospital 
At last the day arrived. The first 
little twinges of pain could be ignored 
as "false labor," but by 3 :00 A.M. Mrs. 
Collins recognized regular, though 
mild, contractions. They were coming 
about every 15 minutes and were ac- 
companied by a slight pink show. She 
roused her parents, called her husband 
in Edmonton, threw the last minute 
things into the suitcase and was on her 
way to the hospital. 
She was admitted to the hospital 
at 4: 15 A.M. Her contractions were 
coming every five minutes now, the 
membranes were intact, and there was 
a scant blood show present. On 
examination it was determined that the 
presenting part was engaged, but high, 
and the cervix was dilated about one 
finger breadth. 
Mrs. Collins' admission included the 
routine procedures. Her clothes were 
listed and tagged; the valuables were 
placed in safekeeping; a history was 
taken; she received a shave prepara- 
tion and a soap suds enema; urine was 
sent for analysis; vital signs were 
recorded - temperature 98.2, pulse 
74, respirations 20, blood pressure 
140/80; and the fetal heart 136. Fol- 
lowing this she was settled in bed, 
but allowed to get up to the bathroom. 
A light breakfast came at 7: 30, fol- 
lowed by a sponge bath. Reassurance 
and support by the nurses made her 
feel confident and relaxed. 
Comfort measures are important at 
this time. Abdominal breathing, or 
deep, slow, regular breaths seemed to 
bring relief. Sacral pressure, applied 
by the nurse, also gave comfort during 
the later part of the first stage. 
Mrs. Collins was very calm about 
the start of her labor and her admis- 
sion to hospital. She had been prepar- 
ing for this day for so long that she 
was happy that the time had come 
at last. Naturally, she was anxious 
for labor to go quickly, and under- 
standably there was some apprehension 
regarding its outcome. Because of her 
thorough preparation and her healthy 
attitude she was quiet and confident. 
THE CANADIAN NURSE 



Fint Stage of Labor 
Mrs. Collins dilating stage lasted 
seven hours. During this stage certain 
changes occurred. Each uterine con- 
traction has three phases: the contrac- 
tion increases in intensity, reaches an 
acme, then diminishes. A period of 
relaxation follows. The effect of the 
uterine contractions is to push the fetus 
toward the cervix with a resultant efface- 
ment (retraction of the cervical canal 
till no canal exists at all). Dilatation of 
the cervix accompanies effarement. 
By 8:30 A.M. Mrs. Collins' contrac- 
tions were coming every 2 or 3 minutes 
and lasting about 60 seconds. They 
were moderate to strong. With each, 
she felt much discomfort and pressure 
in her lower back. She seemed to find 
support and reassurance through my 
being with her during the final part of 
the first stage of labor. She repeatedly 
asked me not to leave her, mostly I 
think, because of the great relief she 
experienced when I rubbed her lower 
back with each contraction. She found 
this helped her immensely. When her 
husband arrived he was excited and 
unsure of what to do, but his presence 
gave Mrs. Collins more support. She 
had been afraid that he would not 
make it. The little facts she confided 
in him and the snatches of news he 
brought took her mind off her discom- 
fort. 
As Mr. Collins wanted (and perhaps 
needed) to do something to help, I 
showed him how to rub his wife's 
back with each contraction. My em- 
phasis on the fact that firm pressure 
was needed must have been too strong, 
because the first time he tried he 
nearly pushed her out of the bed. 
After a few tries, he was able to give 
his wife wonderful relief, though he 
said aside to me, rather reproachfully, 
"I'm not using any pressure at all now 
- just rubbing." 
Mrs. Collins required no reminding 
to relax between contractions. She 
dosed off, even when she wanted to 
stay awake and talk, and this rather 
embarrassed her. From her prenatal 
classes she knew how to breathe - ab- 
dominally, slowly, evenly, and easily. 
She tried to do this when she was 
having a contraction, but a little. re- 
minding was helpful then. A httle 
coaching, too, - "Easy in, slowly out, 
etc." - was needed when the stress 
got too much. Both Mrs. Collins and 
her husband appreciated reassurance 
regarding the process of labor - . a 
simple explanation of how the cervIx 
was dilating, and when she would 
know it was fully dilated. 
At 9: 30, her membranes ruptured. 
The fetal heart remained good at 132. 
Dr. Hood visited very soon thereafter. 
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and on examination found she was 3-4 
fingers dilated. He reassured her of 
her progress and left. With 2 or 3 more 
very strong contractions, she showed 
signs of coming to the end of the first 
stage of labor. She was agitated and 
anxious; she seemed to be grunting 
with the contractions and said she felt 
she had to push. The graduate nurse 
who examined her found that the 
cervix was fully dilated. 
Second Stage of Labor 
The expulsion stage was very brief 
- only eight minutes. For a primipara 
this is unusual. Very soon after the 
membranes ruptured, she was fully 
dilated and on her way to the delivery 
room. Contractions were coming fre- 
quently and strongly. During a brief 
wait in the hall, she begged me to keep 
on rubbing her back. 
Once on the delivery table and up 
in stirrups, Mrs. Collins found relief 
with the Trilene mask. As for pushing 
- the muscular activity and having 
something to do gave her relief. With 
deep breaths of Trilene and a firm grip 
on the handle bars, she began to push, 
really push, using long, steady effectual 
breaths. She was very responsive to 
coaching. She told me later that when 
I told her she was doing well with 
the pushing, she figured she could do 
even better and she determined to real- 
ly show me. 
lt amazed me to note that Mrs. 
Collins seemed to enjoy this stage of 
her labor. She was excited and inter- 
ested in it all. Several times on the 
table and again later she marvelled 
aloud how well she felt between con- 
tractions - as if nothing was happen- 
ing. This indicated how free of fear 
and anxiety she was. 
With about six good contractions, 
the baby was born at 10:08 A.M. The 
little girl was in the left r>cciput an- 
terior position. She gave a cry in about 
5 seconds and thereby established res- 
pirations, but did not cry much while 
in the delivery room. 
Mrs. Collins' reaction to the birth 
was relief and happiness. She could 
not wait to see her and to hold her. 
As the babe lay in the crib beside her, 
she could not take her eyes off her. 
Laughing at the child's movements. 
exclaiming over her wide open and 
apparently searching eyes, watching 
the hungry suckin
 on her tiny fists, 
Mrs. Collins was happy and content. 
Her first statement amused the doc- 
tor. "That was much easier than I 
expected. I think I'll have lots more." 
Because of the size of the baby 
(9 lbs. 2 ozs.) and perhaps because 
of the Quickness of the second stage of 
labor, Mrs. Collins had a problem. 
Although a midline episiotomy had 


been done, this tore through the 
perineal body and almost to the rec- 
tum. As well as this, she had a cervical 
laceration with heavy bleeding. Dr. 
Hood very carefully repaired the 
cervical laceration and sewed up the 
episiotomy and perineal laceration so 
Mrs. Collins would not be troubled 
with prolapse and weak perineal 
muscles later in life. 


Third Stage of Labor 
This stage, like the second, was not 
long; it lasted eight minutes. The 
placenta separated with a gush of 
blood and slid out easily. As soon 
as it was delivered, a graduate nurse 
gave the I.V. injection of Methylergo- 
basine 0.2 mg. to help contract the 
uterus and prevent hemorrhage. As the 
doctor was delivering the placenta, he 
told the patient what he was doing. 
Her response was unusual but typical 
of her. "May I see it ?" she asked. To 
her, this part as with every other aspect 
of her labor and delivery, was vitally 
interesting. 
When Dr. Hood examined the pla- 
centa, it appeared to be incomplete - 
one "lobe" seemed to be missing. As 
the bleeding was quite heavy, he was 
understandably concerned. He first felt 
for it with his gloved hand in the 
uterus. He did not find it, but it was 
then he discovered the cervical tear 
that appeared to be the cause of the 
bleeding. While repairing this he found 
that the bleeding was reduced to a 
normal flow. On further examination 
it was evident the placenta was com- 
plete. 
The responsibilities of the nurse dur- 
ing this stage of labor include care of 
the baby: suctioning as necessary, eye 
prophylaxis, identification, warmth, 
checking for color and evidence of 
hemorrhage from the cord. She may 
also be required to assist the doctor. 
She may be asked to administer the 
oxytoxic drug or to "guard" the 
fundus. Following the immediate third 
stage she must observe the patient 
closely and continuously for at least 
an hour to detect the first evidences of 
hemorrhage or shock. She will check 
the fundus frequently and massage it 
if it gets soft and boggy. 


Puerperium 
The period between the end of the 
third stage of labor and the return 
of the reproductive tract to it
 normal 
condition usually lasts about SIX weeks. 
Included in this period are the changes 
in the breasts for lactation, as well 
as involution of the internal repro- 
ductive organs. 
During the first 24 hours signs of 
complications must be watched for: 
I. Shod. and hemorrhage (profuse bleed- 
JULY 1965 553 



ing, rapid pulse, low blood pressure, pallor); 
2. eclampsia (increased edema, rising 
bloop pressure, anuria); 
3. infection (fever, pain around stitches, 
foul lochia). 
Care must include frequent checks 
of T.P.R., B.P., fundus, flow, condi- 
tion of stitches. 
All postpartum patients must receive 
daily perineal care to help promote 
healing and prevent infection. It is a 
good way to teach the mother hygiene, 
and the nurse can observe the peri- 
neum for infection, healing of the epi- 
siotomy and flow. 
As expected, Mrs. Collins had a 
very happy relationship with her baby 
from the first. She stated, "It surely 
doesn't take long to get to love them 
so much." She did not have any of 
the "blue" feelings that can occur dur- 
ing this period. 
She desired to breast feed and from 
the first time was very successful. 
When I asked her if there was any 
trouble, she said she thought the baby 
must have been coached, because she 
took to it like such an old pro. She 
was not worried about a slight loss in 
birth weight because the baby had had 
such a good start in weight. She had 
nothing to be concerned about over 
the little girl's appearance, for I have 
seldom seen such a beautiful newborn 
baby. 
Mrs. Collins enjoyed her contact 
with the baby, and little Rebecca had 
the advantage of being wanted and 
loved from the very beginning. Never 


was a baby more proudly displayed to 
relatives and friends. Mrs. Collins had 
helped to care for a succession of 
brothers and sisters and therefore knew 
quite a lot about baby care. She did 
have a few questions about her own 
diet for nursing - "Could she eat 
this?" "Why should she not eat can- 
dies and chocolates?" "Would she 
upset the baby by eating oranges?" 
As she was going to her mother's 
home for ten days, I was not concerned 
for her adjustment to home baby care. 
She would be easing into it gradually. 
The V.O.N. classes that she attend- 
ed prenatally had covered some aspects 
of home care. They had included a 
baby bath demonstration with related 
teaching. While in the hospital Mrs. 
Collins attended another baby bath 
demonstration. This class covered 
many aspects of baby care besides the 
bath itself. She found these very help- 
ful and in her typically enthusiastic 
manner said she could hardly wait to 
get home to tuck the baby under her 
arm as shown and see if she could 
bathe her. 
Mrs. Collins encountered no prob- 
lem in her puerperium either in the 
hospital or in the immediate weeks 
following discharge. While she stayed 
with her mother, the baby was admired 
and cared for by numerous relatives. 
She herself was pampered and cared 
for too. Since she was anxious to get 
to her own home and have the full care 
of her baby she soon left for Edmon- 
ton.. feeling rested and eager. Her hus- 


band was a good cook, and well do- 
mesticated and would also be very 
considerate of her. She was expecting 
to have quite a lot of help with the 
housework. 


Value of the Study 
This has been a valuable experience, 
providing complete follow-through, 
giving a picture of the total mother- 
baby care. The picture is completed 
by a knowledge of the home and com- 
munity forces influencing the expectant 
and new mother. Our other experien- 
ces in maternity tend to break this 
unit up into smaller and almost un- 
related parts - the baby in the nurs- 
ery, the mother in labor, and in the 
unit. The care study provides a review 
of our entire obstetrics course, and 
encourages us to use our new skills and 
knowledge in a very practical way with 
one particular mother. It resulted in a 
new and very interesting friends. This 
has been a very satisfying experience, 
made so by the exceptional personality 
of my patient. 
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The Helping Art of= Nursing 


Nursing is a professional service rendered 
to an individual experiencing a need for 
help. This service has two discrete aspects: 
one is what the nUrse does; the other is 
how the nurse does what she does. The 
what of nursing is founded on science; the 
how is rooted in art. What the nurse does 
is the obvious part of her practice and 
may be observed, memorized and dupli- 
cated. It comprises procedures, techniques 
and the application of measures designed to 
enhance comfort, improve, control or pre- 
vent dysfunction, disability or deformity. 
This what, in other words, comprises the 
bulk of skills that are the substantial back- 
bone of nursing. They are implemented ac- 
cording to scientific principles and need to 
be carried out with precision according to 
our code of ethics and agency policies; they 
are described in manuals and procedure 
books and are such an important part of 
student learning that they are taught as 
"fundamentals of nursing practice." 
What the nurse does is important, but ef- 
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fectiveness of her action in terms of the pa- 
tient's comfort or improvement, is also de- 
pendent on how she does what she does. 
When one nurse obtains a result different 
from that obtained by another nurse, after 
both have carried out an identical proce- 
dure, the outcome has obviously been in- 
fluenced by how the procedure was imple- 
mented. How the nurse does what she does 
is the obscure part of nursing practice: it 
has to be experienced; it cannot be ob- 
served. It can be analyzed, but it cannot be 
memorized, and then duplicated. It grows 
out of the nurse's perceptions, thoughts and 
feelings, is guided by her philosophy and 
directed toward fulfillment of her explicit 
purpose. This how is the creative core of 
nursing. Although it is at the heart of nurs- 
ing, it is found in neither procedure books 
nor manual'S and is seldom explicitly taught. 
Recognition of how we function in a 
situation leads to sharpened awareness of 
self and of the goal we individually want 
to achieve in our care of patients. Thc 


secret of the helping art of nursing lies in 
the importance the nurse attaches to her 
thoughts and feelings and to the deliberate 
use she makes of them as she observes her 
patient, identifies his needs for help, min- 
isters to his need and assures herself that 
the help she provided was indeed helpful. 
If she recognizes her thoughts and feelings. 
respects their importance and disciplines 
herself to harness them to her purpose and 
philosophy, not only will she enrich her 
nursing practice, but she will, in all prob- 
ability, experience enduring satisfaction 
from the helping service she has rendered. 
- ERNESTtNE WtEDENBACH, associate pro- 
fessor of obstetric nursing, Yale University 
School of Nursing. Excerpts from an ad- 
dress presented at a refresher course in obs- 
tetrical nursing held at The University of 
Western Ontario, London, Ont., March 4, 
1964. Thoughts expressed in these para- 
graphs are elaborated in Clinical Nursing, 
A Helping Art, published by The Springer 
Publishing Co.. New York. 
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Excerpts from a study that received Honorable Mention in 
the J964 Macmillan Award Competition. 


Mrs. Beck was admitted to the sur- 
gical unit with a diagnosis of chronic 
cholecystitis. She was not in pain but 
did apear jaundiced. She was a tall, 
rather obese woman of 43 years. who 
had a complexion typical of a person 
who loves the outdoors. Her hands 
were big, rough, and strong-looking, 
with fingernails cut short for utility. 
Free, uninhibited laughter and a big 
grin were her trademarks. A stylish 
hat and a coat with a fur collar re- 
vealed her awareness of fashion, but 
high rubber boots indicated her prac- 
ticality and the environment in which 
she lived. 
Mrs. Beck was bom in Western Can- 
ada, the youngest member of a fam- 
ily of three. She spent her early child- 
hood years on a ranch where she learn- 
ed to love anything connected with 
farming. While out west. she attended 
elementary school and took commer- 
cial studies for two years. 
Because of her father's asthma, the 
family moved east when the patient 
was in her late 'teens. She worked as 
a secretary in Ontario until her mar- 
riage in 1940. Since then. she has 
helped her husband run their grist mill 
and farm. The couple have two sons, 
15 and 11 years of age. 
Mrs. Beck has deep religious beliefs. 
Prior to surgery, she read the Bible 
frequently; postoperatively, her hus- 
band read it to her. She is an ac- 
tive member of various organizations 
within the Lutheran Church. 
The patient's ability with musical 
instruments. (piano, banjo, "fiddle") 
has earned her a place in an old-time 


Miss Wood was a second-year student at 
the General and Marine Hospital. Owen 
Sound. Ontario when she prepared thi
 
study for the competition. 
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orchestra which play at many com- 
munity activities. As well as this, she 
enjoys reading in her leisure time. 
Allergies seem prevalent in this fam- 
ily. Like her father, Mrs. Beck has 
had bronchial asthma since childhood. 
For 16 years her attacks were control- 
led with epinephrine; in later years 
they have been relieved by Norisodrine 
Sulfate. These attacks generally occur 
after exertion and are a source of 
frustration to her. The youngest son 
has eczema which generally appears 
when he is under tension, for example, 
during examinations at school. Every 
night ointment is applied to his legs 
and covered with Saran wrap. 
For the past 10 years, Mrs. Beck 
has experienced periodic attacks of 
acute cholecystitis and has been on a 
low fat diet. These attacks have in- 
creased in frequency and severity, ne- 
cessitating her admission to hospital 
for surgery. 
She was admitted to the small hos- 
pital in her community. Later. she was 
told that it would be necessary for her 
to be transferred to a larger centre. 
Frustration and anxiety greeted this an- 
nouncement since it meant separation 
from family and friends. Also, having 
to go to a larger hospital suggested 
something ominous to her. But her se- 
curity in her status as wife, mother 
and active member of the community. 
plus her strong religious faith. enabled 
her to accept the transfer. 
Surgical Treatment 
and Immediate Care 
A nasal tube was inserted the morn- 
ing of the operation. Mrs. Beck re- 
acted violently to this procedure. 
Throughout the intubation, she per- 
spired, wheezed, and held herself rigid. 
Part of this apprehension may have 


been caused by a patient in the same 
room who had warned her about this 
procedure. 
The usual preoperative nursing care 
was carried out the day prior to sur- 
gery. An hour after receiving her pre- 
operative injection of atropine and 
morphine, Mrs. Beck was taken to the 
operating room for a cholecystectomy 
and exploration of the common bile 
duct. 
The abdomen was opened through 
an upper right incision. Although the 
gall-bladder was thick-walled. with 
some adhesions, no stones were pre- 
sent. The gall-bladder was removed 
and a Penrose drain placed in the 
wound. the inner end of the drain 
being near the stump of the cystic 
duct. If leakage occurred, the bile 
would escape from the wound through 
the drain, rather than spread through 
the peritoneal cavity. 
An opening was then made into the 
common bile duct. The duct was ex- 
plored and sixteen stones removed. A 
T -tube was inserted to drain bile to 
the exterior. The incision was closed 
and the patient sent to recovery room. 
In the recovery room. each patient's 
needs must be interpreted and antici- 
pated and the level of consciousness 
continually evaluated. Mrs. Beck ar- 
rived in a semiprone position with an 
airway in place. The T -tube and nasal 
tube were on straight drainage. An in- 
travenous of 5% dextrose in distilled 
water was running. When she became 
conscious. the airway was removed. 
the stretcher put flat and a pillow 
placed under her head. At her request. 
ice chips were given to relieve her ex- 
treme thirst. Once, when she felt nau- 
seated, the nasal tube was irrigated 
with normal saline. No further nau- 

ca occurred at that time. 
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Demerol 40 mg. was administered 
for pain. This dosage was small 
enough to permit evaluation of its ef- 
fect before a larger dose which could 
depress circulation and respiration was 
administered. 
Throughout the recovery room pe- 
riod, Mrs. Beck's respirations and 
pulse were taken every 15 minutes. 
Her respirations ranged from 18-20; 
her pulse was strong and regular at a 
rate of 98-102. Blood pressure was 
also taken every IS minutes. Mrs. 
Beck's rose to 150/82 during her stay, 
the normal for her being approxima- 
tely 124/80. 
The nurse frequently inspected the 
patient's dressings and the bedding 
under her for any signs of bleeding. 
She noted some bright red blood on 
the dressings, but it was not exces- 
sive. 
While in the recovery room, Mrs. 
Beck received 500 cc. of 5 % dextrose 
in distilled water and 200 cc. of 10% 
Travert in distilled water with vitamins 
Band C added. This therapy con- 
tinued until the second day postopera- 
tively when oral therapy was instituted. 
Further Postoperative Care 
The main objectives of nursing care 
postoperatively are: I. To maintain 
the patient's nutritional status; 2. to 
prevent and detect complications; 3. 
to relieve discomfort; and 4. to help 
the patient regain independence. 
Maintaining nutritional status: 
Withholding food means more than 
denying calories. It means depriving 
the patient of the custom of eating 
three times a day with her family. For 
this reason alone, she needs considera- 
ble emotional support. 
For 24 hours postoperatively, Mrs. 
Beck received her nourishment intra- 
venously, apart from ice chips which 
she was allowed to suck. It is the 
nurse's res'pOnsibility to regulate the in- 
fusion, explain it to the patient and 
prevent complications, for example, 
thrombus and an interstitial infusion. 
To prevent a thrombus, exercise the 
arm, fingers and wrist frequently. An 
armboard will usually prevent the in- 
travenous from becoming interstitial, 
but the site should be checked often 
for swelling, hardness, tingling sensa- 
tion, and pain. 
An important nursing measure in- 
volves keeping an accurate record of 
fluid intake and output. In the first 
24 hours postoperatively, Mrs. Beck 
had an intake of 2400 cc. per I.V. 
and an output of 1700 cc. (urine, vo- 
mitus, gastric drainage). It was thought 
that diaphoresis and surgical fluid loss 
(vndeterminable) would bring the fig- 
ures closer together. Following this 
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period, an accurate record was nm. 
available since the patient voided in 
the bathroom. 
Gastrointestinal function usually re- 
turns to normal 24-48 hours after sur- 
gery. Anesthesia, handling of the 
bowel and pressure on the abdominal 
organs contribute to slow or absent 
peristalsis. Activity while in bed and 
early ambulation will stimulate peri- 
stalsis. Its return may be indicated by 
the passing of flatus or feces. Food 
given before this time causes vomiting 
that results in discomfort and loss of 
electrolytes. Thirst will not be exces- 
sive with intravenous therapy. Sucking 
on ice or hard candy, chewing gum 
and frequent mouth care will prevent 
surgical parotitis. 
Peristalsis was first indicated when 
Mrs. Beck complained of gas pains on 
her second postoperative day. The pre- 
vious evening, her intravenous had 
been discontinued, the gastric tube re- 
moved, and clear fluids ordered. Since 
iced fluids, milk and fruit juices tend 
to increase gas formation, they should 
be avoided. Warm clear fluids, for 
example, consommé (a source of so- 
dium), tea (source of potassium) and 
jello are given first. 
In three days, peristalsis was less 
sluggish and a full fluid, low fat diet 
was ordered. This consisted of foods 
such as porridge, milk, custard, and 
fruit juices. Mrs. Beck tolerated this 
diet well and progressed to a low fat, 
soft diet on the 4th postoperative day. 
The patiént should be encouraged 
to eat a well-balanced diet as soon as 
possible. After a few days without so- 
lids, she may be indifferent to food. 
It is essential to serve meals in a 
pleasant environment from which 
odors, anxieties and distressing sights 
are eliminated. Mrs. Beck's dressing 
was changed after breakfast and again 
well before dinner. Her meals were 
served promptly, pleasantly and at the 
correct temperature. She was not 
forced, reprimanded or cajoled to eat. 
The patient remained on a low fat 
diet for over a week po-stoperatively. 
At first, she was disappointed that 
her diet remained restricted. However, 
after explanation and reassurance that 
it would soon be changed, she accept- 
ed it willingly and cooperated well. 
Eleven days postoperatively, she was 
discharged on a full diet, but advised 
to restrict intake of fatty foods. 
Preventing Complications: 
Following surgery, Mrs. Beck was 
reluctant to deep breathe and cough 
since these actions exerted pressure 
and caused pain on her high abdo- 
minal incision. To avoid this, she 
breathed rapidly and shallowly. She 
was shown how to "splint"' her inci- 


sion to lessen the pain, then to pull 
in her abdominal muscles to inhale. 
This permitted the diaphragm to des- 
cend fully and the lungs to expand. 
Mrs. Beck was encouraged to flex 
and extend her toes, feet and legs to 
prevent the complication of thrombo- 
phlebitis. These exercises were repeat- 
ed at frequent intervals until she was 
ambulatory. 
If the patient is well hydrated, uri- 
nary function usually returns eight to 
twelve hours postoperatively. Mrs. 
Beck voided 240 cc. 12 hours follow- 
ing her surgery. Her fluid intake up to 
this time was approximately 1300 cc. 
She voided 300 cc. eight hours later 
and continued to void sufficient quan- 
tities easily and regularly. 
A urinary output of less than 500 
cc. in 24 hours must be reported to 
the doctor. This decreased output may 
be the first sign of renal failure be- 
cause of shock or reaction to anesthe- 
sia or drugs. Inability to void after 
surgery is a common occurrence. This 
is an annoying and uncomfortable 
sensation. A flat position, tension and 
pain may be the cause. 
Proper care of the wound is essen- 
tial to prevent wound disruption and 
infection. The patient had a Penrose 
drain inserted at the time of surgery 
and this exited through a small stab 
wound to the left of the incision. It 
drained exudate to the surface, pre- 
venting deep wound infection. 
Dressings were changed p.r.n. to 
keep the area dry and the patient com- 
fortable. Sterile technique was used 
at all times when changing the dress- 
ing. Care was taken to prevent the 
drain from being removed when the 
dressings were changed. Tape ties 
were used 'to minimize skin irritation. 
As soon as the drainage ceased, the 
drain was removed. 
Four days after surgery, Mrs. Beck 
was given an enema to cleanse the 
bowel, remove any impaction, stimu- 
late normal bowel movements and re- 
lieve discomfort. She found the pro- 
cedure uncomfortable and exhausting, 
but accepted it willingly. The color 
of the stool indicated that bile had 
re-routed itself and now was entering 
the intestine - a very good sign. 
An enema is often necessary post- 
operatively b
a
se I?atients are. un- 
willing to stram smce It causes pam. If 
the enema is given, no strain is involved 
and obstruction by hard stool is releas- 
ed making bowel movements easier. 
'The T-tube was on open straight 
drainage. The nurse checked the thin, 
pliable tubing for "kinks", and block- 
ages. Each time she was in the room 
she checked the level of the drainage 
to make certain the tube was patent. 
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Promoting Comfort: 
Frequent turning, deep breathing 
and coughing were encouraged until 
the patient was ambulatory. These 
measures not only prevented compli- 
cations, but added to comfort. 
The first morning postoperatively, 
Mrs. Beck vomited about 300 cc. This 
indicated that the gastric tube was 
blocked. The nurse irigated it with 15 
cc. of normal saline. After this the 
patient had no more emesis, although 
she often felt nauseated. Frequent ir- 
rigations relieved this sensation. 
Mrs. Beck's intravenous infusion ran 
well. But her arm was stiff and pain- 
ful from being in one position so long. 
A small pillow placed under her arm 
and moved often to different positions 
helped relieve the discomfort. Since 
the needle was in her right arm, she 
was unable to do much for herself. All 
her needs had to be anticipated. 
The nurse bathed Mrs. Beck for 
the first three mornings, but encou- 
raged her to help herself. When it 
came time to do her back, she turn- 
ed without assistance. She was given 
a thorough back wash. followed by a 
soothing back rub. She soaked each of 
her feet in the basin and received 
great comfort from this. She brushed 
her teeth and gargled with mouth- 
wash. This refreshed her and remov- 
ed the foul taste of recent emesis from 
her mouth. Since she was on nil per os 
for 24 hours. the mucous membranes 
would have become dry and irritated 
if left alone. Mouth care prevented 
this. 
Pain in the incision is a common 
postoperative complaint. It may last 
24 to 48 hours. depending on the sur- 
gery. Trauma to the nerve fibers 
causes sharp localized pain. Extensive 
dissection and retraction produce pain 


that may be increased by sutures, tight 
dressing, swelling of the incision and 
infection in the wound. The person 
with continuous pain becomes anxious, 
restless, irritable, and anorexic. 
Pain can not always be prevented, 
but it can be alleviated. Confidence in 
the surgeon, the nurses and the out- 
come of surgery often decrease it. A 
change of position, elevation of the 
head of the bed, loosening restraining 
sheets, and support of dependent body 
parts may also promote comfort. 
Having made the patient as com- 
fortable as possible through the use 
of various nursing procedures, Deme- 
rol 75 mg. was administered q.4h., 
p.r.n. The comfort of the patient was 
considered while giving the injection. 
At no time did Mrs. Beck actually see 
the needle, nor was the procedure un- 
duly prolonged. 
The intravenous and gastric drain- 
age equipment were removed before 
Mrs. Beck became ambulatory. At 
first she carried the drainage bottle 
for the T-tube. But her imagination 
took over. She took the shoulder strap 
off her transistor radio and rigged it 
around her neck then to the drainage 
bottle so that it hung under her house- 
coat at her waist. A big grin announc- 
ed her success when 1 met her in the 
hall. The following day, the T-tube 
was clamped. eliminating the need for 
the bottle. It was left open at night 
andïrrigated daily to prevent blockage. 
Nine days after surgery, it was clamp- 
ed continuously. Since postoperative 
x-rays suggested the presence of an- 
other stone or an air bubble in the 
common bile duct. Mrs. Beck was dis- 
charged with the T-tube in place. 
Rehabilitation: 
At no time during her hospitaliza- 


tion did Mrs. Beck become overdepen- 
dent on the staff. She was not allowed 
to. Shortly after surgery, she was en- 
couraged to move herself, sit up and 
feed herself. Although she had a com- 
plete bed bath her first day postopera- 
tively, she brushed her teeth, fixed 
her hair and turned herself on request. 
Later in the day, she opened and read 
the mail, refusing assistance. "I know 
1 have to do it sometime," she said. 
"so it might as well be now." 
At first it was believed that Mrs. 
Beck would have no limitations when 
she went home. Her diet would be un- 
restricted and the dressings and drain- 
age tubes would have been removed. 
Since the x-rays showed a spot in the 
common bile duct which could have 
been a stone, it was decided to dis- 
charge her with the T-tube in place 
and re-admit her in six weeks for 
further x-rays. 
The presence of this tube will im- 
pose some restrictions on Mrs. Beck. 
The surgeon suggested an irrigation 
and change of dressing every three 
days to be done by a nurse from the 
V.O.N. The arrangements were left to 
her family doctor. 
She was cautioned about her diet. 
For at least six months, it would be 
necessary for her to restrict her fat 
intake. The nurse discussed this low- 
fat diet with her. 
Mrs. Beck will need considerable 
support at home because the T-tube 
will be inconvenient. The V.O.N. and 
the family doctor will help her to cope 
with any problems that might arise. 
Because the patient is an active mem- 
ber of church groups, an orchestra. 
and several clubs, she is anxious to 
return to her home town. These in- 
terests will encourage her to become 
active again. 


Another Push-Button Can 


Vaccines and antibiotics may soon be 
administered through the inhalation of ae- 
rosol sprays. eliminating the high cost and 
discomfort of the hypodermic needle. 
This revolutionary method of adminis- 
tering drugs is the greatest area of poten- 
tial growth in the rapidly expanding field 
of pharmaoeutical aerosols. Inhalation of 
vaccines and antibiotics could give th
 same 
therapeutic benefits as injections. with 
less expense. because both processes are 
the most rapid means of introducing the 
product into the blood stream. 
Pharmaoeuticals in aerosols are extre- 
mely practical. They can be kept pure and 
sterile in the pressurized containers: they 
VOLUME 61. NUMBER 7 


can normally be mixed safely with fluoro- 
carbon propelIants. commonly used to dis- 
pense many other aerosol products. 
Antibiotics can be more quickly admin- 
istered through inhalation into the lungs. 
where they are immediately introduced into 
the blood stream. Tetracycline. for instance. 
is only 20 per oent absorbed through in- 
gestion; it is estimated that aerosol inhala- 
tion of the drug could double its rate of 
absorption. 
Today, the only alternative to antibiotic 
injections is oal piIls. Gastric juices often 
decompose the active ingredients of oral 
medications and the passage from stomach 
to blood stream is relatively slow and less 


effective than by parenteral routes. 
An anti-tubercular spray is another phar- 
maoeutival aerosol that merits research and 
development. 
Two basic categones of pharmaceutical 
aerosols are currently on the market - the 
topical and inhalation aerosols. The topical 
products include skin sterilizers. surfaoe 
anesthetics. surgical dressings and derma- 
tological treatments. Prominent among the 
inhalators are formulations for cold. bron- 
chitis and asthma relief. and germicidal 
sprays. 
Aerosol therapy in th
 future may be- 
come as widespread as hypodermic Iherap
 
i
 tojay. Only time will tell. 
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Helen J. Shanahan retired in March as 
administrator of The Royal Victoria Hos- 
pital of Barrie, Barrie, Ontario. 
Following graduation in 1924 from 
R.V.H., Miss Shanahan was appointed as- 
sistant superintendent. She held this position 
until 1947 at which time she assumed the 
responsibilities and title of superintendent. 
From 1958 until her retirement, she served 
in the capacity of administrator. 
During her forty-one years of service, 
Miss Shanahan witnessed many changes and 
a vigorous growth of the hospital and the 
school of nursing. Her record of achieve- 
ment has been characterized by her spirit 
of initiative and progressiveness which has 
been reflected in every area of the hospital. 
It is hoped that retirement will bring 
other satisfactions for which a busy profes- 
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HELEN J. SHANAHAN 


sional life left a minimum of time. We 
extend to Miss Shanahan sincere congratu- 
lat'ions on an outstanding career of achieve- 
ment and best wishes for the future. 


E. Joyce Ardiel has been appointed di- 
rector of nursing at' The Royal Victoria 
Hospital of Barrie, Ontario. A 1959 gold 
medalist graduate of the same hospital, Miss 
Ardiel received her diploma in nursing serv- 
ice administration from t'he University of 
Western Ontario in 1961, and completed 
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E. JOYCE ARDIEL 


her Bachelor of Nursing Science degree in 
1962. 
On returning to the R.V.H. in 1962, Miss 
Ardiel was appointed director of nursing 
service. In May, 1964, she assumed her 
present responsibilities. The new director of 
nursing is active in her professional organi- 
zation, at present serving on the "Working 
Party on Staff Education" committee of the 
RNAO. 
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MARGARET E. SMITH 


Margaret E. Smith returned recently to 
the Vancouver staff of the Victorian Order 
of Nurses as consultant in rehabilitation 
nursing, having completed requirements for 
her certificate in physical and occupational 
therapy. She was in the first class of gra- 
duates from the new School of Rehabilita- 
t'ion Medicine at the University of British 
Columbia. 
Miss Smith took her nursing preparation 
at the Holy Cross Hospital, Calgary, and 
obtained her diploma in public health nurs- 
ing at U.B.C. She worked with the V.O.N. 
as a staff nurse, taking additional courses 
in rehabilitation nursing at Bellevue Hos- 
pital and the Institute of Physical Medicine, 
New York. She will be working in a 
consultant capacity wit'h all Victorian Order 
staffs in British Columbia. We wish her 
success and satisfaction in this rapidly de- 
veloping area of community service. 
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SISTER ANN MARIE 


Sister Ann Marie, a graduate of Saint 
Joseph's Hospital, Saint John, N.B., has 
been appointed associate director of nurs- 
ing education at the School of Nursing, 
Holy Family Hospital, Prince Albert, Sas- 
katchewan. 
Sister received her Bachelor of Science 
in Nursing degree at St. Francis Xavier 
University, Antigonish, N.S. In 1952, she 
completed the certificate course in teaching 
and supervision at' McGill University, Mont- 
real. After this, she taught for three years 
at Saint Joseph's Hospital School of Nurs- 
ing in Saint John. and from 1957 to 1964 
she was associate director, nursing educat'ion 
at the same school. 
THE CANADIAN NURSE 



The President of the Saskatchewan Re- 
gistered Nurses' Association, recently an- 
nounced the appointment of Beatrice Cole, 
as Executive Secretary- Treasurer of the 
SRNA, effective August 9, 1965. 
Miss Cole was born at WapelIa, Saskat- 
chewan and is a 1943 graduate of the 
Regina General Hospiral School of Nursing. 
She received her Bachelor of Science degree 
in Nursing from the University of Alberta. 
Following two years' service in the Royal 
Canadian Army Medical Corps, she worked 
as a general staff nurse in Wawota Muni- 
cipal Hospital; general staff and head nurse, 
University Hospiral, Edmonton; instructor, 
Misericordia Hospital, Edmonton; nurse ad- 
visor, Polio Research Project, Department 
of Public Health, Government of Alberta; 
and occupational health nurse, Imperial Oil 
Limited, Calgary. She is presently senior 
insrructor of biological science at the School 
of Nursing, S1. Paul's Hospital, Vancouver. 


The Royal Edward Chesl Hospital. Mont- 
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LoiS M. AusTI'N 


Lois M. Austin. R.N.. Ph.D., was re- 
elected president of the National League 
for Nursing, at the 1965 NLN convention in 
San Francisco. Dr. Ausrin is professor of 
nursing and chairman, Division of Nursing, 
University of Pittsburg... Mrs. lulu Wolf 
Hassenplug, Dean, School of Nursing, 
University of California. Los Angeles receiv- 
ed this year's Mary Adelaide Nutting Award 
for distinguished service to nursing, at the 
NLN Convention in May, 1965... Haureen 
Gardner, Niagara Falls, Sharon Crowe, Orr 
Lake. and Carolyn Bruyea, Etobicoke. all 
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graduates of S1'. Joseph's Hospital, Toronto. 
have been working in rebel-held territory 
of the Dominican Republic since early in 
May of this year... Honorary membership 
was conferred upon Edith R. Dick by the 
RNAO at their 1965 annual meeting. In 
paying tribute to Miss Dick, who recent1y 
retired as director of the Nursing Branch, 
Ontario Department of Health. RNAO 
executive direcror, Laura W. Barr. stated: 
In our profession we like to recog- 
nize a nurse whose character, brilliance 
of mind. service to the advancement of 
nursing and to the welfare of the people 
of Ontario, make her truly unique. Miss 
Edilh Dick is one of our finest examples. 
. . . Eleanor Kunderman recently complet- 
ed her WHO assignment in Ceylon. She 
has gon:: to India as a stllte nursing adviser 
and will be living in Simla... Alma Reid, 
director of the school of nursing at Mc 
Master University. Hamilton. Ontario has 
been in New Zealand in an advisory capaci- 
ty to the University Grants Committee and 
the nursing profession on the possibility of 
beginning university courses in that country. 


Stude,nt and graduate nurses from seven 
cities have been awarded $4,100 in bursaries 
by the Order of S1. John. Marie-Claire P. 
Morency, Montreal. and Dorothy J. Taylor, 
Edmonton. will receive the top awards 
of $1.000 each. Miss Morency. a graduate 
of E:;ol:.: dlnfirmièr
s de I'Hôpital Notre- 
Dame de Montréal, is the St. John Ambu- 
lane;: Nursing Officer for the Provine;: of 
Quebe
. She will 'in:dy public health at 
th
 Univ
r'iity ("If 'kntreal and will rejoin 


real, recently appointed Margaret Black- 
lock, a graduate of Holy Cross Hospital, 
Calgary, as director of nursing. 
Miss Blacklock obrained her Bachelor of 
Nursing degree with a major in public 
health, at The School for Graduate Nurses, 
McGill University, Montreal, in 1949. Be- 
fore that, she had been engaged in private 
and general duty nursing and had served as 
a nursing sister with the R.c.A.F. From 
1950 to 1963, Miss Blacklock was employed 
in the public health unit of the Royal 
Edward Laurenlian Hospital, Montreal as: 
staff nurse. assistant associate direct'or, and 
instructor. In 1963, she was appointed as- 
sociate director of nursing of the Royal 
Edward Chest Hospital. 
As a member of the Quebec Curriculum 
Committee, the Board of Examiners, and 
the Nursing Section of the Canadian Tuber- 
culosis Association, Miss Blacklock con- 
tributes much of her time to the nursing 
profession. She also belongs to ..he Catholic 
Women's Club and to the English Speaking 
Union of Ihe Commonwealth. 


St. John Ambulance upon completion of 
her course. Miss Taylor. a B.Sc. graduate 
of Columbia University in New York, will 
use the $1.000 award to obtain her Master's 
degree in nursing education at McGill Uni- 
versity. She is presently instructor in basic 
sciences at the University of Edmonton. She 
has taught St. John Ambulance first aid 
courses and received the St. John Priory 
"Vote of Thanks" in 1964. 
Mona M. Mcleod, Winnipeg and Jean E. 
limbert, Parry Sound. Ontario. will each 
receive $500 from the Order of St. John. 
Other recipients ar.:: Greta J. langager. 
Calgary, $400; Louise Dupuis, Campbell- 
ton. N.B.. $300; Helen M. Stevenson, Cal- 
gary. and Ruby F. May, The Pas. Manitota. 
each $200. 
Mrs. A. Isobel Macleod and Dr. Helen 
K. Mussallem were two of the Canadian 
nurses representing Canada at the thirteenth 
Quadrennial Congress of the ICN held in 
Frankfurt. Germany. in June. 
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Nurse Becomes Author 
REBA KINGSTON, a public health 
nurse in Ottawa who is attending Ot- 
tawa University to obtain her B.Sc. 
P.H.N. degree, has written a book. But 
it is not about nursing. It is about 
herself. Here is what the Book Review 
page of the Ottawa Journal has to say 
about it. 
Every once in a while a story is written 
with such beauty and simplicity, that it 
leaves little to be said by the reviewer 
with the exception of "read it." There is 
nothing to add and nothing to take away. 
Living in Clover is such a story. 
This autobiographical account of Mrs. 
Kingston's early married life may be read 
on several levels. For some, it will be the 
glamorous though somewhat rugged adven- 
ture of a young couple in the backwoods of 
Canada. For others, it will be a small 
piece of Canadiana. Where, today, is one 
to find the unsophisticated atmosphere of 
the early foresters' station of Clova, Que- 
bec? For stilI others, who read more deeply, 
there is, every so often, the summing-up 
of the philosophy of a woman who has 
learned the real meaning of a full life. 
In love, thoroughly happy, she has given 
herself up to others, and to her environ- 
ment. By so doing, she has experienced 
the very real joy of actual participation in 
life. There is a saying "you get' out of life 
just exactly what you put into it." The life 
of Mrs. Kingston is a testimonial to this 
statement'. With great feeling, candor and 
delicacy she has told the story of her early 
married life with Canadian forester, Alex 
Kingston. From the shy girl, totally un- 
prepared for the rugged existence of a 
bushwacker's wife, she emerges, four years 
later, a mature and happy woman. Her love 
for her husband has, in true storybook 
fashion, flowered into something all-embrac- 
ing. She says it best herself, at the end of 
her book - "I had lost me and found us." 
The book will have a special appeal for 
Ottawa Valley people. Mrs. Kingston was 
born in Ottawa and as a student attended 
the Ottawa Collegiate Institute. Upon gradu- 
ation, she trained for a nursing career at 
the Ottawa Civic Hospital. After a period 
of nursing there, she went to the States 
and continued her career at the Johns Hop- 
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kins Hospital. In addition t'o her nursing 
career, she managed to find time to write 
several successful children's radio programs, 
and raise four children. 


Commiitee on Accreclitation Formecl 
A special committee to establish a 
policy regarding accreditation of 
schools of nursing in Canada has been 
appointed by the Canadian Nurses' 
Association. Under the chairmanship 
of DR. KATHERINE MACLAGGAN, Di- 
rector, School of Nursing, University 
of New Brunswick, the committee will 
review the present circumstances with 
reference to the total question of ac- 
creditation of schools of nursings in 
Canada; will recommend to the Execu- 
tive Committee a policy statement on 
accreditation; and, in the event that 
the policy decided upon favors accre- 
ditation under the responsibility of the 
Canadian Nurses' Association, will 
devise guidelines which could lead to 
appropriate action by CN A on ac- 
creditation. Members of the committee 
are: 
Sister Denise Lefebvre, Director, Institut 
Marguerite d'Youville, Montreal. 
Sister Mary Felicitas, Director, School of 
Nursing, St. Mary's Hospital, Montreal. 
Dr. Helen K. Mussallem, Executive Di- 
rector, Canadian Nurses' Association, Ot- 
tawa. 
Three additional members are to be 
named to the committee, which plans 
to meet early in September. 
Action at Local Level Urgecl 
Speaking at the annual meeting of 
the Registered Nurses' Association of 
Ontario, DR. HELEN K. MUSSALLEM, 
said that recommendations from the 
Report of the Royal Commission on 
Health Services have committed nurses 
to action, but that little can be achiev- 
ed at the national or provincial levels 
unless there is action at the local level. 
She warned that no longer can the pro- 
fession be hesitant, slow and troubled. 
It must be decisive, prepared and insis- 
tent, and must move forward as a 
whole if it is to achieve its goal. 
Dr. Mussallem said that the Cana- 


dian Nurses' Association has examin- 
ed the proposals of the Royal Com- 
mission Report and has made pro- 
clamations (see June issue, page 476). 
"But," she said, "many of the pro- 
clamations may become just empty 
words unless definite steps are planned 
for their accomplishment." She cited 
the steps the CNA has taken - de- 
veloping national criteria for assessing 
the adequacy of basic diploma pro- 
grams; examining the need for a policy 
on national accreditation of schools of 
nursing; developing national guidelines 
of the functions, responsibilities and 
qualifications of all categories of hos- 
pital personnel responsible for nursing 
care; preparing guidelines for the de- 
velopment of new university programs 
and new educational programs for di- 
ploma courses; and preparing a nation- 
wide plan for the development of uni- 
versity schools of nursing - and said, 
"it is up to all of us to move forward 
from the blueprint stage to the con- 
struction stage. " 


Anniversary Marlcecl 
To celebrate the 25th Anniversary 
of The Peace Garden District of the 
North Dakota State Nurses' Associa- 
tion, a plot and a cairn with bronze 
plaque inscribed with the Florence 
Nightingale pledge and lamp was dedi- 
cated last month by that Association. 
This tribute to the nurses of the United 
States and Canada took place in the 
International Peace Gardens located 
on the border of the United States and 
Canada, between Boissevain, Manitoba 
and Dunseith, North Dakota. 
Miss MARJORIE JACKSON, Director 
of Nursing at the Brandon General 
Hospital and 2nd Vice-President of 
the Manitoba Association of Register- 
ed Nurses, represented the CNA at 
the ceremonies. 


Kaspar Naegele Educational Trust 
Fund 
Because of the late Dr. Kaspar 
Naegele's interest and devotion to the 
nursing profession in Canada, we felt 
Canadian nurses would want to know 
THE CANADIAN NURSE 



about the Kaspar Naegele Educational 
Trust Fund. 
Dr. Naegele's life, as sociologist, 
teacher, university administrator, coun- 
sellor and friend, made better the lives 
of thousands in many universities and 
communities in Canada and the United 
States. His sudden and tragic death 
on February 6, 1965, is an irreparable 
loss to all who knew him, and to the 
world of scholarship at large. 
His death at an early age also leaves 
a host of financial problems and makes 
it mandatory that the education of his 
three children be assured. A group of 
his friends is therefore making an ap- 
peal for funds for this purpose. This 
endeavour is believed to be particularly 
appropriate because of the great atten- 
tion Kaspar Naegele devoted to the 
education of children of all ages. 
For purposes of administering this 
fund, a trust is to be created with 
authority to collect and disburse. The 
dutie
 of the trustees will include: 
(a) Assessing the long-term, temporary 
and contingent needs of the children, and 
meeting these within the capacity of the 
fund, until their education is completed. 
(b) Within the limits of the fund, to 
ensure in particular the maintenance of the 
children in the crucial years before they 
can become self-supporting. 
(c) Within the limits of the fund, to 
ensure maximum freedom of the children 
from restrictions due to inadequate income, 
so as to permit them to pursue their studies 
to the maximum of their capabilities, though 
not to force them beyond their capacity. 
Contributions to the Fund should 
be sent to the Treasurer, Dr. R. A. H. 
Robson, Department of Antl).ropology 
and Sociology, University of British 
Columbia, Vancouver 8, B.c., Canada. 
Information From Australia 
The National Nursing Education 
Division (N.N.E.D.) of the Royal 
Australian Nursing Federation and the 
National Florence Nightingale Com- 
mittee of Australia has produced a 
comprehensive Bibliography on Psy- 
chiatry and Psychiatric Nursing. It 
contains nine pages of references, is 
available in duplicated form from the 
N.N.E.D. for 2s 6d and is designed 
for the assistance of psychiatric nurses, 
staffs and students of schools of nurs- 
ing. 
The N.N.E.D. has also published a 
report by H. L. Millott, Selection of 
Student Nurses; A Review of Some 
Studies Relating to the Selection of the 
General Nursing Student, available for 
7s 6d. 
Are You Reporting Your Theses? 
The National Library's annual list- 
ing "Canadian Theses.' has recently 
come off the press. The listing reports 
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each thesis, arranged under general 
subject area, showing for each item: 
author, title, degree written for, uni- 
versity and date. An author index is 
included and statistical tables tell how 
many theses were accepted in each 
subject area, and the number of theses 
for the master's and the doctor's de- 
gree accepted at ea(.h university with- 
in each subject. 
Though some theses on nursing have 
been reported, we feel there should 
be more. Remember to report yours or 
those of your students to the National 
Library in Ottawa. 
The recent listing is available from 
the Queen's Printer in Ottawa. Price 
$1.00. 


CNA to Have New Headquarters 
Construction has begun on a new 
$600,000 building in Ottawa that will 
be the headquarters for the Canadian 
Nurses' Association. When completed 
at the end of the year, it will house 
the staffs of National Office and the 
Canadian Nurse Journal. 
Designed by Architect J. W. Strutt, 
the building will be located on the 
Driveway at Lewis Street. It will have 
20,000 square feet of space for of- 
fices, library, archives and meeting 
rooms. A special feature of the three- 
storey structure will be a 24-foot 
"lantern," atop the roof, to admit light 
to the lobby during the day. It will be 
lighted at night so that it is visible up 
and down both sides of the Driveway. 
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Publications Recently Received in 
CNA Library 
Most of the material listed below 
is available on loan from the CNA 
Library. Requests should be addressed 
to: 
The Librarian 
Canadian Nurses' Association 
74 Stanley Avenue 
Ottawa 2, Canada 
Applications for loans should give 
the month in which the publication was 
listed in THE CANADIAN NURSE. 
Language of document is shown in 
bracketed code after each entry. A/E. 
Anglais/English; F, Français/French. 
1. American Nurses' Association. The 
role of the nurse in disaster. New York. 
1964. 12 1. (AlE). 
2. American Nurses' Association. Educa- 
tional Administrators, Consultants and 
Teachers Section. Functions standards and 
qualifications for practice for educational 
administrators and teachers. Rev. New 
York, 1963. 15 p. (A/E). 
3. Brockington, Fraser. A university 
course in nursing; a report on the first 4 
years of the University of Manchester ex. 
perimental course in nurse education. Man- 
chester, Crumpsall Hospital School of Nurs- 
ing, 1964. 21 p. (A/E). 
4. Campbell, Margaret A. An approach 
to the identification of nursing problems. 
Vancouver, 1964. 11 l. (A/E). 
5. Canada. CommÏssion ro)'ale d'enquête 
sur Ie bilinguisme et Ie bicullllralisme. Rap- 
port préliminaire. Ott"awa, Imprimeur de la 
Reine, 1965. 217 p. (A/E/F). 
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Miss Mildred Walker, Chairman of the CNA House Committee, turns the sod to begin 
construction on CNA's new headquarters in Ottawa. With her are members of the sub- 
committee of the Executive Committee and National Office Staff. 
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6. Canada. Dept. of Labour. Women's 
Bureau. Report of a consultation on the 
employment of women with family respon- 
sibilities held February 17, 1965. Ottawa, 
1965. 38 l. (A/E). 
7. Canada. Dept. of National Health and 
Welfare. Emergency Health Services. Hos- 
pital disaster planning, 1964. Ottawa, 
Queen's Printer, 1964. 97 p. (A/E). 
8. Canada. Dominion Bureau of Statistics. 
Census of Canada 1961. General review. 
Educational levels and school attendance. 
Ottawa, Queen's Printer, 1965. 50 p. 
(AlE/F). 
9. Canada. Dominion Bureau of Statis- 
tics. Hospital statistics 1962. v. 7 Hospital 
indicators. Ottawa, Queen's Printer, 1965. 
82 p. (AlE/F). 
10. Canada. Ministère de la santé natio- 
nale et du bien-être social. Le régime de 
pension du Canada. Rapport actuariel. Ot- 
tawa, Imprimeur de la Reine, 1964. 85 p. 
(A/E/F). 
11. Canadian Hospital Association. Li- 
brary catalogue, 1965. Toronto, 1965. 91 p. 
(AlE). 
12. CanadiúlI Institute on Public Affairs. 
33rd Couchiching Conference, 1965. Order 
and good government. Ed. by Gordon Haw- 
kins, Toronto. Published for Canadian 
Institute on Public Affairs by University 
of Toronto Press, 1965. 155 p. (A/E). 
13. Canadian Nurses' Association. Statis- 
tical data on schools of nursing in Canada, 
1963. Ottawa, 1965. 27 I. (A/E). 
14. Conference of Catholic Schools of 
Nursing. 12th Annual meeting, St. Louis, 
Mo., 1959. Improving teaching in Catholic 
schools of nursing. Papers presented. Ed. 
by Margaret M. Foley, St'. Louis, Mo., 
1959. 143 p. (AlE). 
15. Denton, Frank T. and Sylvia Ostry. 
An analysis of post-war unemployment. Ot- 
tawa, Queen's Printer, 1965. 47 p. (Econo- 
mic Council of Canada staff study no. 3). 
(A/E). 
16. Ferguson, Marion and Ruth Phillips. 
A vail ability of services for nursing care of 
the sick at' home. Washington, U.S. Dept. 
of Health, Education and Welfare, Public 
Health Service, Division of Nursing. 47 p. 
(P.H.S. Publication no. 1265). (A/E). 
17. Gunn, Sister Mary Laura. A method 
for developing a master staffing plan for 
the nursing service department. St. Louis, 
Carholic Hospital Association, 1960. 27 p. 
(A/E). 
18. Habenstein, Robert W. and Edwin A. 
Christ. Professionalizer, traditionalizer and 
utilizer; an interpretive study of the work 
of the general duty nurse in non-met'roplitan 
central Missouri general hospitals. 2nd ed. 
Columbia, Mo., University of Missouri, 
1963. 171 p. (A/E). 
19. Hagen, Elizabeth and Luveme Wolf/. 
Nursing leadership behavior in general hos- 
pitals. New York, Institute of Research and 
Service in Nursing Education, Teachers Col- 
lege, Columbia University, 1961. 198 p. 
(A/E). 
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20. Hanson, Helen C. and John E. Steck- 
lein. A study of nursing functions in general 
hospitals in the state of Minnesota. St. Paul, 
Minn., Bureau of Institutional Research, 
University of Minnesot'a, 1955. 128 p. 
(A/E). 
21. Johnson, Walter and Clara A. 
Hardin. Contents and dynamics of home 
visits of public health nurses. Part I. New 
York, American Nurses' Foundation, 1962. 
146 p. (AlE). 
22. Manitoba Hospital and Nursing 
Conference. Winnipeg, 1964. Conference on 
improvement of quality of patient care, Oct. 
8, 1964. Presentation by Dorothy W. Smith. 
14 l. (A/E). 
23. Mitchenor, Ralph D. First degrees 
awarded by Canadian universities and col- 
leges, projected to 1976/77. Ottawa, 
Canadian Universities Foundation, 1964. 
19 p. (A/E/F). 
24. Morison, Robert S. The knowledge 
explosion and its impact for health profes- 
sions. Address presented at opening general 
session of biennial convention of American 
Nurses' Association, 1964. New York, 1964. 
II p. (AlE). 
25. National League for Nursing. The 
school improvement program of the Natio- 
nal League for Nursing, 1951-1960. New 
York, 1963. 93 p. (A/E). 
26. National League for Nursing. Com- 
mittee on Perspectives. Perspectives for nurs- 
ing. New York, 1965. 31 p. (A/E). 
27. National League for Nursing. Council 
on Occupational Health Nursing. Biblio- 
graphy on occupational health nursing. New 
York, 1965. 15 p. (A/E). 
28. National League for Nursing. Dept. 
of Baccalaureate and Higher Degree Pro- 
grams. College education; key to a profes- 
sional career in nursing. New York, 1965. 
15 p. (A/E). 
29. National League for Nursing. Dept. 
of Hospital Nursing. Blueprint for action 
in hospital nursing. Proceedings of the 1964 
Regional Conferences sponsored by the 
Dept. of Hospital Nursing, Nat'ional League 
for Nursing and the Regional Council of 
the State Leagues for Nursing. New York, 
1964. 107 p. (A/E). 
30. National League for Nursing. Dept. 
of Hospital Nursing. Blueprint for progress 
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(Continued from page 537) 
Hospitalization, which itself involves 
isolation from the community, is an 
experience met reluctantly by most 
people. And when a patient is further 
isolated to prevent the spread of in- 
fection, he often becomes isolated 
psychologically as well as physically. 
We have to consider the amount of 
stress that isolation puts on him and 
what he must feel seeing two eyes 
peering at him from behind a mask, 
day in and day out. In an article con- 
cerning isolation and its effect on 
patients, Bonnie Bullough states: 
People deprivro of their usual sensory 
stimulation and contact with others lose 
spacial orientation and coordination, their 
ability to think clearly, and even their phy- 
sical strength. They are likely to become 
anxiou1i, even panicky.. 
This described Mrs. Bonnell's reac- 
tion. Often, she booame quite anxious 
and asked me to stay with her longer; 
, she said she was very lonely and the 
days seemed to drag. She felt she was 
so separated from the people she 
cared about and the things she enjoyed 
doing. She seldom spoke about her 
children, but once she blurted out that 
she wished she could see them. She 
often got a desperate look on her face 
and began to cry, for no apparent rea- 
son, while I was in the room. She did 
not like to express what was bothering 
her, although I realized that she was 
in constant pain. 
Each person knows "who she is" 
because of her interaction with others. 
Because of the rather drastic change 
in role and status that isolation im- 
poses, a patient's self-concept may be 
altered. Isolation can even be inter- 
preted by a patient as a rejection by 
the community because of her infec- 
tion. Therefore, she often becomes 
very withdrawn, as did Mrs. Bonnell 
- even though she understood the 
reasons for her isolation. 
Some persons are able to make use 
of long periods of solitude without 
feeling lonely. For example, many peo- 
ple enjoy writing, figuring out cross- 
word puzzles or reading. Mrs. Bonnell 
was not such a person. The things she 
enjoyed were those that involved her 
family. She did not particularly enjoy 
reading and said that she felt too weak 
to even bother. 
Apparently, Mrs. Bonnell was usual- 
ly a cheerful, friendly woman with 
considerable vitality. Since admission, 
she seemed to have gone "into a shell" 
according to one friend, and "didn't 
seem to care about life any more." 
Her appetite had been poor since she 
had entere d hospital and, as a conse- 
.Bonnie Bullough, "Where Should Isola- 
tion Stop?" Amer. J. Nurs., October. 1962. 
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quence, she had lost almost 30 pounds. 
In summary, this patient had changed 
both physically and psychologically 
since her entrance to hospital. 
Reasons for Admission 
Sixteen days prior to hospitalization, 
Mrs. Bonnell developed a painful 
swelling on the left side of her face. 
The area increased in size and did 
not respond to chemotherapy. The pa- 
tient was five months pregnant at the 
time and complained of "gas and burn- 
ing" in her epigastric region. 
During the physical examination, 
the doctor found a large, hard mass 
on the left side of her face, especially 
over the mandible, extending midline 
under the jaw and up to the zygomatic 
arch, causing limitation of the man- 
dibular opening. She could not open 
her mouth wide enough to put a spoon 
in and found it painful to talk. She 
had continuous pain in her inner ear, 
although there were no signs of mas- 
toid involvement or middle ear dis- 
ease. She complained of general ma- 
laise and anorexia and her tempera- 
ture, taken rectally, was elevated. The 
abscess was incised and drained a 
week later and Mrs. Bonnell was 
transferred to a medical unit. 
A month after the incision and 
drainage, the patient gave birth, unex- 
pectedly, to a 6-month premature 
baby who weighed three and one-half 
pounds. Soon after the birth she com- 
plained of chest pain which increased 
on inspiration. Since her resistance 
was low and her white blood cell 
count below normal. Mrs. Bonnell was 
in no condition to fight infection. She 
developed postpartum pleurisy in the 
left lung. 
Since this time, her face has re- 
mained swollen. red and shiny; she 
has dysphagia and bouts of dyspnea 
causing her to become quite panicky; 
she is very weak and unsteady on her 
feet and is drowsy and lethargic. She 
finds it difficult to cough up the mucus 
out of her lungs and often experiences 
a choking sensation. This causes her to 
become quite upset and apprehensive. 
Her temperature has remained elevat- 
ed. usually ranging around 100 0 F. 
rectailv and rising at night to as high 
as 104 0 F. 


Disease Process 
The systemic reaction to infection 
and severe organic disturbances is a 
toxic condition that results from the 
absorption into the blood stream of 
products of tissue destruction and 
toxins from bacteria. Consequently, 
Mrs. Bonnell had pyrexia, with a hot, 
dry skin, coated tongue, rapid pulse. 
general malaise. anorexia and fre- 
quent chills during this period. 


Normally, an increase in the white 
blood cell count accompanies infec- 
tion, but in Mrs. Bonnell's case this 
was not so. Her WBC was considera- 
bly below normal and continued to de- 
crease during her illness. It was dis- 
covered that prior to hospitalization 
she had been taking phenylbutazone, 
a drug known as a potent antipyretic, 
analgesic and anti-inflammatory agent. 
The toxic effects of this drug are fre- 
quent and often severe. One serious 
effect is agranulocytosis which causes 
a decrease in the production of white 
blood cells. This, of course, is ven 
serious since 'leukocytes act as one óf 
the body's chief defence mechanisms 
against microorganisms causing .ji- 
sease. The doctors were not certair: 
whether or not this patient's depress 
ed white blood cell count was caused 
by this drug. An increased sedimenta- 
tion rate of the red blood cells during 
infection usually occurs and this prov- 
ed true with Mrs. Bonnell. Blood 
tests also showed hemolytic anemia, 
in which there is an abnormal des- 
truction of red blood cells. 
As Mrs. Bonnell's abscess was deep, 
it formed a sinus or cavity to the sur- 
face. This is why it had to be incised 
and the fluid withdrawn by drainage. 
The pressure helped to form an out- 
let of discharge for the pus, forcing 
it into the tissues, pushing it along 
the lines of least resistance. Healing 
was delayed and the tissue at the site 
of the abscess became dry, pale, 
shrunken. flabby and unhealthy look- 
ing. There is even yet a slight amount 
of purulent discharge and the area 
still looks unhealthy. The reason for 
this sluggish healing process is pro- 
bably again due to her lowered resi- 
stance and low white blood cell count. 
It is also believed that organisms 
from the localized area invaded the 
blood stream during the postpartum 
stage, causing the pleurisy in her left 
lung. 
Treatment 
1. Medicarions: Fevers of long dura- 
tion tend to I::ssen app:lite. thus redudng 
the food intake. Also. metabolism is acce- 
lerated in pyrexia, thu1i increasing the need 
of vitamin1i. Since fat soluble vitamins are 
apt to cause belching and an afler taste, 
they were given to the patient postpran- 
dially when there was food in her stomach. 
She did not tolerate cold fluids. therefore 
all her oral mediC'ations had to b: given 
with warm water. 
The expected therapeutic effects of these 
vitamins are: to give the patient a feeling 
of well-being; to aid in the maintenance 
of good bones and teeth; and to help pre- 
vent bleeding both interstitially and exter- 
nally. It was hard to judge whether or not 
these therapeutic effects were attained even 
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though Mrs. Bonnell believed the vitamins 
were helping her. 
Prostaphlin, a semi-synthetic penicillin 
that is especially effeçtive against staphy- 
lococcic infections, was ordered in 500 mg. 
doses. Since this drug is more effective in 
smaller doses given at regular and fre- 
quent intervals, it was administered orally 
q. 6 h. with the patient being awakened 
for the night and early a.m. doses. The ex- 
pected therapeutic effects are: that the tem- 
peratJure will return to normal; that pain, 
redness, swelling and amount of discharge 
from the abscess will be reduced; that im- 
prOV'ed appetite and sense of well-being will 
occur. Toxic symptoms are rare but the 
usual precautions for patients receiving pe- 
nicillin should be observed. I tried to en- 
hance the -effect of the drug by ensuring 
rest, encouraging the patient to "push 
fluids" and to fin<Ïsh her meals. I kept warm 
water by her bedside and brought her warm 
milk between meals. After a few days, I 
noticed a decrease in the sweJling, redness 
and amount of discharge from the ab6cess. 
Intramuscular Demerol, 75 mg., was or- 
dered q. 4 h. p.r.n. for pain. This, along 
with various nursing measures, such as fre- 
quent compressing of the abscess, regular 
changing of dressings, etc., helped to re- 
lieve Mrs. Bonnell's pain and discomfort. 
Aspirin grX was given as an antipyre- 
tic when the patient's temperature went 
above loooF. At times it was necessary to 
augment the effects of the aspirin by giv- 
ing alcohol spon
, keeping the room cool 
and by encouraging fluids. 
2. Diet: Mrs. Bonnell received a puréed 
diet that consisted of soft, easy-to-chew 
and easily digested food that contained no 
harsh fibers. It was rich in protein, carbo- 
hydrate and vitamins and included: tender 
or ground meat, fish, soft cheese or eggs, 
potJato, puréed fruits and vegetables, soups, 
cooked cereal, bread, and a variety of 
fluids. The patient claimed that she had al- 
ways had a good appetite and that she ate 
well before coming into hospital. I found 
her appetite was poor, that s
e needed 
much encouragement to eat. Part of the 
reason seemed to be that she would be- 
come exhausted during each meal, not hav- 
ing the energy to finish it. I encouraged her 
to take her time and to re>st between dif- 
ferent cours:s or when she felt tired. 


Objectives of Nursing Care 
A. Meeting Psychological Needs 
1. Principle: Doing things for one- 
self and taking pride in one's appear- 
ance increases independence, self-suf- 
ficiency and interest in surroundings. 
Approach: I encouraged Mrs. Bonnell to 
help with her own morning care. Each 
morning she washed her hands and face, 
combed and arranged her hair, and applied 
vaseline to her lips and aqua rosa to her 
elbows. The day I washed her hair I en- 
couraged her to put the pins in herself and 
when I asked her if she needed any help 
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she told me that she was managing. Each 
day we arranged and watered the potted 
plants and flowers that she had received. 
Results: Mrs. Bonnell became much less 
dependent on me after a few days and 
seemed to enjoy this new independence. 
She told me how much better she felt 
after her hair had been washed and curled 
and began to take pride in her appearance. 
2. Principle: Development of a 
feeling of social isolation on the part 
of the patient can be prevented by the 
attitude of the staff. 
Approach: Mrs. Bonnell was very 
depressed and withdrawn and often quite 
uncommunicative. I encouraged her to 
talk about her feelings. When I found a 
topic that seemed to hold her interest, I 
tried to get her to enlarge on it. She 00- 
joyed talking about her family and of the 
days before she had married. It seemed to 
be hard for her to express what was bother- 
ing her, probably because she did not like 
to burden others with her worries and fears. 
Sometimes she became quite panicky and 
cried. At these times she wanted me to re- 
main with her. 
Results: After talking with Mrs. Bonnell, 
I realized that she understood the reason 
for the isolation technique and that she had 
tried her best to accept and adjust to it. 
She became much happier when talking of 
things she enjoyed and seemed like an 
entirely different person. This made me 
realize that the fears and psychological 
needs of a patient are exaggerated by ill- 
ness and that these must be dealt with if 
the patient is to recover. 
3. Principle: A pleasant, relaxed 
atmosphere and a tidy, uncluttered 
unit is conducive to general comfort. 
Approach: I kept the room well ventilated 
and the air cool and frC!>h as Mrs. Bonnell 
preferred it this way. Plants w
re trimmed 
and watered daily and were placed in a 
position so she could enjoy them. Each day 
I gathered up all unnecessary equipment and 
either took it out to be autoclaved or 
stored it neatly in the bedside locker. I 
kept a paper bag by the bedside for Kleenex 
and bits of paper. 
Results: Mrs. Bonnell seemed to appre- 
ciate a tidy, uncluttered room, as well as 
our interest in helping to keep it this way. 


B. Maintaining Physiological 
Functions 
1. Principle: Exercise of limbs and 
early ambulation will prevent loss of 
muscle tone and improve circulation. 
Approach: While assisting Mrs. Bonnell 
with her morning care, I encouraged her to 
wash her face and hands and to brush her 
hair. This put her arms through a full range 
of motion. After completing her bath and 
treatment, I encouraged her to walk around 
the room several time5 before returning to 
bed. 
Results: These exercises gave Mrs. Bon- 
nell a feeling of well-being. By the fifth 


day she seemed to require less assistance. 
2. Principle: Constant pressure 
causes impairment of circulation. 
Approach: While the patient was in bed, 
I helped to position her so that her body 
was in good alignment. This made her more 
comfortable and assisted in healing the bed 
sore on her right buttock. I turned her 
from back to left side, placing a pillow 
behind her back. I also put a pillow between 
her legs and placed her own small pillow 
under her elbow. 
Results: Mrs. Bonnell commented on the 
comfort she received from this posturing. 
3. Principle: Deep breathing and 
coughing help rid the respiratory 
tract of secretions. 
Approach: Because of pleurisy in the left 
lung, it was essential that Mrs. Bonnell be 
encouraged to cough and deep breathe. 
She found it difficult to do this since it 
caused considerable chest pain. She needed 
much encouragement and explanation as 
to why it was necessary to bring up these 
mucoid secretions. 
Results: She tried very hard while I was 
with her to cough and deep breathe, but 
her cough usually was unproductive. 
4. Principle: Maintaining a nutri- 
tious diet will aid in the patient's re- 
turn to health. 
Approach: Mrs. Bonnell received a high 
protein, high carbohydrate and vitamin diet 
to aid in the regeneration of tissue im- 
paired in the process of inflammation and 
to build up I.er resistance against infection. 
She received additional fluids frequently 
throughout the day. 
Results: Mrs. Bonnell's appetite was very 
poor and she needed much encouragement 
while eating. She enjoyed warm milk and 
had it at all meals and often between 
meals. 


C. Protection against Environment 
1. Principle: Cleanliness is con- 
ducive to comfort and lessens the 
danger of transferring microorganisms. 
Approach: Since Mrs. Bonnell perspired 
profusely due to her elevated temperature, 
it was necessary for her to have frequent 
baths to keep the skin clean. I helped her 
to keep fingernails and toenails cleaned and 
trimmed and to shampoo and curl her hair, 
which had become very oily. Since the 
mucous membranes of her mouth were 
very dry, I encouraged her to gargle 
frequently with a mouth wash and to brush 
her teeth following this. This also helped 
to prevent a foul odor from developing. 
Results: Mrs. Bonnell felt more com- 
fortable, especially after her mornig care. 
She told me how pleased she was that her 
hair had been washed and took pride in 
curling it. 
2. Principle: An understanding of 
the principles of surgical asepsis is ne- 
cessary to carry out safe technique. 
Approach: Warm saline compresses were 
applied to the left side of Mrs Bonnell's 
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face every morning and a clean dressing 
was applied, using sterile forceps. Initially, 
I explained what I was doing so that she 
wou1d not be apprehensive. 
Perineal care was given 'after voiding, 
using sterile, wann, nonnal saline to cleanse 
the vulva and perineum from above down- 
wards, midline out. A clean sanitary pad 
was then applied. The amount and color of 
lochia were noted and charted. 
The color and amount of discharge from 
the abscess were noted and charted as were 
such signs and symptoms as decreased red- 
ness, swelling and pain. 
Results: Changing of unclean dressings 
prevented further growth of organisms and 
provided comfort to the patient. 
3. Principle: Alcohol acts as an 
astringent. 
Approach: To help decrease Mrs. Bon- 
nell's elevated temperature, alcohol sponges 
were applied to all parts of her body, 
beginning at the head and working down. 


This procedure was repeated several times 
and then her temperature was checked. The 
room was kept cool to enhance the effects 
of the sponge. The procedure and its 
effectiveness were then recorded. 
Results: The alcohol sponge usually was 
successful in decreasing the fever. It also 
helped to make the pati::nt comfortable. 


Prognosis 
Mrs. BonneH's prognosis was poor 
for a long time. Happily, errors of 
judgment concerning recovery some- 
times are made. This patient fought 
back and overcame the odds. When 
she was finally discharged, she told me 
that her mother would help her until 
she was settled and stronger. 
Summary 
I believe that this "patient-centred 
study" has helped me gain an insight 
into what patients feel when they have 


been shorn of their personal identity 
and personality. It also made me re- 
alize how great an impact h05pital- 
ization can have on a person, even to 
the extent of changing personality - 
as was true with Mrs. Bonnell. 
My understanding of the process of 
inflammation and infection has broad- 
ened and I have learned of the compli- 
cations involved and the deviations 
from the normal that can occur. By 
working with a patient who was in 
isolation, I was better able to under- 
stand the necessity for meticulous 
cleanliness and for adhering con- 
scientiously to strict aseptic technique. 
It also made me aware of the drastic 
role-change isolation involves and how 
self-concept can be altered. 
I am glad that I accepted the chal- 
lenge offered me and truly believe that 
it was a beneficial experience for both 
of us. 
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This study received Honorable Mention in the J964 Macmillan 
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My name is Kent. On December 25, 
at 8: 40 in the morning, my proud 
parents welcomed me into this world. 
My arrival wasn't due until the New 
Year, but a boy is what my parents 
had ordered and I made a pretty nice 
Christmas present. My mother's uterus 
had been very warm and comfortable, 
but after being pushed around for ap- 
proximately four hours and twenty 
minutes I was glad to get out! This 
was a normal delivery, but my mother 
had a mid-line episiotomy to help 
make the passageway large enough. 
After I had been brought safely 
into the world, the main concern of 
those about me was to make sure I 
began my separate existence by crying 
lustily to fuHy expand my lungs. Previ- 
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ously I had been provided with oxy- 
genated blood through the placenta, 
but the umbilical cord connecting me 
to my mother had now been severed 
and clamped. To help establish respira- 
tions my air passages were cleared of 
any mucus and fluid by suctioning, 
and holding me upside down. Because 
my circulatory system no longer was 
a chief organ of respiration, it had to 
undergo some abrupt changes. A chan- 
ge in pressure closed the foramen 
ovale, and vascular changes led to 
closure of the ductus arteriosus and 
ductus venosus. 
I was received in warmed blankets 
and laid in a warm crib. Silver nitrate, 
10 per cent ophthalmic drops, were 
carefuly instilled into my eyes as 
prevention against ophtalmia neona- 
torium. Identification was attached to 
my arm and I was closely observed and 
checked for anomalies. After a brief 


how-do-you-do with Mother, 1 was 
taken to the nursery. 
At home in the nursery 
My, there seemed to be a lot of 
others just like me! A friendly nurse 
placed me on the scales covered with 
paper towels (to prevent cross conta- 
mination between me and the other 
infants). I wasn't too heavy - six 
pounds, eleven ounces. 
The next step was my admission 
care. The nurse took my temperature 
(rectally); it read 96 0 F. Then came 
my admission bath, during which I 
really showed my Irish temper. Liquid 
petrolatum was used to rub off the 
vernix caseosa, a cheesy material that 
covers the skin. They say it acts as 
a lubricant and a protection for the 
skin. My eyes were again washed with 
sterile water. from the inner aspect 
out, to further lessen any irritation 
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from the silver nitrate drops. My face 
was washed with clear, warm water, 
while pHisoHex, a germicidal deter- 
gent, was used for the remainder of my 
body. During the bath the nurse ob- 
served me for any abnormalities or 
difficulties in my adjustment to this 
new world. The umbilical cord was 
inspected for bleeding and then cover- 
ed with an alcohol dressing and cord 
binder. I was dressed in warm, soft 
clothing and bundled up cozily as my 
heat regulating mechanism wasn't per- 
fectly developed as yet. 
Guess what? My father had arrived 
to see me - his first child. When the 
nurse held me up to the window, he 
just grinned from ear-to-ear and look- 
ed so proud of me. 
My bed was in a Trendelenburg 
position for 24 hours to facilitate 
drainage of any mucus that might have 
collected in my air passages. There 
was rather a lot of mucus. I started 
choking a couple of times, but my 
nurse hurriedly suctioned me. 
Handsome is as handsome does 
I was rather good-looking. Like all 
babies, my head was large in propor- 
tion to the rest of my body. My skin 
was reddish because of the large num- 
ber of red blood cells (5,000,000 to 
8,000,000 per microlitre) and large 
amount of hemoglobin. My hands and 
feet were slightly cyanotic for a few 
days, but by the time I went home, my 
whole body was much pinker. About 
three days after birth I turned slight- 
ly yellow. I overheard the nurse tell 
mom that this was a normal physiologi- 
cal jaundice and was due to the break- 
down of the excessive number of red 
blood cells and my immature liver. 
Because my chest muscles were not 
yet strong enough to do the work, the 
diaphragm was mainly concerned with 
breathing. Respirations in newborns 
are shallow and range from 30 to 50 
per minute. The pulse rate in a new- 
born infant is irregular and varies 
from 120 to 140 beats per minute; this 
is due to the immaturity of the cardiac 
regulating centre in the brain. 
My motor behavior was largely re- 
flex because of my primitive nervous 
system. The Muro or startle reflex 
reflects certain nerve tracts present at 
hirth and shows an awareness of equi- 
librium in the newborn. I demonstrated 
it by bringing my arms forward and 
drawing up my legs when there was 
a sudden stimulus. This reflex is most 
apparent during the first eight weeks 
of life. Its absence indicates cerebral 
damage or muscular weakness. 
Another important reflex is the tonic 
neck or postural reflex. This disap- 
pears within a few months with normal 
development of the nervous system. 
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When looking at my companions in 
the nursery, I saw they assumed the 
same position as I did - the head 
rotated to one side, the arm and leg 
on that side extended, and the other 
arm and leg flexed. 
If someone placed an object in my 
hand I would grasp it firmly for a 
short time (my grasping reflexes work- 
ed well), or if they stimulated the sole 
of my foot, my toes curled because of 
the plantar reflex. 
I was often jumpy, had trembling 
of the chin, made crawling movements 
when placed on my abdomen, or made 
"slipping" movements when placed in 
an upright position. These will also 
disappear in time. 
Reflexes in relation to obtaining 
food are very active in us normal new- 
borns. The hunger and satiety reflexes 
make us cry when hungry and know 
when we have had enough to eat. The 
rooting reflex makes us search for 
food, and the sucking and swallowing 
and gag reflexes are responsible for 
our getting the food into our stomachs. 
I kept my slate blue eyes closed 
or half-closed all the time. My vision 
was limited to distinguishing between 
light and darkness. Because of the 
usual weak eye muscles, my eyes often 
looked crossed when they were open. 
However, I did have an acute sense of 
hearing, smell, taste and touch. 
Most of my time was spent sleeping 
- except when I was hungry. My posi- 
tion was changed by my nurses after 
each feeding to allow for normal shap- 
ing .of my head because of the soft 
bones. My first stools - green-black, 
sticky, odorless meconium - were 
passed within 24 hours. During the 
first week the character of my stools 
changed each day. The bowel content 
changes from meconium to transitional 
(less dark and rather loose), and then 
to milk stools. I had typical breast- 
fed stools: yellow, semi-formed, and 
curdy at first; they later changed to 
a golden yellow with a pasty consis- 
tency and a characteristic sour odor. 
During the first 24 hours after I was 
born, my nurse watched for and re- 
corded my first meconium and void- 
ing. 
On the second day the cord clamp 
was removed. I was glad that in a few 
days my cord was very dry and dropp- 
ed off. Each day my umbilicus had 
been cleansed with alcohol to prevent 
infection. 
I was circumcised on my fifth day. 
A circumcision, or surgical removal of 
the foreskin of the penis, is frequent- 
ly performed to make cleaning of the 
area easier. It also aids in the preven- 
tion of disturbances such as inflamma- 
tion of the prepuce and glans with 


subsequent dysuria later in life. Before 
doing the circumcision, they checked 
to be sure I had recovered from hypo- 
prothrombinemia and that the coagula- 
tion and bleeding times of my blood 
were within normal limits. 
Following the circumcision the nurse 
covered my legs and exposed my penis 
so she could observe for bleeding, and 
so there was nothing irritating rubbing 
against my glans. My mother and my 
nurses discussed how to clean my geni- 
talia. 
Each morning I was weighed. Dur- 
ing the first four days I lost weight. 
It's no wonder, because I was empty- 
ing my bowel and bladder, losing water 
from the skin and wasn't given anyth- 
ing to eat for 24 hours ! By the time 
I left the hospital, however, I had 
nearly regained my birth weight. It is 
normal to lose five to ten per cent of 
the birth weight. 
Mealtime 
After 24 hours of fasting, I began 
to fcel rather hungry, but when the 
nurse put me to mom's breast I became 
very annoyed and frustrated. This also 
made mom feel the same way since 
she was already nervous and awkward. 
The nurse reassured her that this often 
happens and that we'd make a new 
attempt later on that day. At the next 
try I did a little better, but was only 
allowed one minute on each breast so 
mom's breasts wouldn't get sore. The 
right nipple was a little inverted at 
first and this made it more difficult 
for both me and mother. For ap- 
proximately three days they also let 
me have some glucose and water; this 
I took fairly well. 
True breast milk is not produced 
for three to four days after the birth, 
but the colostrum that is secreted dur- 
ing the first few days is richer in 
proteins and total solids than true milk 
and is also a source for protective anti- 
bodies. Postpartal breast engorgement 
occurs in two to five days and indicates 
milk is being secreted. By four to eight 
weeks there is a plentiful milk supply 
and this will keep pace with my grow- 
ing needs, 
On the second day I was allowed 
to breast feed three to five minutes 
on each breast, but I was very sleepy. 
Handing a sleepy baby fo a mother 
who does not know very much about 
nursing may cause her to spend her 
entire time trying to waken the baby. 
My nurse helped mom get me started 
and she would come back several times 
to see how I was doing and to awaken 
me if necessary. Stimulating my suck- 
ing reflex, snapping my toes or bub- 
bling helped to waken me. 
By thê fourth day I was allowed 
to breast feed for ten minutes and I 
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was really enjoying my feeding. Mom 
was also more satisfied now. At first, 
she was found lying down the most 
comfortable position, but after she was 
shown and learned how to handle me 
properly she sat up and was more 
relaxed. The nurse no longer had to 
hold the breast away from my nose 
so I could breathe properly. Bubbling 
helped to get rid of the air I had 
swallowed. 
Before and after every feeding I 
was weighed. At first I was getting 
only small amounts at the breast and 
required supplementary feedings. How- 
ever, by the time I went home the 
scales showed that I was getting two 
to four ounces each feeding. I was 
much more content. 
My mother appeared to have a fear 
of starving me to death. She kept 
asking if I cried a lot between feed- 
ings and what she should do if I didn't 
get enough at home, and how she 
would know if I was getting enough. 
The nurse told her that I would be 
discontented and hungry-looking if I 
wasn't satisfied. She also gave mom a 
supplementary feeding list and suggest- 
ed that at home, feeding time could 
be at my demand rather than on a set 
schedule. 
Mother was given instructions for 
breast feeding and adhered to these 
very well. Before each nursing period 
she would thoroughly wash her hands 
with soap and water and wipe off her 
breasts and nipples with clear water, 
and after each feeding she washed her 
breasts and put clean cloths over the 
nipples. The nurse told her to watch 
for cracking or bleeding of the nipples. 


If these occurred she should call or go 
see her doctor. She was instructed to 
get plenty of rest and eat wisely to 
keep the flow of milk. A nursing 
mother's diet should include milk, 
eggs, meat, poultry, fish, fruit, vege- 
tables and whole grain bread or 
cereal. 
I can hardly wait until I am two 
weeks old when other foods may be 
added to my diet. The nurse pointed 
out that I will need a nutritionally 
balanced diet too and must become ac- 
customed to other foods early. The 
first thing I will be given is vitamins. 
When the doctor thinks I am ready, I 
will gradually be introduced to bland 
foods such as cereal and puréed foods. 
Getting ready to go home 
Routinely each day I was bothered, 
bundled, fed, positioned and kept clean 
and dry. The nurse had to wash her 
hands before and after caring for me 
to prevent infection. 
My mother was very concerned 
about taking me to the well-baby 
clinics and to the doctor for check ups, 
and having me immunized after I arriv- 
ed home. All children should be pro- 
tected against smallpox by vaccination 
between two and three months of age. 
Protection against diphtheria, whoop- 
ing cough, tetanus and poliomyelitis 
should be given as soon as possible 
after three months of age. 
By the time I was to leave the hos- 
pital my mother seemed to have a 
fairly good knowledge of how to care 
for me properly. I could tell by her 
interest, enthusiasm and love. 
By closely observing my parents' 


attitude and reactions, it doesn't ap- 
pear to me that I am looked on as a 
financial or social burden. I am the 
only child thus far. We have insurance 
that covers our hospital expenses. Mom 
is going to stay home and care for me. 
When I grow up I'll be an R.C.M.P. 
like my dad. 
Mom tells me that shortly after my 
arrival home T am going to make my 
first visit to our church where I'll be 
baptized. I am very thankful for a 
home which will be concerned about 
my religous welfare and up-bringing. 
After all, this must be a very impor- 
tant aspect in my life if my parents 
think so. 
This is my sixth day, and I'm ready 
to bid farewell to those who cared 
for me at the hospital. The nurse has 
dressed me up so nicely in the clothes 
my mother had brought with her. The 
nurse says she'll miss me; but I'm 
looking forward to going home. 
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Teaching 


Dietetics 


A patient's diet is the concern and respon- 
sibility of the nurse. It is therefore vital to 
a patient's welfare that she have an intensive 
knowledge of nutrition and of "feeding 
patients." Courses in normal nutrition and 
diet therapy, and experience in the diet kit- 
chen, are a must for any nursing school 
curriculum. The question then arises: "What 
is the most effective pres
ntation?". 
The teaching of nutrition should be con- 
tinuous throughout the course and organ- 
ized instruction and application arranged in 
keeping with the objectives and needs of the 
students... The school faculty must have 
the opportunity to work closely with a well- 
prepared dietitian who would not be merely 
a guest lecturer superimposed at particular 
times but rather, would be allocated a de- 
finite schedule in the school's curriculum 
for instructing the students... 
In enterinl! this arrangement, the dietitian 
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should be familiar with the philosophy and 
objectives of the school, its approach to the 
curriculum and the knowledge which the 
student has gleaned through past experi- 
ences. Her role should be two-fold: that of 
a teacher and of a resource person who can 
help tile nursing faculty in skillfully assist- 
ing students to acquire the competencies 
necessary to meet the nutritional needs of 
individuals. 
The dietitian should know what the 
school expects of her and what she can 
expect of the schoo\. She will want the 
faculty t'O state clearly their concept of 
the nurses' role in relation to nutrition - 
how they believe students can be best 
taught to acquire this concept and, specifi- 
cally, how they see the dietitian contribut- 
ing to this goal. Once these objectives have 
been clarified. the planning of learning 
experiences that can best assist the student 


in reaching the desired outcome will be 
discussed. 
Possible areas for consideration would 
be: whether laboratory classes in nutrition 
are to be contmued; how diet therapy is to 
be taught; whether it is to be a separate 
course or integrated into all of the learn- 
ings when appropriate; what concepts of 
nutrition will be developed in the areas of 
obstetrics and pediatric nursing; what kind 
of experiences are necessary to meet pro. 
vincial registration requirements; and, what 
assignments will be required of studenl"s. 
There is no one way to teach nutrition. 
The hospital dietitian is continually devising 
new and more effective methods... to aid 
her in her efforl"s to prepare future nurses 
to aid future patients to the best possible 
degree. - Arpin, Kathleen. Teaching the 
Medical Team. Canadian Hospital, 42:47, 
April 1965. 
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Communication 


and 


Patient 


Care 


Although the process of communication has been the subject of numerous studies 
in a wide variety of situations, until very recently there has been little 
interest in investigating communication in the hospital setting. 


JAMES K. SKIPPER JR., PH.D. and ROBERT C. LEONARD, PH.D. 


One of the most pervasive com- 
plaints of hospitalized patients is that 
they have very little and very ineffec- 
tive communication with nurses and 
physicians. l Nursing is a service or 
helping profession. One of the main 
objectives of the nurse is to see that 
the individual needs of her patients 
are met. 2 Professional practice then, 
is a social process and involves work- 
ing with people. As such, skills in in- 
terpersonal relations are important for 
good nursing. This would seem to 
mean, in part, that the nurse should 
be able to facilitate accurate communi- 
cation between herself and her patient. 
However, the available evidence in- 
dicates that effective communication 
between nurse and patient is often 
highly problematic. 3 Too few nurses 
seem to realize how complex the 
process of communication is, and how 
difficult it is to maximize its potential 
for patient care. Communication skills 
are not simply a matter of common 
sense and good intentions. They must 
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be_ learned and practised. An under- 
standing of the nature and importance 
of communication is 'a prerequisite for 
the administration of total patient care. 
We shall explore some of the important 
dimensions of the communicative pro- 
cess with special reference to patient 
care in the hospital setting. 
The word communication is derived 
from the Latin word communis which 
means common. When someone tries 
to communicate, he attempts to estab- 
lish a "commonness" with someone 
else. He attempts to share his thoughts, 
attitudes, ideas, feelings etc., with ano- 
ther person. 4 As one writer has put it, 
communication is "the interchange of 
meanings among people." Ii Conceived 
in this manner, communication is a 
basic social process. Through it, coor- 
dinated action is possible. With it, in- 
dividuals are able to influence one 
another, carry on group activity, and 
have social life. 


Elements of Communication 
There are five essential elements 
of communication: a sender, a receiver, 
a message, a channel of transmission, 
and a response or effect. Any person 
may be a sender or a receiver in the 
communication process. A message 
may be on the cognitive level (logical 


thought) or on the affective level 
(emotional feeling). A physician telling 
a patient that the medication he is 
about to apply may hurt a little, is 
sending a message on the cognitive 
level. When the medication is applied 
and the patient exclaims in pain, a 
message on the affective level has been 
sent. The method of transmission may 
be by word of mouth, as when a pa- 
tient asks a nurse for a glass of water, 
or it may be in writing, as when a 
physician writes out instructions for 
the patient's care. A message may be, 
and often is transmitted without the 
use of language, that is, it is sent by 
non-verbal means. A patient sends a 
non-verbal message to the nurse when 
he waves to her as she walks past his 
room, or when he grits his teeth or 
closes his eyes when she is giving him 
an injection. A nurse may transmit a 
non-verbal message to the patient by 
the very fact that she is wearing a 
white uniform, a symbol of her profes- 
sion. Nurses should be aware that 
their smiles, frowns, body postures, 
and even their touch transmit mes- 
sages. As one observer has stated: 
Facial expression and gesture communi- 
cate particular qualities and traits. Tempo 
- the 1IpeOO or slowness with which you 
move :md work - suggests your temper- 
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ament. At the bedside, your manner of 
speaking and your touch attract or repel 
the patient. Touch is instinctive. The glasp- 
ed hand, tightening fingers relieve tension 
and instil courage. This kind of contact 
is telepathic... Thi1l language is universal, 
more meaningful than words. A pianist's 
touch communicates his interpretation of 
the score. The perceptive nurse communi- 
cates her feeling with equally sensitive 
hands. 6 
Patients often interpret a nurse's 
smile as an indication that she likes 
them and is willing to care for them, 
while the frown is a sign of rejection. 
The brisk manner in which nurses 
sometime enter and leave a patient's 
room sends a non-verbal message to 
the patient which is often interpreted 
to mean: "The nurse is so very busy 
and overworked I dare not bother her 
with my questions and little wants." 7 
The fact that a message is sent, 
in no way guarantees that it will be 
received, let alone by the receiver 
for whom it was intended. Patients 
often claim they call and call for the 
nurse of physician but no one hears 
them. We are all too familiar with 
the case of a physician being paged, 
and paged, and paged on the hospital 
intercom system until everyone in the 
hospital, except Dr. Brown, knows that 
Dr. Brown is wanted in surgery. 
A much more frequent occurence 
than non-reception of a message is the 
situation where a message is sent and 
received but not understood - or is 
even misunderstood. This gets at the 
very heart of the communication pro- 
cess. One of the main reasons we 
shoud study communications is so that 
we may learn how it achieves or fails 
to achieve the desired effects. We want 
to know what a certain type of commu- 
nication does to the intended receiver. 
Barriers to Communication 
There are a number of factors in- 
volved in understanding why messages 
are sometimes sent and misinterpreted. 
These factors may be thought of as 
barriers or obstacles to effective com- 
munication. To be effective, a mes- 
sage must be sent in such a way that 
it will be correctly interpreted by a 
receiver. For instance, an intern would 
find it difficult to elicit a case history 
in English from a Puerto Rican patient 
who understand only Spanish. Similar- 
ly, highly technical language would not 
be effective for explaining an illness to 
a patient with a very low level of 
medical sophistication. A nurse would 
not want to use the same message to 
a five-year-old as she would to an 
adult to explain why he is not allowed 
to eat solid foods before his operation. 
Note how important it is that a sender 
know something about the intended 
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receiver of his message. In fact, one 
may generalize that the more a sender 
knows about an intended receiver, the 
better the sender will be able to tailor 
his message. Too often, as senders, 
we are guilty of failing to realize that 
a message that might be quite clear 
to one set or category of receivers, may 
be fuzzy to another category, and 
completely unintelligible to a third. We 
must always keep in mind that in- 
dividuals of different age, sex, per- 
sonality, socio-economic, and ethnic 
backgrounds, may be interpreting our 
messages from different perceptual 
frameworks. 
A second important barrier to com- 
munication is the sender's reluctance 
to make clear, sometimes even to him- 
self, the full intent of his message. 
This occasion is likely to occur when 
a person may want to communicate 
something, but does not feel it is so- 
cially expedient or acceptable to do so 
in the situation. For instance, in inter- 
views with young nurses the following 
incidents were reported: 
I had been caring for Mrs. Jones for 
about three days and I knew she was aller- 
gic to milk. So when Dr. Smith put her 
on an almost entirely milk diet, I wanted to 
tell him I didn't think that was right. But 
then I thought, well, that's not right - 
after all I am just a nurse. I shouldn't 
question the doctor about wh
t he does. So 
I just kept quiet and said "Yes Dr. Smith." 
It just about broke my heart that first day 
to bring in that milk and see her vomit. 
I finally told the head nurse. 
In another situation: 
Mr. Day asked me this afternoon if I 
knew what was wrong with him. I knew he 
had had a heart attack, and didn't see any 
reason why he shouldn't know. But neither 
one of the attending physicions told him 
when they were in there this morning. All 
I could do when he asked me was to pre- 
tend that I didn't hear him and get out of 
his room in a hurry. Dr. Murphy would 
have a fit if I had told his patient any- 
thing. 
Patients, as well as nurses, some- 
times refrain from saying what they 
would like because they do not think 
it would be appropriate. For example, 
one patient told the interviewers: 
I wanted to tell the nurse that J needed 
the bedpan again, but I had called for it 
three times already in the last hour and 
it was always a false alarm. I was so em- 
barrassed. This time I just held it for a 
while and suffered. instead of calling. 
This patient's reluctance to com- 
municate her need is not rare; a num- 
ber of studies demonstrate that hos- 
pitalized patients are characteristically 
restrained in their communications 
with physicians and nurses. They do 


not say exactly what they may mean 
or feel because it does not fit their 
conception of what a "good patient" 
would do. s We must remember that 
for many patients, being in hospital 
may be an emotionally traumatic ex- 
perience. Yet, many of us have been 
taught since our early years that it 
is good to hide our emotions. We are 
expected to conceal our fear, anxiety, 
anger and sometimes even our love. 9 
Thus, many of us are often embarassed 
and even ashamed at times when we 
show our emotions. This is especially 
true in hospital. Nurses and physicians 
usually prefer patients who are stoical 
and who hide their emotions. Patients 
try to conform to the expected be- 
havior. On several occasions we have 
observed patients break down and cry 
and then apologize to the nurse or 
physician for not having conducted 
themselves properly. 
In interviewing hospitalized patients 
we have been continually impressed 
with the latent hostility which some 
patients have toward the nursing and 
medical staff. This is never communi- 
cated clearly and nurses and physicians 
are usuaUy tetaUy unaware. When the 
patient does not complain or make 
any specific requests, hospital person- 
nel assume this means a "good" and 
well-satisfied paùent. Too many times 
the patient's answer of "well, fine I 
guess", to the nurse or physician's 
question, "Is everything all right with 
you?" is interpreted at face value. No 
note is taken of the fact that there 
was a total lack of positive feeling in 
the verbal message which might have 
indicated that things were anything but 
fine with the patient. Here the barrier 
to communication may lie just as much 
with the receiver as with the sender. 
One of the most common barriers 
to communication is the tendency for 
receivers to interpret messages in 
strictly cognitive tenns. In other words, 
we take the words literally and tend 
to forget or disregard feeling states. 
For example, a patient who is feeling 
particularly lonely or anxious and has 
been unable to chat with anyone for 
some time, may stop a nurse as she 
enters his room on some routine matter 
and ask her what the weather is like 
outside. His real motive may have 
nothing to do with the weather. He 
may simply be trying to communicate 
the fact that he would like someone to 
talk to for a while. If the nurse fails 
to respond to the emotional overtones 
of this message and interprets the 
words literally, she might reply, "Sixty 
degrees, partly cloudy, chances of rain 
are two to ten." This would probably 
do little to relieve his feelings of lone- 
liness and anxiety. 
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A patient may be very anxious 
about the operation she is going to 
have the next day and ask the nurse, 
"Is this a very difficult or dangerous 
operation?" This message may contain 
a real plea for reassurance and not 
just a request for information. If the 
nurse replies, "Don't worry Mrs. Jack- 
son, this is routine surgery", the in- 
tent of her message may be well- 
meaning; but it would probably do 
little to stem the patient's anxiety. 
Quite likely, it could do the opposite. 
It could be received by Mrs. Jackson 
to mean, "They are not taking any 
precaution! I am just being treated 
routinely." It should always be kept 
in mind that patients and staff may 
not always be viewing events in the 
hospital from the same frame of refer- 
ence, that is, there may be a differ- 
ence between the "medical" and "lay" 
definitions of the situation. What may 
be an entirely routine operation for 
the nursing and medical staff (as in 
the above example) may be a real 
crisis for the patient. On the other 
hand, what may be a routine ache or 
pain to the patient, may be an indica- 
tion of seriouJ illness to the staff. The 
fact that different interpretations of 
a situation may exist between patient 
and staff must always be recognized. 
But recognition of this fact is just the 
beginning. The essential thing to recog- 
nize is that the staff must deliberately 
find out how the patient is interpreting 
the situation. This is not a simple mat- 
ter. What the patient means is not as 
obvious as it is often assumed. IO . 11 
To be able to be perceptive and 
sensitive to peoples' feelings and to 
be able to reply to them adequately 
is not an easy task. Indeed, it is an art 
that must be learned. Social science 
has not developed simple rules that 
can be applied to all situations. How- 
ever, one authorityl:! has suggested the 
following techniques as being helpful 
in improving sensitivity to the needs 
and feelings of others : 
I. Let the other person talk, even jf 
it is small talk and seemingly unimportant; 
the very lack of significant content may 
give us an opportunity to detect the feeling 
behind the words. An increased sensitivity 
to voice, intonation, posture, and facial ex- 
pression will help us understand what peo- 
ple wane to say as well as what they do 
say. 
2. Ask questions involving the word 
feeling rather than thinking. 
In the example used above, the 
nurse might have asked Mrs. Jackson 
how she felt about the operation and 
given her a legitimate chance to fuIly 
express her feelings. We should not 
forget that under the circumstances 
Mrs. Jackson might have felt quite em- 
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barrassed to blurt out that she was 
scared half to death to have the opera- 
tion. 
3. Mirroring or reflecting the feelings of 
others without standing in judgment, is 
often helpful. 
In other words, examining, reflect- 
ing, mirroring and talking with Mrs. 
Jackson about her feelings and about 
her operation is a much more valuable 
technique than telling her she should 
not worry. In the writer's experience, 
only rarely have individuals in or out- 
side of the hospital been seen to stop 
worrying and become less anxious, just 
because someone stood in judgment 
and told them they should not worry. 
They need proof that the situation is 
not as dangerous as they perceive it 
to be. 
There remains another very impor- 
tant barrier to communication. This is 
the lack of feedback. Feedback refers 
to the process by which a sender of a 
message is able to determine whether 
or nÜ't his message has been receiv- 
ed. 13 It also applies to finding out to 
what degree the effect the sender had 
hoped to evoke has been realized. In 
the normal course of conversation, in- 
dividuals are constantly communicat- 
ing back to one another. It is this 
return process which is the feedback. 
For instance, a physician may gently 
touch a portion of a patient's anatomy 
and ask, "Can YÜ'u feel that?" The 
patient replied, "Yes, but not very 
much" (feedback to the doctor). "How 
about here?" "Ouch! that hurts!" 
(Feedback to the doctor.) "I see. Well, 
that is fine." "What does that mean, 
Doctor?" "That means that you have 
feeling in your leg and that everything 
is gÜ'ing to be fine. The operation has 
been a success" (feedback to the pa- 
tient). 
When feedback is either sparse or 
non-existent, communication may be 
severely hampered, since there is lit- 
tle measurement of its effectiveness. 
Without receiving feedback it is dan- 
gerous to assume that because you 
have sent a message it has been re- 
ceived and has caused the response 
you had intended. For instance, "good" 
procedure requires that a nurse not 
only brings a patient's medication to 
him and asks him to take it, but also 
makes sure that he does take it. A 
physician would be foolish to dia- 
gnose an illness. prescribe for it. and 
then not check to discover whether his 
directions had been followed and the 
desired effects achieved. 
This all seems very simple and 
clear cut but. in practice, hospital per- 
sonnel often do not take advantage of 
the opportunities for feedback that 
exist. Many times we have observed 


both nurses and physicians enter the 
room of a newly admitted patient and, 
in a very brisk, hurried, and business- 
like manner tell the patient that if he 
wants anything, he should feel free to 
call on them. Then, when the patient 
responds more to the manner in which 
the message was delivered than the 
message itself (they seem so busy and 
overworked I had better not bother 
them unless it is something very im- 
portant), it is assumed that because 
he does not call that he does not need 
anything. Often, no one takes time to 
validate whether the message had the 
effect intended and that the patient 
actually does feel free to call if he 
needs something. 
Summary 
These brief remarks concerning the 
process of communication are far from 
being a comprehensive coverage of the 
topic and they were not designed to 
be. Communication is much too broad 
a field to be given adequate treatment 
in a few pages. However, it is hoped 
that the framework and illustrations 
provided here will allow the reader to 
become more aware of some of the 
many problems of communication that 
may occur in the course of providing 
nursing care for hospitalized patients. 
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ORTHO.NOVUM 
(ORTHO PHARMACEUTICALS) 


Indicotions - Treatment of amenorrhea, dysmenorrhea, endometriosis, 
functional uterine bleeding and the menopausal syndrome. 
Description - Ortho-Novum is norethindrone with mestranol. The 
drug is available in 2 mg. (2 mg. norethindrone; O.}O mg. mestranol) 
or 5 mg. (5 mg. norethindrone; 0.75 mg. mestranol) tablets. The 
tablets are available in Dialpak dispensers. 
Dosoge - One tablet daily from day 5 through 24 of each menstrual 
cycle. Duration of therapy varies with the condition. 
Coution - Although no relationship has been proven between the 
use of progestin-estrogen compounds and the development of thrombo- 
phlebitis, caution is indicated where there is presence or history of such 
condition. Ortho-Novum is contraindicated in the presence of malignant 
tumors of the breast or genital tract; in liver dysfunction or disease; 
in cardiac or renal disorders which might be adversely affected by 
some degree of fluid retention. 
Information may be obtained from Ortho Pharmaceuticals (Canada) 
Ltd., }9 Green Belt Drive, Don Mills, Ont 
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DISPOSABLE DIABETIC SYRINGE 
(BECTON, DICKINSON) 


Description - A new single-scale, sterile-packed, disposable syringe. 
It is a one-time-use, disposable product which corresponds to the 
single-scale suggestions of the American Diabetes Association. Color- 
coded packages in red for U-40 and in green for the U-SO correspond 
exactly with the U.40 and U-SO color codings used by the four major 
insulin-manufacturing pharmaceutical houses. This provides on obvious 
safety factor for the patient, thus eliminating one of the major problems 
- the confusion created by the earlier syringes which incorporated 
both the U-40 and U-SO scales on the same cylinder. The syringes 
are available in a new 3D-pack, a month's supply or a 7-day "Travel 
pak." Each unit contains a free supply of aluminum-packed alcohol 
"swabs" corresponding to the number of syringes. 
Further information may be obtained from Becton, Dickinson and 
Company, Rutherford, New Jersey, 07070. 


SERPASIL-ESIDRIX 50 
(CIliA) 


Indicotions - As primary therapy for mild to moderate essential 
hypertension and in Severe cases, as an adjunct to other agents such 
as Ismelin. 
Description - A balanced, basic medic.otion for starting the treatment 
of hypertension. Each tablet contains 0.2 mg. of Serpasil and 50 mg. 
of Esidrix. Serpasil-Esidrix 50 provides a better response, at lower 
dosage levels, than is possible with either drug alone; shields the 
anxious hypertensive from the effects of environmental stress and 
emotional stimuli on the blood pressure; prolongs diastole and slows 
the heart rate, thus reducing the work load of the heart; brings the 
edematous patient to dry weight. 
Dosoge - One tab. doily. After two weeks, dosage is decreased 
or increased as required. 
Coution - Side effects are generally minimal. Caution is required 
in treating patients with coronary artery disease, advanced renal 
damage, or a history of cerebral vascular accidents. 


GASTRIC TOURNIOUET 
(SKLAR MANUFACTURING) 
Description - A new type of clamping device designed to control 
bleeding from the cut edge of the stomach without crushing the wall. 
The absence of ring handles facilitates a high application after the 
major vascular attachments have been divided and ligated. The absence 
of a ratchet ovoids crushing. The new tourniquet is available from 
authorized surgical supply dealers. Descriptive literature may be had 
from J. Sklar Manufacturing Co., Long Island City, N.Y. 11101. 
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HOLCOMBE GASTRIC TOURNIQUET 


MADE-FOR-MOVEMENT BANDAGES 
(MEDICAL FABRICS CO.) 
Description - A wound dressing for use on flexing ports of the 
body, such as knuckles, knees, heels, and toes. The bandages permit 
body movement without constriction. The pre-cut flesh-colored dressing 
saves time for staff. 


P-50 TABLETS & lIOUID 
(HORNER) 
Indicotions - For the treatment of infections caused by organisms 
susceptible to peniciHin and for the initial treatment of infections of 
unknown etiology. 
Description - P-50 tablets are buffered, red-<:ooted tablets containing 
500,000 LU. potassium penicillin G. P-50 liquid, a red-colored, fruit- 
flavored liquid contains 500,000 I.U. in 5 cc. 
Dosage - As ordered by physician. 
Coution - Contraindicated in infections caused by penicillin-resistant 
organisms and in patients sensitive to penicillin. 
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HOSPITAL CHINA 
(V ANDESCA-SYRACUSE) 
Description - An attractive new dinner service, particularly adoptable 
for use in hospitals, schools, and cafeterias. A unique square shape 
saVes tray space, reduces storage requirements, and increases the 
capacity of food service carts. Patterns and colors are protected by a 
hard glaze and are dishwasher and detergent resistant. fifteen stock 
patterns are available. For further information, write to Vandesca. 
Syracuse, Ltd., Joliette, Quebec. 
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The Journol presents pharmaceuticals for information. Nurses understand that only a physician may prescribe. 



THERM-O-RITE BLANKET 
(THERM-O-RITE PRODUCTS CORP.) 
Description - A new, light-weight blanket for use with the Therm. 
C>-Rite Hypo-Hyper.Thermia Unit. The new blanket is 25% lighter in 
weight, is more flexible, and permits faster flow of liquid. The 
blanket is more easily handled, is easier to store. 
More information may be obtained from Therm-O-Rite Products Corp., 
1748 Main Street, Buffalo, N.Y. 
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HEEL PROTECTOR 
(POSEY) 
Description - A new type of heel protector that utilizes artificial 
lambs' wool as a lining thus offering an extremely soothing surface 
to protect the heel and prevent rubbing. It permits foot movement in bed 
with comfort and freedom. The fitted liner can be washed and autoclaved. 
Extra liners can be obtained. Available in one size only. 
Inquiries should be directed to your local hospital equipment dealer, 
or to the J. T. Posey Company, 39 South Santa Anita Avenue, Pasadena, 
California 91107. 


The following films are available on 
loan from the Canadian Heart Foundation, 
1130 Bay Street, Toronto 5. The films are 
suitable for use in schools of nursing, and 
several would have value for showing to 
lay audiences for health education. When 
ordering film, please give number when it 
is indicated. 


Arteriosclerosis - 16 mm. 14 minutes, 
black and white, sound. Diagrams and pho- 
tographs of blood vessels help to explain 
hardening of the arteries. (EM9A) 
Be Your Age - 16 mm. 12 minutes, 
black and white, sound. The story of a 
middle-ag::d business man's recovery from 
a heart attack and his subsequent adjust- 
ment to a normal life. 
Circulation of the Blood - 16 mm. 6 
minutes, color, sound. Animated diagrams 
explain how the blood circulates through 
the heart to the body and lungs. (EM211) 
Congenital Heart Defects - 16 mm. 10 
minutes, color, sound. Animated diagrams 
explain the underlying physiology of five 
Common heart defects that may be helped 
by surgery. (EM224) 
Con/:(!stive Heart Failure - 16 mm. 8 
minutes, color, Sù:md. Animated diagrams 
give the physiological background of heart 
VOLUME 61, NUMBER B 
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The answer: TUMSI 
These mild, minty- 
flavoured tabletS will give fast relief 
from heartburn, gas and the 
other discomforts of acid indigestion. 
Keep TUMS in mind when 
your patients ask this question. 
Rerr.ember TUMS bring fast, long 
lasting, safe relief . . . and they 
cost so little too. 
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failure. Causes and symptoms are bnefly 
discused. (EM266) 
Coronary Heart Disease - 16 mm. 6 
minutes, color, sound. Live photography and 
animated drawings illustrate the structure 
of the coronary arteries, how they nourish 
the heart, and what happens when a heart 
attack occurs. (EM 171) 
The Doctor Examines Your Heart - 16 
mm. 10 minutes, black and white, sound. 
A patient receives a complete heart exam- 
ination in a physician's office. The most 
common methods of examining the heart 
are demonstrated. (EM136) 
High Blood Pressure - 16 mm. 7 min- 
utes. color, sound. Live photography and 
animated drawings explain the facts about 
high blood pressure. (EM 172) 
New Hearts for Old - 16 mm. 14 min- 
utes, color, sound. This film was produced 
at the University Hospital in Edmonton, by 
Dr. John C. Callaghan who is the narrator. 
It opens with the disappointment of a ten- 
year-old boy who was born with a deform- 
ed heart and can not take part in sports. 
The way an artificial heart lung machine 
works is portrayed graphically and the boy 
undergoes a heart opemtion using this ma- 
chine. The final episode shows him fully 
recovered. enJ!"ag;ng in Canada's national 


sport, and scoring a goal. 
Pump Trouble - 16 mm. 14 minutes, 
color, sound. Mr. Pump's many miscon- 
ceptions about heart disease are corrected 
and he learns that only a physician can 
diagnose heart disease. (EM 108) 
Mr. Pump Takes Heart - 16 mm. 5 
minutes, black and white, sound. This 
abridgment of Pump Trouble, with Eddie 
Cantor as narrator, covers the points of 
the original film, correcting common mis- 
conceptions about heart disease and show- 
ing the folly of self-diagnosis. (EMI08C) 
Rheumatic Heart Disease - 16 mm. 8 
minutes, color, sound. Through the use of 
animated cartoons, this film shows how 
streptococcal infections can cause rheumatic 
fever and rheumatic heart disease. The pre- 
vention of r::peated attacks is explained. 
(EM245) 
Second Chance - 16 mm. 29 minutes, 
black and white. sound. This film deals with 
some of the problems of caring for a stroke 
patient at home and emphasizes the benefits 
of prompt rehabili-tation. (EM242) 
Valiam Heart - 16 mm. 29 minutes, 
black and white, sound. An eight-year-old 
I:-oy is h::lp
 to recover from rheumatic 
fever. The facts aboul rheumatic fever are 
pre<ented and prevention is outlined. 
A UG UST 196;) 593 
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WHEN IN DOUBT: THROW IT OUT I 


a few years ago - but no one remembers 
what or for whom. 
Is this bad? 
It could be. Manufacturers of prescrip- 
tion drugs in Canada are the first to point 
out that today's medicines are many times 
more potent than the old sulphur and mo- 
),asses, cod liver oil or antiseptics of the 
pre-war years. This very potency of modern 
drugs which ensures their effecti
e5IS in 


Gone are the days when the bathroom 
wa1l a palace of hygiene where shaving 
soap and toothpaste ruled supreme in 
the medicine cabinet. A gl,ance at today's 
cabinet -over- the-sink - with- a -mirror -on - the- 
door u1luaHy reveals it to be a "Fibber 
McGee closet" packed to the explosion 
point with boxes, bottles, tubes and enve- 
topes of medicines that treated wmet'hing 
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GUY.S 


HOSPITAL 


lONDON 


TO RECISTERED NURSES OF 
ACCREDITED SCHOOLS OF NURSING 


If you are visiting Great Britain, why not widen your 
professional experience and consider joining the staff of 
Guy's Hospital? 
Appointments for six months ore offered in all 
bronches of generoJ nursing, in the specialised units and 
private potients' wing. 
The furnished occommodation is excellent and 011 
modern focilities are availoble. The Hospital is ideally 
situated for exploring london. 


Those nurses who are interested and would like further 
information, please write to: 


The Matron 
GUY'S HOSPITAL 
london, S.EJ. 
gIVIng details of your nursmg training, and subsequent 
experience. 
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treatment, also means they are more dan- 
gerous irf not used as the doctor prescnbed. 
And who remembers which of those small 
bottles held the prescription of sulpha pills 
and which the migraine headache tablets? 
The prescription drug label doesn't say. 
And is the medicine in that bottle still 
good? Or has its composition changed 
through 'age? 
The answer to all these problems is 
simple. When finished with the course of 
treatment prescriibed by the' doctor, throw 
out aU the medicine left over - especially 
prescription medicine. 
Uquid1l, powders and tablets should be 
Hushed down the drain before throwing out 
the containers. Hungry pets and curious 
children have a reputa
ion for seeking treas- 
ure in garbage oa1l1I. 
It is false economy to keep prescription 
pharmaceuticals ,after they have done the 
job they were designed to do. A prescrip- 
tion is more than a medicine, it is a course 
of treatment ordered by the physician 
especially for one particular patient. 
Self-medication is dangerous if it involves 
taking someone else's left-over prescription 
drugs, according to Dr- Arthur Kelly, 
general secretary of the Canadian Medical 
Association. 
Even more dangerous is the practice of 
stockipiling drugs where children can find 
them. The medicine cabinet should be lock- 
ed and wen out of reach of prying hands. 
About 90,000 children under the age of 
fi'v: wiH be accidentally poisoned this year 
in Canada. the Department of National 
Health and Welfare says. And while only 
a 'SII1aIl percentage will die. thousands will 
b: s:riously hurt. - Reprinted from News 
and Views, published by the Pharmaceutical 
Manufacturôrs of Canada. 


OAN NURSES TAKE A LESSON? 
The teaching staff of.a Cambridge, Ma'ry- 
land elementary school have given up smok- 
ing on school grounds a"S an example to 
the 1Itud:nts. Th: 31 members of the Fa- 
culty voted unanimously and voluntarily to 
forgo tobacco after discu1lsions concerning 
the images held of teachers by their young 
pupils. 


NEW HEALTH RULES FOR 
INTERNATIONAL TRAVEL 
New measures concerning 1Imallpox, yel- 
low fever and mal-aria were recommended 
for inclusion in the International Sanitary 
Regulations governing international trade 
and travel. Rewlutions adopted by the Com- 
mitte: on Program and Budget of the 18th 
World Hea-Ith Assembly will be submitted 
at a forthcoming plenary session. 
The International Sanitary Regulations 
which have been in forc: since 1952 are 
designed to ensure the maximum security 
against the international spread of diseases 
with tho) minimum int.=rferenc: with world 
traffic. 
SMALlPOX 
Smallpox remains an extremely dangerous 
THE CANADIAN NURSE 



disease and its spread is due mainly to 
three factors: weak vaccine, faulty vaccina- 
tion technique, and forged vaccination cer- 
tificates. In order to meet at least some of 
these shortcomings, the Committee on Pro- 
gram and Budget recommended that as of 
I January 1967, smallpox vaccination for 
international cN1ificates be made only with 
a product certified to fulfill WHO require- 
ments, and not, as in the case now, with 
any varoine. In addition, the origin and 
batch number of the vaccine used must ap- 
pear on the certificate carried by the tra- 
veler. 


YELLOW FEVER 
Starting-immediately, the validity of the 
yellow fever vaccination certificate is ex- 
tended from 6 to 10 years. The good news 
is that travelers now faced with revaccina- 
tion can postpone it for another 4 years. 


MALARIA 
The new proposals are designed to pro- 
tect countries which have eradicated malaria 
but where the mosquitoes which carry the 
disease still exist. The new article to be 
incorporated in the International Sanitary 
Regulations specifies that ships or aircraft 
leaving countries where malaria is present 
must be sprayed with insecticide under the 
control of the health authOrity. When ar- 
riving in a country where m-aIaria could 
develop from imported mosquitoes, these 
ships or aircraft may be sprayed again if 
the health authority is not satisfied with 
the measures taken at the point of de- 
parture, or if it finds live m05quitoes on 
board. 
The committee was m05t disturbed to 
learn of disinfection certificates being sign- 
ed by aircrews in cases where in fact no 
disinfection had taken place. 
Earlier, the Committee on Programme 
and Budget, after reviewing in detail the 
malari'a eradication program, recommended 
to the Assembly .a resolution noting that 
52 per cent of the population of the origi- 
nally malarious areas of the world was now 
free of endemic malaria. The resolution 
urges governments undertaking eradication 
to give priority to the development of a 
network of rural health services to sustain 
the eradication program. Agencies and gov- 
ernments providing international aid are 
urged to give priority support to malaria 
eradication - particularly in the training 
of personnel and the provision of supplies. 
The Direotor-General is requested to in- 
crease research to solve problems of mala- 
ria transmission in difficult areas. The reso- 
lution also urges governments to guard 
against the reestablishment of the disease, 
and to insure adequate teaching of both 
the clinical and public health a
cts of 
malaria in schools of medicine. - WHO 
Press. 


SPECIAL SERVICE 
On Sunday evening, October 10th, at 7:30 
p.m., a special Service of Commemoration 
will be held in Christ Church Cathedral, 
VOLUME 61, NUMBER B 


Montreal, in connection with the fiftieth 
anniversary of the death of Edith Cavell be- 
for a firing squad at Brussels. The actual 
date of her death was October 12, 1915. 
Her monument in London bears the ins- 
cription, a quotation from her last words: 
Patrioti
 is not enough. I must have 
no hatred or bitterness for anyone. 
Edith Cavell's words have great import- 
ance for the contemporary world. The 
Dean and Chapter of the Cathedral are in- 
viting the nursing community of Montreal 
and its suburbs to join them in due obser- 
vance of this significant anniversary. 


INFORMATION WANTED 


Anyone knowing or having informa- 
tion concerning the whereabouts of: 
Kathleen May Godwin, formerly em- 
ployed by the Vancouver General H05- 
pital, Vancouver. 
Doreen Mak, formerly employed by 
Saint Mary's Hospital, New Westminster, 
is asked to contact the Journal editorial 
staff. Information of value will be made 
available to the above-named nurses. 
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· me Pin I 


There is only one Sterling-Quality . . . the extra care pin that you wear 
with pride. And at so little cost that everyone should be "pinned" by 
Sterling! These plastic pins can be any color except gold or silver, lettered 
in any color including gold or silver. Sizes are as shown below, the length 
selected to suit your name! Supplied with standard pin back and safety 
clasp and lettered in blue on white plastic unless you specify another color 
combination. Need two name pins exactly alike? The second is half price! 


I 
I 


White Pearl- 
or-color like 


MRS. J. MARTIN, R. N. 


Single line 
Double line 


.60 .65 
.90 .95 


MISS P. RYAN, N. A. 


MRS. M. WilLIAMS, R. N. 
Supervisor of Nurses 


Please send correct amount with your order. Guaranteed: any 
terling- 
quality name pin that becomes defective for any reason whatsoever will 
be replaced free of charge. These are pins. not name tapes. which we also 
supply in great variety. 


STERLING NAME TAPE COMPANY 


365 Depot St.. Winsted, Connecticut 
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FOR PATIENT PROTECTION 


POSEY HEEL PROTECTOR 
(Potent Pending) 
The Posey Heel Protector serves to protect 
the heel of the foot ond prevents irritation 
from rubbing. Constructed of slick, pliable 
plastic, lined with artificial lomb's wool. Can 
be washed or autoclaved. POSEY HEEL 
PROTECTOR, Cot. No. HP 63AlW. - PRICE 
COMPLETE: $3.75 eo. - $7.50 pro 
NO. 66 
POSEY BELT 
Potent Pending 


rhis new 
Posey Belt 
provides safe- 
ty to a bed 
. patient ye' 
permits him 
to turn from side to 
side. Also allows sitting 
up, if belt is slackened. 
Made of .trong, rein- 
forced white cotton webbing; with flonnel- 
lined convos reinforced insert. Strop pOSlel 
under bed after a turn oround spring roil to 
anchor. Friction-type buckles. Buckle is un. 
der side of bed of patient's sight and 
reach. Also avoiloble in Key.lock model 
which attaches to each side of bed. Small, 
medium and large sizes. Posey Belt, Cot. No. 
66. $7.80. Posey Key-lock Belt, Cat. No. 
K66, $13.65. 


-.. 
\ , 
/- 
\ 
\ 
\ 
'* 


POSEY SAFETY BELT 
Patented 
Allows maximum freedom with safe re- 
straint. An improvement over sideboards, 
the Posey belt is designed to be under the 
patient and out of the way. Belt and bed 
strop ore of heavy white cotton webbingi 
loop and pod of cotton flannel. Friction-type, 
rust-resistant buckles. Small, Medium and 
large sizes. Posey Safety Belt, Cot. No. 
S-141, $6.45. (Extra heavy construction with 
key.lock buckles. Cot. P-453, $19.50) 
J. T. POSEY COMPANY 
39 S. Santa Anita Avenue, 
Dept. CNJ 


Pasadena, California 91107 


Avoilable from s.lected 
Surgic<:1 Supply D..olers 
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Medical Care and Rehabilitation of the 
Aged and Chronically III, 2d ed., by 
Freddy Homburger, M.D. and Charles 
D. Bonner, M.D. 321 pages. Boston, 
Little, Brown and Co. 1964. Distribut:ed 
in Canada by I.B. Lippincott Co., Ltd., 
4865 Western Ave., Montreal 6. Que. 
Rel'iewed by Miss Vera E. Griffith, 
London, Ontario. 


There is need for more enlight:enment 
about what can be done to help aged and 
chronically ill patients help themselves. It 
was with this object in mind that the aut:hors 
wrote this book. 
The positive attitude that" is maintained 
throughout begins with the introduction 
"Philosophical Basis for the Management 
of the Aged." Here it states: "First and 
foremost, it must be realized by patients, 
families, ancillary medical personnel and, 
above all, by the attending physician him- 
self, that much can be done for the majority 
of elderly, incapacitated persons." It is for 
this whole team that the book is intended. 
In Part I, specific problems, such as 
osteoporosis and hemiplegia, are discussed 
in detail. Much of the material is medical 
in content, but each topic is introduced by 
a "Note to Non-Physicians." While read- 
ing most of the text, one has the impression 
t:hat the authors are addressing physicians. 
Yet what nur
e, what person involved in 
patient care would not benefit from the 
discussion about advanced cancer? "If an 
air of resignation pervades the atmosphere, 
this does not: contribute toward making the 
patient feel better. If, on the other hand, 
false cheerfulness is displayed during pro- 
fessional visits, it will not fool the patient 
long. It: may strengthen the physician's. 
positive attitude if he reflects that even in 
the most hopeless situations, his art provides 
at least: some measures that can help the 
patient." 
Community resources for the assistance 
of the patient and his family are mentioned 
frequently. Addresses in the United St:ates 
are given, and readers in our country would 
realize that there are Canadian counterparts 
to all of these agencies, for which addresses 
can be readily obtained. 
Part II, "General Principles," describes 
rhe role of the modern physician, the family, 
the social worker, the physiotherapist. Nurs- 
ing homes are discussed, and a check list of 
desirable features in a good nursing home 
is included. 
Three pages come under the heading 
"The Role of the Nurse." It is not in these 
three pages that: nurses will find the 
strengths. Throughout the whole book, the 
authors emphasize that all members of the 
health team work together. The nurse can 
benefit from the general optimism which 
the authors believe is necessary in caring 
for the aged and chronicaIly iII. and from 


the positive ways in which they suggest 
this care can be given. 
This book would serve as an excellent 
source of reference in the library of a school 
of nursing, a nursing service department, 
or in a nursing home. 


The Care of the Injured by P. A. Ring, 
M.S., F.R.C.S. 164 pages.. E. & S. Living- 
st:one Ltd., London. 1964. 
Reviewed by Pauline Goulet, School of 
Nursing, Hôpital du St-Sacrement, Que. 
bec. 
The general care of the injured is dis- 
cussed with an explanation of the effect of 
various wounds on the body systems as a 
whole. AIl t'ypes of trauma, including frac- 
tures, internal and cutaneous injuries are 
described. Explanations of the body's res- 
ponse to injury, the treatment, and the pos- 
sible complications specific to each situation 
are well done. Reproductions of x-ray films 
illustrate effectively. Rehabilitative measures 
are emphasized. 
This text will be useful to student's, in- 
srructors and graduate nurses working in 
casualty units. It will be helpful to those 
seeking information concerning the body's 
response to injury, treatment measures. and 
complications t:o be avoided. 


Educational Administration in Nursing 
by Anna Helen Gallagher. The Macmillan 
Company, Nt:w York. 1965. 
Reviewed by Rita Dussault, Faculty of 
Nursing. University of Montreal. 
The administration of a baccalaureate 
program of nursing education is examined 
in some detail. The principles and ideas 
developed, however, could be applied equally 
well to the administration of programs at 
any level. 
There is much emphasis on the im- 
porrance of leadership as it relates to the 
role of the director. She must be prepared 
to take the initiative in such matters as: the 
use of student's for service; administration 
of teaching personnel; improvem"nts in 
teaching methods; currirulum; budget; 
research; cooperation with other disciplines. 
Part of each chapter is devoted to the 
specific functions of the director in each 
of these areas. Suggested reference reading 
lists are appended to each chapter as well. 
The text' is of special interest for those 
concerned with nursing p.ducation adminis- 
tration. Although writter> specifically for di- 
rectors of baccalaureate programs it would 
be useful to direct:ors of basic diploma pro- 
grams and to directors of nursing in hos- 
pitals where students receive clinical ex- 
perience. Anyone with a general interest 
in the field of nursing education would find 
considerable information regarding the prob- 
lems of the profession in the educational 
preparation of its members. 
THE CANADIAN NURSE 



Paediatric Nursing Procedure by R. M. 
Sacharin and M. H. S. Hunter. 299 pages. 
London, E. & S. Livingstone Ltd., 1964. 
Distributed by Macmillan Company of 
Canada. 


Reviewed by Mrs. H. Lemoine, St. Boni- 
face General Hospital, St. Boniface, Ma- 
nitoba. 


This is a most comprehensive book of 
pediatric procedures. It collid be used as 
a useful guide by nursing students. All 
information vital to the knowledge of a 
particular procedure has been included and 
is arranged in a clear, concise, and readily 
accessible manner. Another noteworthy 
point is the explanation of "why" in each 
case. 
The chapters on physiotherapy and resus- 
citation are valuable inclusions in this text 
and are well i1JuSfrated. Today, it is es- 
sential that al\ nurses are familiar with 
both of thèse techniques. Psychological care 
could have been stressed more to include 
the understanding of the child's needs be- 
fore, during and after any procedure. 


Steppingstones to Professianal Nursing, 4th 
ed., by Luel\a J. Morison, R.N., M.A. 
462 pages. St. Louis, The C. V. Mosby 
Company. 1965. 
- 
"Reviewed by Miss Mary Rowles, Di- 
rector of Nursing, Royal Inland Hospital, 
Kamloops, B.C. 
The fourth edition of this well-known 
book is an old friend in a new dress. The 
teacher of professional adjustments in nurs- 
ing will find it up-to-date and in keeping 
with the changing attitudes and behavior 
patterns of youthful students. It is true to 
say that, while sudents are adjusting to nurs- 
ing, the teacher is adjusting to the opinions 
of her students. "Steppingstones" has always 
been a helpful guide, but the contents of the 
last edition have been improved to meet the 
demands of the sixties. 
Some comments must be made about 
appearance and format, since its "new look" 
is what first attracts one to this edition; 
Th
 colorful hard cover is a great improve- 
ment over the former limp binding, and 
although some of the text necessarily re- 
mains the same, it is enlivened with sec- 
tions of colored pictures and a multitude of 
black and white drawings. The whole book 
presents a lively appearance, with easy-to- 
read text divided into sections suitable for 
reading assignments. 
A section on history of nursing has been 
added to this edition, and, like the first 
part of the book, it sets the scene for the 
introduction of the student to the "Step- 
pingstones" which lead tb graduation and 
subsequent professional life. A wide range 
of material is covered, and it is timely, 
authentic, readable and appropriate to the 
group for which it has been Written. Refer- 
ences are up-to-date and plentiflli. 
For the Canadian student, additional 
material on national and provincial nursing 
organizations must be provided by the 
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teacher, as the author, natural\y, gives most 
of her attention to the American scene. This 
is true, also, for the first section on nursing 
history, where one wollid wish to add more 
information about Canadian and world nurs- 
ing affairs. There are many books available 
to supplement this section of the text, and 
they could be used to make assignments 
more meaningful. 
This book should be read by al\ students. 
Because of its price, however, it will proba- 
bly be used as a library reference, rather 
than as an individual textbook. If this is so, 
students will not be able to detach and use 
tbe work sheets at the back of the book, 
as they could if books were personal pro- 
perty. One wonders if it would be possible 
to buy these pages separately, so that each 
student could have her own work-book on 
the subject. 
It is likely tbat "Steppingstones to Pro- 
fessional Nursing" is widely known and 
used in Canada; those to whom it is not 
familiar are recommended to order a copy 
immediately. It has always been valuable 
and the new edition has preserved what is 
best of the old, at the same time as adding 
attractive new material to appeal to today's 
and tomorrow's student nurse. 


Ear, Nose and Throat Surgery by Noel 
Roydhouse, M.B., ER.CS. 196 pages. 
Christchurch, New Zealand, N. M. Peryer 
Ltd. 1964. 


Reviewed by .ft.1rs. Sharon Guiler, School 
of Nursing, Grace Hospital, Winnipeg, 
.ft.1anitoba. 
This compact book fllifills the author's 
objectives to present up-to-date, practical 
information for nurses working in the 
E.N .T. clinic, ward and operating room. A 
brief review of anatomy and physiology of 
the ear, nose and throat is included along 
with a review of general preoperative and 
postoperative nursing care. 
The signs, symptoms, complications and 
treatment of the main conditions affecting 
the ear, nose ana t:1roat are discussed 
briefly. Operating room and nursing care 
procedures are described in detail and in- 
clude purpose, preparation, equipment, pro- 
cedure and after-care. Nursing care is dis- 
cussed briefly for most of th: conditions. 
In a few cases it is described in __ 'ore detail, 
for example, the after-care of a patient who 
has had a tonsillectomy. Good illustrations 
are in:luded throughout. 


The Economics of Health and Medical Care, 
Proceedings of the Conference on The 
Economics of Health and Medical Care. 
321 pages. Ann Arbor. The University 
of Michigan. 1964. 
Reviewed by Miss Margaret Campbell, 
Instructor, School of Nursing, University 
of A Iberta, Edmonton, A Ita. 
This publication of the proceedings of 
a working conference of economists interest- 
ed in defining their role in research into 
health and medical care problems, and in 
stimulating concern and involvement of 
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medical and allied disciplines, is comprised 
of a series of papers, most of which were 
presented at t'he conference. It is divided 
into six sections: "The Role of the Econ- 
omist in the Health Services Industry"; 
"Organization and Financing of Health 
Services"; "Demand, Costs, and Prices of 
Health Care"; "The Microeconomics of 
Health Care"; "Investment in Health"; 
"Agenda for Research." 
To fully appreciate the original think- 
ing and the comprehensiveness and signifi- 
cance of the wealth of informative material, 
this volume must be read in its entirety. 
At times, the economists have appeared to 


oversimplify health and medical care in 
their consideration of cost components. 
Also, some of the computations appear to 
have insufficient relationship to the pro- 
ducer, consumer and product'. However, 
these points are recognized periodically 
throughout the book and the need for more 
profound study is stressed. 
Evidence is presented that expediency, 
rather than planned and coordinated effort, 
has weighed heavily in the development and 
evolution of current methods of providing 
health and medical care. Because this care 
is consuming a sizable and mounting portion 
of the budget dollar, and because the 
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distribution of this care is so uneven - not 
only in its application to the population 
as a whole, but also to the individual at 
different periods in his lifetime - intense 
study by a partnership of certain disciplines 
is required to find the most efficient and 
economical means of making available to 
t'he consumer who needs it, the pertinent 
product of high quality. A quote from the 
introductory paper suggests: "The best mix 
for medical economics would include 1 
part of economic concepts to 10 parts of 
institutional knowledge to 20 parts of social 
judgment." The economists have paved the 
way. 


The Economics of Health by Herbert E. 
Klarman. 200 pages. New York, Colum- 
bia University Press. 1965. 
This monograph is one of a series of 
three dealing with the economics of health, 
education, and welfare. The series was com- 
missioned by the Ford Foundation. 
Of the three areas, it is believed that 
health economics is the most neglected by 
economists. Therefore, it is hoped that this 
volume will serve a dual purpose of interest- 
ing not only medical personnel, hospital 
administrators, and legislators charged with 
determining the amount and direction of 
flow of public funds to health, but also 
economists. 


Physiology of Man, 3d ed., by L. L. Lang- 
ley, Ph.D., L.L.B. and E. Cheraskin, 
M.D., D.M.D. 658 pages. New York, 
Reinhold Publishing Corporation, 1965. 
"This book is dedicated to the proposition 
that learning can be fun" state the authors. 
They claim that this third edition, while a 
little less "entertaining" in style rhan the 
previous editions, still retains its original 
goal: to provide a textbook in physiology 
for the student with minimal preparation 
in anatomy, mathematics, physics and 
chemistry. 
Each chapter starts with a brief intro- 
duction, includes detailed discussion of the 
topic, and closes with a summary of the 
major points and a suggested reading list. 
In addition, pertinent questions are provided 
at the end of each chapter. 
Explanations are clearly and concisely 
stated. Many excellent line drawings sup- 
plement the text. Following the section 
"Orientation," which gives basic information 
about physiological principles, cells, tissues 
and physiology of muscle, rhe authors have 
placed "The Nervous System" - to this 
reviewer, a very logical placement. 
Part three, which concerns the circulatory 
systems, is exceptionally well presented. It 
includes pertinent information about blood, 
cardiac dynamics, cardiac control, etc., as 
well as an excellent chapter on blood pres- 
sure and its significance. 
This text would be a valuable addition 
to any school of nursing library. even 
though it is not written specifically for nurs- 
ing students. 
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Letters to the Editor are welcome. Dilly 
SIGNED letters will be considered for 
publication. Name will be withheld from 
the published letter at the writer's request. 


Dear Editor: 
May I bring still another word of hearty 
congratulation to you concerning the new 
format and cover of THE C...N...DI...N NURSE. 
How proud we are of it! The gathering 
together in indivIdual issues of articles rele- 
vant to the medical and nursing care of 
specific conditions is also most helpful. 
This up-to-date material is of special va- 
lue to those of us who serve in far away 
places where We do not ha ve access to the 
clinics .and library facilities of our home- 
land. 
Thank you for the spots of humor, too, 
such as 'That Shifty Look" (March 1965. 
p. 224). Some of our doctors enjoyed that. 
In the land of the graceful sari we can 
afford to be amused! - Zina F. Kidd, R.N., 
Nursing Superintendent. Vuyyuru, South 
India. 


Dear Editor: 
I would like to take this opportunity 
to thank you very much for allowing me 
to rec
ive "The Canadian Nurse Award" at 
the Graduating Exercices. 
I was very pleased and delighted to win 
this Award, for the JOURN...l has already 
aided me, in many ways, with my studies. 
I find it not only interesting but very infor- 
mative. 
Once again. thanl- you very much. and 
I would lil-e to thank the Editorial Board 
for its good wishes. - Student Nurse, 
Ontario. 


Dear Editor: 
Perhaps you would like to hear how 
THE C"'NADIAN NURSE helps me as I am 
tucl-ed away here in a corner of Argentina. 
out of active nursing. so to speal-. 
First. part of my wor).. here involves 
counseling folks on their health. Thus the 
latest and best news is a help. Second. 
when my family and friends in Canada 
write to me about new happenings. I have 
an idea of what is really going on. _ 
June Teri. Metan Saito, Argentina. 


Dear Editor: 
I would like to share with you and your 
re-aders. and all who are working hard 
to improve nursing care to the highest pos- 
sible level. my first weeks' experience in 
a hospital. Before I went there I had expe- 
rience in several hospitals since I graduated 
six years ago. Last year I had taken a 

pecial course for nurses. 
The first day. after filling out Ihe usual 
forms. I was taken to the nursing unit. The 
head nurse said nothing to me. and a 
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team leader assigned me to care for six 
patients. I was very busy looking for the 
rooms and the necessary articles. A patient 
asked me for a glass of milk, and I asked 
the head nurse. She replied, "Look in the 
ice box." While I was searching, a nurse 
aide showed me the 'fridge behind the 
nurses' station. About II :00 ....M., the team 
leader told me I should have gone to 
coffee at nine. 
The next day, the head nurse's first, and 
only remark to me was "Did you collect 
all the water jugs?"' I was assigned five 
patients, including two on isolation care. 
I asked the routine and checked the pro- 
cedure book. Practices were very different 
from in the book, and the nurse working in 
the other isolation units was not sure of 
the routines either. I remember working 
this period very unsure of myself. The next 
day. I reported to the head nurse. She 
greeted me the same way again: "Go 
and collect the water jugs." So. while 
everyone was listening to the night report. 
the new R. N. went to collect the water 
jugs! I wondered why, if they could wait 
all night. we could not delay another 20 
minutes? 
Doctors and sup
rvisors come and go. 
The nurse who came to work with them is 
completely ignored. Any reasons? Perhaps 
they do not know any better. 
Is it because the old group are threatened 
by the presence of a new nurse, perhaps 
more experienced than some of the in- 
group? 
How nice it would be to keep some of 
the nurses we get. rather than driving them 
away by completely ignorine a newcomer 
who really wants to be helpful to the pro- 
fession and the patients. - Disgruntled 
R. N., Saskatchewan. 


Dear Editor: 
During the past two years I have neglec- 
ted my subscription to our magazine, THE 
CANADIAN NURSE. Imagine my surprise to 
find such a pleasant but welcome change. 
in the "cover" and "the size". It's more 
like a magazine that can be easily read. 
On
 of many articles of interest was 
"Physil;al Fitness of Nurses." I have found 
through experience in teaching physical 
education that a vigorous daily program 
of exercises with games brought about a 
much better developed child and adolescent. 
Today. we adults are more inclined to 
be spectators than participants in sports 
and physical fitne.ss programs. I have found 
the R.C.A.F. XBX plan most beneficial. 
One is able to complete a day's work and 
still feel "full of beans and vinegar". This 
XBX plan could be used very easily in 
schools of nursing and nurses would be 
inclined to "carry on" afler graduation. 
Hclen F. Gordon. r ort Sf. lohn. R.C. 
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Here, in friendly COnnecticut, you will 
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Stamford Hospital . . : known as "the 
hospital with a heart". We can offer you a 
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In the Good Old Days 


THE C...N...DI...N NURSE, August 1925 
Confinement care in a small Ontario 
town. with no local hospital, at present is 
given in one of three ways: full-time train- 
ed nursing service paid for by the patient; 
visiting nurse service on a fee or free basis; 
untrained nursing service, paid or voluntary. 
Confinement care constitutes the majm- 
portion of the nursing needs of a small 
town. The history of the Visiting Nurse 
service indicates that the organization of 
this type of service has developed as a 
result of popular demand. Similarly, an ex- 
tension of this service presupposes an active 
interest and support by the lay persons 
within the town. 
From public health and nursing care 
points of view, the provision of maternal 
care in our small towns is far from satis- 
factory. This can only be remedied by the 
education of the patient and the public. 
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Eva Archer (Bracken ridge) Carlisle '18 
Nicholls Hospital (now Civic Hospital), Pe- 
terborough. Ont. Mrs. Carlisle was chairman 
of the CNA Private Duty Section for sev- 
eral years. 
Mabel Cheetham '3D, New Waterford 
General Hospital. N .S. 
Gladys ( Lamourl Crockett '41, Phyllis 
(Tremaine) Matthew '27, Marion Myers '26, 
Amy Mildred Ross '18. Montreal General 
Hospital, Quebec. 
Gladys Gilson '38. Chatham Public Gen- 
eral Hospital. Ont. 
Myrtle E. Kay, Lynn General Hospital, 
Massachusetts. U.S.A. Miss Kay was a life 
member of the Moncton Chapter, NBARN. 
Lucy Maxwell '10. Vancouver General 
Hospital, B.C. 
Elizabeth Nickel '29. Regina General 
Hospital, Sask. 
Sister Jennet Ann Daniels '32. SI. Joseph's 
Hospital. Cornwall. Ont. 
Ellen Lowe Spinney '24. Chipman Memo- 
rial Hospital, St. Stephen. N.B. 
Alma (Hopkins) Walker '15, Yarmouth 
Hospital. N.S. 


Twenty years ago. only four out of every 
ten cancer patients were alive five years 
after treatment started; today five out of 
ten survive. In certain types of cancer the 
record is even better. Four out of ten pa- 
tients with cancer of the prostate. for ex- 
ample. now live at least five years after 
treatment. whereas 20 years ago only one 
out of ten did. Research. education and 
improved treatment, al\ promoted by the 
Canadian Cancer Society. have contributed 
to such successes. Support the Canadian 
Canc{'r S('ci{'t
.
 ,lrr{',ll fM fllmh. 


'Date4 ttJ 1<e.e"J.e'f, 


September 7- 1 0, 1965 
WESTERN CAN...D... HOSPITAL INSTITUTE 
REG IN"', S"'SK. 
'" '" '" 


September 20-24, 1965 
RNAO CONFERENCE ON PERSON"'L GROWTH 
...ND GROUP ACHIEVEMENT 
DEL"'W...N... INN, GEORGI...N B...y, ONT. 
For further information contact: RNAO 
Headquarters, 33 Price Str
et, Toronto 5, 
Ontario. 


'" 


'" 


'" 


September 22-24. 1965 
FORUM ON ADMINISTR...TlON OF NURSING 
SERVICES IN HOSPIT...LS 
NATlON...L LE"'GUE FOR NURSING 
"'ND REGION...L COUNCILS 
OF ST...TE LE"'GUES FOR NURSING 
ST. LoUIs. Mo. 


* 


'" 


'" 


Sept. 29 - Oct. I, 1965 
BCHA ANNU"'L CONFERENCE, 
HOTEL V ...NCOUVER, 
V"'NCOUVER, B.c. 
'" '" '" 


Sept. 29 - Oct. 1, 1965 
ANPQ ANNU...L MEETING 
MONTREAL, QUEBEC 
'" '" '" 


October I 3- 14, 1965 
CLINICAL NURSING CONFERENCE 
NURSING C...RE OF THE C...RDI...C P...TlENT 
CO-SPONSORED BY A.H.A. ...ND A.N.A. 
MIAMI BEACH, FL.... 
. * :III 


October 28-29, 1965 
ONTARIO ANNUAL MEETING 
C...THOLIC HOSPIT...L CONFERENCE 
KING EDWARD HOTEL 
TORONTO, ONT. 
'" '" ... 


November 3-5, 1965 
"NURSING ...ND rHE HE"'LTH OF THE AGED" 
CONFERENCE SPONSORED BY 
MIDDLESEX CHAPTER, RNAO 
HOTEL LONDON, LONDON. ONTARIO 
'" '" '" 


November 16- I 8, 1965 
ANNUAL CONFERENCE 
OPER...TlNG ROOM NURSES' GROUP 
OF THE PROVINCE OF QUEBEC 
SKYLINE HOTEL, MONTREAL, QUEBEC 
Further details available from: Mrs. Bar- 
bara Richard. St. Mary's Hospital, 3830 
Lacombe Ave., Montreal. 
'" * '" 


September, 1966 
70TH ANNIVERSARY 
SHERBROOKE HOSPIT...L SCHOOL OF NURSING 
All graduates: please send name (married 
and maiden) . year of graduation and address 
to: 
Miss Frances Whittle. 
Assistant Director of Nursing, 
Sherbrooke Hospital, 
Shcrb.ookc, Quebec. 
TH
 CANAOlAN NURSE 



Save hours of your time 
by replacing the enema with... 
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Even modern enema equipment is cumbersome and time- 
consuming to assemble. Irrigation poles, bags, tubing. 
bedpans-all must be drawn from Central Supply, in- 
spected and brought to the bedside. It cuts into your valu- 
able morning time and becomes a real burden when you 
have several patients needing enemas. 
And, more often than not, your patients are distressed at 
the prospect of discomfort and loss of dignity-especially 
the elderly, the seriously ill, or postpartum and post- 
surgical patients. 


Dulcolax (brand ofbisacodyl) 
Dulcolax Suppositories 10 mg 
DuIcolax Suppositories for Children 5 mg 
Dulcolax Tablets 5 mg 


Suppositories 


Dulcolax Suppositories offer a sure, simple way to elimi- 
nate the enema routine. One small suppository is inserted 
in seconds. You like the simplicity and convenience- 
patients are grateful to be spared the ordeal of an enema. 
Dulcolax Suppositories usually act in 15 minutes to I hour, 
so you can time evacuations and reduce accidents. You 
can finish the whole ward in less time, with less effort, 
less soiled linen. 


Boehringer Ingelheim Products 
Division of Geigy (Canada) Limited, Montreal 
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prosit! 
skol! 
salut! 
cheers! 
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Join the International Set and name your own salutation 
on the luxurious Lufthansa Bar and Lounge miles above 
the Atlantic. You'll savour this 600-mile cocktail hour 
-where each sip brings you ten miles closer to your 
destination. . . Europe. 
Whether you travel Senator Service in First Class or the 
warmly hospitable Economy, Lufthansa's unequalled ser- 
vice, excellent food and fine wine is a memorable ex- 
perience you'll long remember. 
New convenience! Nonstop flights to Frankfurt from Mont- 
real are now in effect. See your Travel Agent for more 
details. 


8 


Lufthansa 
German Airlines 


MONTREAL. OTTAWA. TORONTO . WINNIPEG . EDMONTON . VANCOUVER 



How long should 
a patient maintain 
the Knox regimen 
to restore strength 
and beauty to 
fingernails? 
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When patients seek help 
for brittle, splitting finger- 
nails, the chances are you 
will recall the Knox Gelatine 
regimen. It is important, 
however r for patients to 
understand that finger- 
nail restoration is not an 
overnight process. Pub- 
lished data 1 . 5 have shown 
that about 90 days is the 
median time for replace- 
ment. Some patients will 
see faster results, in others 
a longer period of use is re- 
quired. In any event, the 
need for continuing after 
the nail has grown out must 
be emphasized. The studies 
show how Knox works for 8 
out of 10 patients, when 
followed as specified (one 
full envelope each day). 
There is evidence that cap- 
sule doses, of less than 7 
grams per day, have little 
or no value. Patients who 
"Start with and stay with 
Knox" will see far more 
satisfactory results. 


--------------------- ----------------------------l 
KNOX GELATINE (CANADA) LTD
 Director of Professional Service. 8225 Royden Rd., Montreal, P.Q. I 


KNOX 
32 \ , 
-..... 
Unflavored 
V GE
TINE 
--. 


Please send me reprints of the studies checked: 
o 1. Rosenberg, S., Oster, K. A., Kallos, A. and Burroughs, W.: A.M.A. Arch. Dermal. 76 :330, September, 1957. 
o 2. Derzavis, J. l. and Muhnos, M. G.: Med. Ann. D. C. XXX :133, March, 1961. 
o 3. Schwinner, M. and Mulinos, M. G.: Antibiot., Med. & C/in. Therapy 4:403, July, 1957. 
o 4. Rosenberg, S. and Oster, K. S.: Conn. State Med. J. 99 :171, March, 1955. 
o 5. Tyson, T. l.: J. Invest, Dermal. 14:323, May, 1950. 


YOUR NAME AND ADDRESS _ 



Crelrnllin 


ANTACID / TABLETS 
LIQUID 


ECONOMICAL. DEPENDABLE 
ALUMINUM MAGNESIUM HYDROXIDE GEL 


CW*Þ 
"UIIOIIA 0"'''110 
fullinformetion e"eneble on request. 


NURSES 


For a considerable saving, purchase your 
next car through the Nurses' Car buying 
pool. 


NURSES' CAR BUYING POOL 
4869 Y onge Street 
Willowdale, Ontario 
Phones: 223-0041 
225-1751 


THE WELLSDALE APARTMENTS 


222 Wellesley Street 
Toronto, Ontario 


Available now - furnished or 
unfurnished boch. 1 br., 2 br. 
opts. with balconies - close to 
hospitals. Reasonable rents. 


Apply: 


SUPERINTENDENT 
Suite 107 - 925-7447 


The problem of teenagers sniffing model 
airplane cement for "kicks" may soon be 
solved. The Hobby Industry Association of 
America announced that a chemical will be 
developed within a year to replace the in- 
toxicating solvents now used in these glues. 
- The Horner Newsletter 
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Discovery of the efficacy of oxygen in 
the treatment of pneumonia, a therapy 
that has saved thousands of lives, was 
commemorated in York, Pennsylvania on 
March 6th, 1965, just 80 years after the 
first admini,stration of oxygen to a patient. 
A bronze plaque citi-ng the achievement 
of the late George E. Holtzapple, M. D. 
was presented in a ceremony 'attended by 
medical and oivic officials and other gu
ts 
at York Hospital, where the doctOT was a 
member of the staff for 40 years. The pla- 
que was given by Chemetron Corporation's 
National Cylinder Gas division, of Chicago, 
a leading producer of medical gases and 
inhalation therapy equipment. The firm also 
presented 'an electric oxygen tent to the hos- 
pital in the doctor's name. 
The president of the York County Me- 
dical Society, Dr. H. E. Rutland, read ex- 
cerpts from 'a paper Dr. Holtzapple presen- 
ted before the same society in 1887. 
"The next severe case that I was called 
on to attend was on March 6, 1885. The 
patient was a young man, aged about 16, 
robust, temperafure about 104 degre
 F., 
pulse frequent in proportion, severe pain 
in the 'Side, dyspnea, and rust sputa at my 
first visit." 
The patient -apparently turned blue and 
gasped, according to those present, "Give 
me breath! Give me breath!" Dr. Holtzap- 
ple drove to town in his buggy and quickly 
obtained supplies which he used in the fol- 
lowing way: 
"1 generated oxygen from chlorate of po- 
tassium and black oxide of manganese in 
large t
t tubes heated over a spirit lamp, 
and with rubber tubing I conducted the gas 
to the bottom of a deep bucket filled mth 
water, which I had placed to the side of 
the patient's head. Then, with a fan, the 
gas bubbling out of the water was wafted 
to the patient's face. . . This plan of gener- 
ating and administering oxygen you may 
consider crude, and so do I; but I simply 


RED CROSS 
IS ALWAYS THERE 
WITH YOUR HELP 


Anniversary 


Of 


Oxygen 


mention it to show what may t: done in 
an emergency. 
"In a few minut
 after administering 
oxygen. ., the patient expressed himself as 
somewhat relieved, and in 20 minut
 his 
respirations were reduced from 75 to 60 
a minute. The effects on the respiration 
and his color were distinctly appreciated by 
the parents and those around the bedside. 
I repeated the -administration a number of 
times during that day until it was no longer 
needed. The patient .recovered rapidly." This 
particular patient died in 1960, at age 91. 
Dr. Holtzapple was born in 1862 in 
York Country. He graduated with a doctor 
of medicine degree from Bellevue Medical 
College, New York and attended postgra- 
duate medical school and hospital, and 
Johns Hopkins University. He established 
medical practice in York county .in 1884 
In 1904 he beoame a member of the staff 
of York Hospital and served until 1944 
from 1930 to 1935 he headed the staff. He 
di'ed at York in 1946. 
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A kerosene-lit farmhouse bedroom in 1.0. 
ganville, York Country, Pennsylvania wa, 
the scene on March 6, 1885 of a stroke 01 
genius - the discovery of oxygen therap) 
in the treatment of pneumonia. Twenty 
two-ye'ar-old Dr. George E. Holtzapple 
shown in the drawing by York artis 
Howard Coleman Imhoff, was the fiTSt t( 
use the treatment. 


NUTRITION AID 
Looking for reputable nutntJon 
references? Look no further! The 
TOTonto Nutrition Committee has 
compiled a list of recommended, re- 
liable .and CUfTent nutrition texts. Our 
qualifioations? All committee mem- 
bers are active in either public health. 
research, dietetics OT industry. How to 
get this reference list? Simply write 
to: 
LIBRARY COMMITTEE, 
c/o Department of Nutrition 
School of Hygiene 
University of Toronto 
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Help Prevent 
"LIGHTS OUT" 
RESTLESSNESS 


-
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with medicated 
derrnassage* 


skin refreshant and body rub 


On every ward, when you turn out the lights, some one wakes up. . and wakefulness thrives 
on minor irritations. Skin discomfort, particularly, can disturb your patients during the night- 
time hours. But as nurses in thousands of hospitals know, a body rub with Dermassage may 
add that one welcome touch of relaxation which tips the balance in favor of rest and sleep. 
Dermassage comforts, cools and soothes tender, sheet-burned skin. It relieves dryness, cracking 
and itching and helps prevent painful bed sores. 
You will like Dermassage for other reasons, too. A body rub with it saves your time and energy. 
Massage is gentle, smooth and fast. You needn't follow-up with talcum and there is no greasiness 
to clean away. It won't stain or soil linens or bed-clothes. You can easily make friends with 
Dermassage - send for a sample! 


"SEE IF YOUR HANDS DON'T TELL YOU THE DIFFERENCE" 


Now distributed in Canada by LAKESIDE LABORATORIES (CANADA) LTD. 


. .rad.marlc 


1875 l.lIi. Str..t. Don Milll, Onta.i. 
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new product. . . new concept 
BARDIC
MID.STREAM CATCH KIT'" 


a new convenient product that provides a superior procedure 
to obtain bladder specimens from a patient's voided urine. 
The BARDIC Mid-Stream Catch Kit includes all the components neces- 
sary for an effective 'MID-STREAM' collection technique. 
It 1) reduces the incidence of genito.urinary Infection 
2) helps to avoid specimen contamination 
3) is easy to issue to patient as a do-it-yourself kit 
4) provides a receptacle for used components and is easily discarded. 
A BARD n PATIENT-READY PRODUCT 


INTIcGRI1 Y 
>- (J) 
m 

 BARD 
 
:: ::; 
) .., 
<;1 N' r- 1C)()7 


C. R. BARD, INC. 
,- II 1.1 
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In accepting the invitation of THE 
CANADIAN NURSE to prepare this 
month's editorial it occurred to me 
that a possible approach might be an 
attempt to answer some such question 
as: "What new or relevant thing can 
an employee of the Department of 
National Health and Welfare say to 
the nurses of Canada from where she 
sits high up in the 16-storey building 
out at Tunney's Pasture?" Probably, 
nothing new; hopefully, something 
relevant. 
As an employee of a Department 
that touches the life of every Canadian 
at some point, I want first of all to 
express my admiration for the ways in 
which the nurses of Canada are trying 
to improve the quality of nursing care 
to these same Canadians - regardless 
of their age group or whether they are 
to be found in hospital, in clinic, in 
home, in school, in nursing station, 
in office or in factory. "Quality" is 
being looked at intently these days. 
This strenuous and whole-hearted 
concern on your part manifests itself 
not alone in the spoken word but as 
well in action and in the careful 
studies already completed and those 
currently in hand. All of this is, com- 
mendably, geared to improvement of 
nursing practice in every field. 
Indeed, it would seem that there 
is no professional group more intensely 
introspective than nurses; none more 
dedicated to the pursuit of excellence. 
While all of this tends to be rather 
hard on nurses of every stripe, it 
surely bodes well in the long run for 
the "consumers of the product" - 
those Canadians who, for one reason 
or another, at one time or another, 
may be dependent on nursing skills. 
And who of us may not be ? 
Paradoxically, this eagerness to meet 
VOLUME 61. NUMBER 8 


all demands, to be always flexible 
and adaptable and alert to changing 
needs and emphases and, above all, to 
be at all times available may have 
contributed to a certain "taken-for- 
grantedness" which is sometimes less 
than fair to nurses. 
You do not need to be reminded 
that the problems of nursing are baf- 
fling in their complexity. (It is some- 
what comforting to realize that other 
professional groups feel this way too ! 
Just listen to doctors "letting down 
their rapidly greying hair" these 
days !) Some of our problems are ag- 
gravated by socia-economic factors 
over which, up till now at any rate, 
we have had little control. 
If there is one fact that stands 
out starkly it is this: there is no one 
cause for the shortage of nurses - 
or of nursing; there is no one single, 
simple remedy. Many things are inter- 
dependent in this our shrinking world. 
Perhaps we needed the impact of 
the Report of the Royal Commission 
on Health Services to highlight, among 
other things, the necessity for greatly 
increased numbers of well-qualified 
nurses in the implementation of any 
comprehensive plan for extended 
health services. Certainly, the recom- 
mendations for crash programs in nurs- 
ing education seem to underline this 
conviction. It is well that the Cana- 
dian Nurses' Association and its con- 
stituent bodies, the provincial nurses' 
associations, are devoting careful study 
to those recommendations in the Re- 
port concerned with nursing. 
In all of this it might be helpful 
to remember that it is important as 
well to study the Report as a whole, 
to try to appreciate its basic concepts, 
the bold sweep of the "blueprint" 
envisaged for Canada's health services. 
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This will enable us to raise our sights 
beyond the modifications which may 
have to be considered in relation to 
certain recommendations; in the setting 
of priorities, in phasing, in timing, etc. 
Perhaps our pivotal question should 
be: "What do the people of Canada 
really need in their health services, 
and what is nursing's place in the 
overall picture?" 
Speaking from the 13th floor of 
the Brooke Claxton Building, as I 
watch the Ottawa River hurry endless- 
ly to the sea, are there any two words 
I might like to stress as a more or less 
detached person? There are two: 
"communication" and "automation." 
Ours is a many-worded era. We talk 
incessantly. We talk glibly about 
"communication." Do we practise it 
effectively ? 
In a department such as this we 
hear quite a bit about nurses and 
nursing, not all of it, alas, entirely 
complimentary or flattering. 
Much of this misunderstanding lies 
in the area of "communication."' Life 
moves very quickly these days. We all 
fall easily into our own comfortable 
brand of "gobbledegook." Gaps appear 
and they widen with frightening rapid- 
ity. One of the things we need, one 
of our top priorities, I believe, is better 
communication all along the line and 
at all levels - between doctors and 
nurses; between hospital nurses and 
community nurses; between official 
agency nurses and voluntary agen- 
cy nurses; between administrative 
nurses and staff nurses; between older 
nurses and younger nurses; between 
the nursing profession and the by 
public it seeks to serve. 
From where I sit this last avenue 
of communication is of special impor- 
tance. The achievement of quality 
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nursing is too big and too important 
in the life of this country for us to try 
to carry it out alone. The consumers 
of our "product" are more knowled- 
geable about health needs and health 
services than they used to be. They 
may, at times, have some valid sug- 
gestions for us if we will just take 
time to listen. After all, many of our 
problems are their problems too. Surely 
they should be involved meaningfully. 
In this connection it would seem we 
must be willing to forsake some of 
our professional jargon. We must take 
the public into our confidence, tell 
them more plainly and more simply 
what our problems are, what we are 
trying to do, why, for instance, we 
think "better nursing education equates 
better nursing service" - eventually. 


Changing 


The change in disease patterns, the 
transformation in the tasks perlormed in 
hospitals which result from. greatly impro- 
ved and compJoicated therapies, has meant 
that, beyond the personal hygiene and tra- 
ditIOnal nursing duties of watchfulness, pa- 
tient comfort and cleanliness, and the per- 
formance of simple procedures, a growing 
array of new speoralized diagnostic and the- 
rap::utic techniques of a technical and pro- 
fessional nature need to be performed for 
an increasing proportion of patients. . 
This transformation has increased the 
interdependence of nurses and physicians as 
well as made both more dependent on in- 
terns and residents. No longer can the at- 
tending physician visit his hospital patients, 
p
rform all the technical -and professional 
services they may need until his next sche- 
duled visit. 1eaving to nursing only the tra- 
ditional type of responsibility. Patient care 
is no longer what the doctor does plus tra- 
ditional nursing care. each complementing 
but being quite distinct from the other. 
There is now a growing interface in which 
procedures first developed by doctors may 
be performed quite effectively by adequa- 
tely trained nurses. There -are procedures 
and problems of judgment in medical care 
today that cannot be clearly designated as 
solely medical or solely nursing; rather. 
they are part of a continuum. At one ex- 
treme are tasks which only a highly trained 
physician can p::rform adequately; at the 
other are tasks, generally considered to be 
of a nursing nature, which can be adequa- 
tely perfomed by persons with no profes- 
sional eduoati.on whatever. Between these 
two extremes is a growing body of tasks 
which can b:: performed by physicians or 
by nurses. 
For some of these tasks, nurses may re- 
quire specialized preparation not presently 
included in their professional el!uc<Jtion. For 
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Many of our public simply do not 
believe this. They are confused and 
bewildered. They have to be shown 
in terms they can readily understand. 
"Research" to many is another 
"cloud 9" concept. In the words of 
Eliza Doolittle: 
Sing me no song, 
Read me no rhyme, 
Don't waste my time, 
Show me. 
This is at once our dilemma and our 
challenge. 
Some of the predictions concerning 
the effects of automation on our way 
of life are frightening. This need not 
be so, insofar as nursing is concerned, 
just as long as we never forget that 
basically and essentially, nursing is 
a person-to-person relationship. This 


Patterns 


Of' 


some of the most recent, this may also 
b;: true of physicians. Thus, as the medical 
sciences advance. physicians tend to dele- 
gate more and more technical functions to 
the nurse, and the nurse, in turn, delegates 
som;: of her simpler tasks to the practical 
nurse, the nurse's aide, and the maid. In 
this way the medical and nursing profes- 
sions, like most other professions these 
days, find the.11selves in a state of flux, 
experiencing .a change in the status of their 
work in relation to their past, to each other 
and to the pubHc. 
Until a few decades ago it would have 
been quite easy to define the scope and 
rang:: of the physician's functions and 
those of the nurse, and there would have 
been little overl-appi'ng. Today, this is 
impossible. Definitions which attempt to do 
this are invalid, unrealistic, illogical and 
non-contributory. The phenomenon of over- 
lapping functions is not limited to medicine 
and nursi'ng. It is clearly evident, for 
example, between psychiatry and psycho- 
logy, law 'and accounting, social work and 
psychiatry. 
For the nursing profession, these changes 
seem to call for more advanced education- 
al preparation, both liberal and scientific, 
and greater independence of judgment. The 
need for the latter extends far beyond the 
patient's bedside. The question is, must the 
impetus for each modification of the scope 
and responsibility of nursing filter through 
the medical profession, or should much of it 
represent a fairly direct utilization by nurs- 
ing of the developments emerging from 
research and demonstrations? The latter 
process is indeed taking place, but its real- 
ity and import is not adequately recOl
nized 
by either profession. For the medical pro- 
fession. it calls for a greater measme of 
cooperative endeavor based upon joint func- 
tion, as distinguished from a kind of terri- 
t0ri<J1 sq:rf'(!<Jtion of tó1SJ"S which. though 


is our birthright. It must not be sold 
for any "mess of pottage," however 
shiny or attractive. 
Automation will be useful to nurs- 
ing in ways undreamed of at present. 
We must learn to live with it, to use 
it intelligently and selectively, and to 
be grateful for much of it. We must 
start to think about its implications, 
and prepare for them, right now. 
"Automation" - si. "Mechaniza- 
tion" - non. 
For the foreseeable future, from 
where I sit, a continuing need will be 
for the "educated heart" - the "un- 
automated" nurse. 
DOROTHY M. PERCY, 
Chief Nursing Consultant, 
Dept. of National Health and Wel- 
fare 


Practice 


mutually supportive. do not overlap. 
While nurses have become increasingly 
identified with organized methods of provid- 
ing oare in hospitals and clinics, physicians 
have continued to work predominantly as 
indÜ'iduals. The organization within which 
nursing functions on 'a round-the-clock 
basis has had the effect of moderating indi- 
vidual work patterns. Nurses have gradually 
become 'accustomed to direction and media- 
tion by their professional peers, but phy- 
sicians have continued to display a singular 
individuality. The nurse is daily faced with 
the prospect of dealing with a variety of 
physicians, each of whom retains, essen- 
tially unmodified, his own philosophy and 
goals of patient care. The physician may 
deal with a similar number of people. but 
most of these consider themselves part of 
the institutional framework and have cons- 
ciously or otherwise modified their beha- 
vior. 
Physicians and nurses must function with 
a more consistent understanding of each 
other's capacities, limitations, and poten- 
tials. This means that. in daily contact. res- 
ponsibilities must be assumed from the 
vantage point of the integrated functioning 
of the patient care program as a whole 
rather than from that of fragmented needs 
and limited orientation. The nurse is no 
longer the handmaiden of the physician. 
New developments cannot be delayed while 
they are filtered through a system which 
requires physicians to review all informa- 
tion that is passed on to the nurse. Labora- 
tory discoveries may well be shared simul- 
taneously and directly with nurses as well 
as physicians, thus emphasizing the responsi- 
bility of nurses to participate in decisions re- 
garding the application of such develop- 
ments to patient care. - Sheps. Cecil G. 
and Bachar, Miriam E. Changing Patterns of 
Practice -. Nursing and Medical. N. Caro- 
lina Med. J. Vol. 25. No. 10. Oct.. 1964. 
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As retiring editor, the privilege has been given to me to announce the names of my successors. 1 do this 
with sincere pleasure and with a well-founded awareness of their capabilities to assume the responsibilities that 
will be theirs as of September 1. 1965. I commend to the readers of this. the Official Organ of the Canadian Nurses' 
Association - one journal published in two languages - your new editors. Miss Virginia Ann Lindabury. Reg.N., 
B.Se.N. will be the editor of the English edition, THE CANADIAN NURSE. Mademoisoelle Claire Lorraine Bigué, LL., 
B.Sc.Ed.Inf. will be the editor of the French edition, L'IN FIRMIÈRE CANADIENNE. 


\ 


.... 
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VIRGINIA ANN LlNDABURY 
Virginia Lindabury is not in any sense a stranger 
to the readers of THE CANADIAN NURSE. For the past 
three years. as an assistant editor, the initials "V.A.L." 
have become a familiar signature at the conclusion of 
thoughtful reports on many conferences and conventions. 
Virginia has initiated two interesting sections and will 
continue to search for ways to ensure that the ever- 
changing pattern in nursing affairs is ably presented. 
This Toronto-born student entered the school of the 
Toronto General Hospital after graduating from Etohicoke 
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CLAIRE LORRAINE BIGUÉ 
Appointed as assistant editor (French) in October 
1961 and promoted to associate editor in 1964. Claire 
Bigué has had a breadth of preparation and experience 
in the many facets of JOURNAL activity that makes her 
an invaluable member of the new team and will ensure 
the continued growth and expansion of L'INFIRMIÈRE 
CANADIENNE. Fluently bilingual. she is an ardent student 
of language and literature in both her native tongue and 
English. 
The daughter of a pioneer surgeon in the mining 
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Collegiate Institute. As do so many young nurses, Virginia 
had an urge to travel. She headed for California soon 
after her training was completed. Again, as most Cana- 
dian nurses discover sooner or later, distant fields are 
not always as green as had been anticipated. She returned 
home and entered the University of Western Ontario 
where she secured her diploma in nursing education. 
Three years of teaching and supervision at The Royal 
Victoria Hospital of Barrie and at Wellesley Hospital, 
Toronto, persuaded Virginia that she wanted more edu- 
cational preparation. She returned to U.W.O. and secured 
her Bachelor of Science in Nursing. For three years prior 
to her appointment to the JOURNAL staff she was assistant 
rIirector - nursing education at the Brockville General 
Hospital. 
A very dependable, cooperative and pleasant person, 
Virginia finds it easy to establish good rapport and 
working relationships with strangers and staff alike. She 
is able to work through most difficult situations realistic- 
ally without lowering her personal high 'Standards of 
performance. Though an ardent devotee of outdoor 
pleasures - camping, sailing, swimming, skiing - she 
derives great pleasure from her stereo records (Beethoven, 
please!), her books and her pets. She much prefers 
flying to train travel and enjoys most of all going places 
in her own car. As editor she will have many opportu- 
nities to visit nursing groups in aU parts of Canada in 
the years to come. 


area of Northern Quebec, the sister of an eminent surgeon 
who is carrying on the work his father started, it was 
very natural that Claire should turn to a career in nursing. 
Following graduation from the school of nursing of the 
Ottawa General Hospital 'and a brief interlude in private 
nursing, it was again perfectly natural that her interest 
and activity should be centred on the operating theatre. 
After many successful years in this engrossing work, she 
enrolled in the Marguerite d'Y ouville lnstitut where 
she secured her B.Sc.Ed.Inf. degree just prior to joining 
the JOURNAL staff. 
Under Oaire's direction, there has already been 
a considerable increase in the volume of material written 
in French and translated into English for the information 
of all of our readers. Though French medical authors 
have been willing contributors, there has been a scarcity 
of French nurses willing to write for publication. The 
latter will be one of the important endeavors of the new 
editor - searching out capable nurse authors who will 
be able to interpret nursing affairs in their native lan- 
guage. 
An enthusiastic voyageuse, Oaire adapts very readily 
to living conditions and people everywhere she goes. 
In a word, she likes people, has 'a fabulous memory for 
names and faces. Her interest in music and art, particu- 
larly handicrafts, is reflected in her memberships in or- 
ganizations sponsoring these programs. Her special hobby 
is ceramics. 


Current Trends 


It has been known for a long time, that 
the autonomic nervous system is beyond 
the control of every one of us. We have 
a voluntary nervous system which allows 
us to put a foot forward, write a letter, 
speak some words. 'Or play Q game if we 
so desire. But nature has an underlying 
nervous system, the autonomic, which pro- 
tects us in time of danger and tends to 
maintain us in the best possible state of 
preparedness to meet danger. It is recog- 
nized that when 'an animal senses danger, 
a reaction of fear occurs. This reaction 
prepares the animal to fight or to run 
away. It does not matter whether it is a 
cat faced by a dog, a gazelle in the presence 
of a lion, or a human being faced by a 
burglar with. a gun. The immediate pro- 
tective mechanism of that animal is a 
speeding U'p of the heart rate to pump more 
blood to the arms or legs that it may fight 
or run, or to the head so that it may think 
more adequately. At the same time, respi- 
rations inorease so that the blood can be 
more rapidly oxygenated. In anticipation of 
the work to be done, the sweat glands are 
opened so what waste products may be 
eliminated. At times of acute stress, animals 
may vomit or empty the bowel... 
We often fail to appreciate that the 
human being is primarily an animal. sub- 
ject to the reactions of the autonomic ner- 
vous system. Rarely does the inidividual 
have occasion to come face to face with a 
bear or someone threatening his life; but 
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he does come face to face with many si- 
tuatÍ'ons that are equally threats to his se- 
curity and life. These threats may be 
toward the security of hi'S social or family 
position, his financial status, his health, or 
his love life. Thus, in many different situa- 
tions, the human being is afraid, either that 
he will fail and wiU lose the regard and 
respect of other people, or that he lose his 
money, health, or will not be appreciated 
and loved. Mother Nature only recognizes 
one type of fear; when these human fears 
are felt or enter the mind, there is an auto- 
matic reaction that is designed to protect 
that anima
 from a danger. As a result, in 
any or all of these commonly occurring 
and frequently present situations, we, as 
human beings, find that we experience the 
manifestations of fear - even though we 
do not always relate them to the emotional 
factor. We may have palpitations as evi- 
dence of the increased heart action, diffi- 
culties in breathing, gastrointestinal distur- 
bances, (becau'Se the fear is often long 
continued rather than a sudden and dra- 
matic thing), sweating, floating and heady 
feelings. If the doctor were to take our 
blood pressure. he would probably find it 
elevated. . . 
Although physiological responses to fear 
are quite normal. they are more likely to 
occur in certain types of individuals. The 
perfectronist or meticulous type is natu- 
rally somewhat mor(' concerned than are 
other people. As a result. this person is 


Medicine 


more likely to react quickly to situations 
that seem to threaten his security. In turn, 
by virtue of his uncertainty of his own 
capabilities, he may feel insecure in new or 
in difficult t>ituations; the physical response 
is then coupled with the mental response 
of anxiety. While palpitation, intestinal 
upset, heady feelings, etc., are very un- 
pleasant, they are sometimes very logical 
in reloation to the person's makeup. The 
complaint and illness that might evolve is 
dependent upon PSychological factors, but 
does not have the connotation which is so 
often applied to a psychiatric disorder. 
While anxiety with its unpleasant physi- 
cal and mental facets can be extremely up- 
setting, it is not a measure of weakness 
but, rather, a measure of strength. So often. 
people are upset by the fact that they ex- 
perience anxiety. They wish that they "did 
not have this weakness" or "could be like 
other people." Yet anxiety, with its mus- 
cular tension, rapid thought, keyed up atti- 
tude, ready perspiration, rapid heart action 
and restless gut, are an indication that the 
individual has met stress in the past and 
has responded to it in a natural and health- 
ful manner. Once these people can be help- 
ed to understand the mechanism behind 
their symptoms, it i.s easier to remove the 
secondary fear that something dreadful is 
going to happen. - Robert K. Thompson. 
M.D. Excerpts from address presented at 
Refresher Course for Graduate Nurses. Ed- 
monton Chapter AARN. 
THE CANADIAN NURSE 
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An address presented at the annual meeting ot the Canadian Hospital 
Association, in May, J965. 


Before looking into the future, it 
seems logical to re-state the present 
role of the nurse, since we can only go 
forward from where we are now. The 
following definition of nursing by Vir- 
ginia Henderson has been' accepted by 
nurses throughout the world. 
Thi: unique function of the nurse is to 
assist the individual, sick or well, in the 
perfonnance of those activities contributing 
k> health or its recov.
ry (or to a peaceful 
death) tbat he would perfonn unaided if 
be had the necessary strength, will or know- 
ledge. And to do this in such a way as to 
help him gain inde'pendence as rapidly as 
possi'bte. 
This aspxt of her work, this part of her 
function, she initiates and controls; of this 
she is master. In addition, she helps the pa- 
tient to carry out the therapeutic plan as 
initi.ated by the physician. She also, as a 
member of a medical team, helps othcr 
members, as they in turn help her, to plan 
and carry out the total program whether it 
be for the improvement of health, or the 
recovery from illness, or support in death. * 
Miss Henderson refers to this con- 
cept of the nurse as a "substitute for 
what the patient lacks to make him 
'complete,' 'who!e,' or 'independent,' 
by the lack of physical strength, will 
or knowledge." Later on, she writes, 
"She (the nurse) is tempCTarily the 
consciousness of the unconscious, the 
love of life for the suicidal, the leg of 
the amputee, the eyes of the neWly 
blind, a means of locomotion for the 
infant, knowledge and confidence for 
the young mother, a 'mouthpiece' for 
those too weak or too withdrawn to 
speak." 
It is the necessity for estimating the in- 
dividual's immedi.ate and long-term need 


Mrs. MacLeod, Director of Nursing at 
The Montreal General Hospital. is Presi- 
dent of the Canadian Nurs
' Association. 
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for physical care, emotional support and 
re-education thaJt makes nursing a service 
of the highest order. Many of the activities 
involved are simple until their adjustment 
to the particular demands of the patient 
make them complex. In health, for exam- 
ple, breathing is effortless and the well 
person does not need help from the nurse; 
but the nurse who places a patient in posi- 
tion for proper chest expansion following a 
rib resection, or operates a respirator, per_ 
forms a complex function. Eating is effort- 
less for the person with appetite; but when 
that is lacking the nurse who trie6 to help 
the patient to supply his dietary needs faces 
a taxing problem. 
Perhaps enough has been said to indicate 
that the primary responsibility of the nurse 
is to help the patient with his daily pattern 
of living, or w
th those activities that he 
ordinarly performs without assistance, that 
is breathing, eating, eliminating, resting, 
sleeping and movtng, cleaning the body and 
ke
ing it wann and properly clothed. She 
also helps to provide for those activities 
that make life more than a vegetative pro- 
cess, namely, social intercourse, learning, 
occupations that are recreational and those 
that are productive. In other words, she 
helps him to maintain or create a health 
regimen that, were he strong, knowing, and 
filled with the love of life, he would carry 
out unaided. It is this intimate. demanding 
and yet rewarding 'service that the nurse is 
best prepared to render. 
In rounding out this definition, Miss 
Henderson adds an important obser- 
vation, namely, that some nurses are 
now working with patients in groups, 
as well as individually. I draw atten- 
tion to this because I believe it will be 
an increasingly important nursing func- 
tion in 'the future. 


*Virginia Henderson, Basic Principles of 
Nursing Care, International Council of 
Nurses. Nursinl! Service Comlllittee. 


The basic functions just described 
will 
Iways underlie what the nurse 
does, for they 'are inherent to her ro1e. 
But there will be changes in this role 
as times change. 


Changes foreseen 
It is logical to assume that nursing 
will reflect and parallel changes in me- 
dical practice. The total care of the 
patient is changing. Doctors have mov- 
ed ahead rapidly in the last decade and 
even in the last year. Three aspects of 
change that .are perhaps the most out- 
standing are: 1. improvements in the 
maintenance 'and restoration of the 
patient's biological functions; 2. im- 
provements in the maintenance and 
restoration of the þatient's psycholo- 
gical functions; .and 3. 'a great surge 
of interest and action in relevant re- 
search. 
There is also a better understanding 
of the fact th
 healthy biological func- 
tioning and healthy psychological func- 
tioning are inseparable and that both 
contribute to health of body and mind. 
I. Maintenance and restoration of 
biolo1?ical functions: Many lives are 
saved 'today by 'the techniques and ma- 
chrnes used to combat cardiac arrest, 
to monitor and maintain the heart 
beat, to carry on kidney function until 
damaged kidneys can be restored. 
They are also 'saved by the new tech- 
niques to combat shock. Patients no 
longer die so frequently from sudden 
and often reversible failure of a vital 
organ. Nurses find themselves working 
on specialized teams with doctors in 
using the new machines, noting and in- 
terpreting data and taking appropriate 
action. They find themselves in inten- 
sive care units oaring for many acutely 
iH patients who, in former years, would 
have died from heart or kidney failure. 
This requires technical skills and a 
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knowledge of the physical and bÍolo- 
gical sciences. 
2. Maintenance of psychological 
functions: This is the other side of the 
coin. It shows that doctors have made 
great strides in understanding the im- 
portance of healthy human relation- 
ships to enable a patient to regain 
health. They understand the need for 
emotional support and knowledge on 
the part of the patient and his family 
as they face the need to change their 
pattern of living because of the long- 
lasting effects of oardiovascular dis- 
eases, cancer, kidney disease, meta- 
bolic disorders or psychiatric disturb- 
ances. Although team work between 
doctors and nurses is not so evident 
in this side of patient care, it is vitally 
needed as we endeavor to provide the 
kind of human environment that is ne- 
cessary for the restoI'ation of health. 
By this, J mean an environment that 
enhances a patient's faith in himself, 
his sense of individuality, and his 
awareness that he is respected as a 
person
 an environment that keeps him 
and his family informed and that ac- 
cepts them as participating members 
of the treal!I11ent team; an environment 
that is free from anxiety-producing 
isolation or boredom, and makes it 
possible for him to keep in close touch 
with his family; an environment that 
will allow him to enjoy the companion- 
ship of other patients, take part in ap- 
propriate recreational activities, and 
meet in meaningful group discussion 
with patients similarly handicapped; an 
environment that will help him to be 
as independent in self-care as possible 
and. when his condition permits, to be 
dressed during the day. to eat meals 
in a dining room with others, and to 
c;pend part of his free time out of his 
bedroom or even out of doors. Ob- 
viouslv. changes in the physical plan 
of bui'ldings wi11 also be essential to 
this more comprehensive care. 
The following notes are typical of 
those found on a nursing care plan. 
They are only part of the total plan. 
but they illustrate the role the nurse 
can play in this kind of patient care. 
They could be notes left by a nurse 
for guidance of others who will care 
for the patient on her day off; they 
could be memory joggers .for herself. 
to heJp her remember some of the im- 
rortant details necessary for the pa- 
tient's comfort and recovery. Some of 
the nctations may seem to deal with 
trivi'al matters; but on further examina- 
tion. it will be evident that they have 
cO".le from an understanding o( the 
patIent's needs. 


Mrs. Watson. aRed 70. riRht hemipl,'gia 
after cerebral 
'asclllar accide1lt: 
Help into bath tub and encouraj1.e her 
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to bathe herself, using right arm as much 
as possible. Ex.plain that it will help to 
strengthen her muscles. Reassure that 
function will return to a large extent. Is 
she discouraged? Point out increased range 
of motion in last two weeks. 
Help her to dress, encouraging her to 
do as much as possible herself. Let Mrs. 
White (patient in next bed) help her. 
Take to table for lunch with otheT up 
patients. See that she has milk instead of 
cream with her tea. Encourage her to eat 
her meat. Will need help in cutting it. 
Help to solarium for I :00 P.M. television 
news. P1ace her next to Mrs. White, not 
Mrs. MacDougaU who depresses her. 
Ask if son got the job with Northern 
E1ectric. 
About 1:30 P.M., help to bed and pull 
curtains for an hour's rest. 
About 3:00 P.M., help her to dress for 
visit of hUSband and daughter (daughter's 
name is Mrs. A'I1derson). Remind her to 
wear the new pink dress her husband 
brought last visit. Remind her that she has 
gingerale and cookies to serve. Ask maid 
to bring them in. 
Ask husband to reassure her that he 
wants her home as soon as possible. He 
told the nurse that he hasn't had a decent 
bowl cf porridge since his wife came to 
hospital. Suggest he tell this to her. 
Be sure doctor is aware that she has been 
found crying -several times, saying "I'll never 
be any good to anyone again." 
Ask doctor if we should have V.D.N. 
liaison nurse visit to plan care at home. 
Does he think she should ge to a rehabili- 
tation centre first? 
Note for team conference: Reassure staff 
that Mrs. Watson's constant criticism is due 
to need for attention and assurance that she 
is r
p::cted. A!sk for suggestions of how 
to give her this assurance. 
As for the third area of change, 
the surge of interest and action in re- 
search, i{ need only be noted that in 
recent years nurses have been cal1ed 
upon much more frequently to be 
members of research teams composed 
of doctors and workers from other 
disciolines. This trend will doubtless 
continue 'and expand. 
Nursing functions have changed as 
a result of specialization. As know- 
ledge increases, so inevitably does spe- 
cialization. New discipJines will con- 
tinue to spring up and new speciaJities 
wiN bud off from main professiona1 
branches. How will this change effect 
nurses? J believe we will almost surely 
see hospital nurses working more and 
more as members of teams of spe- 
cialists. On these teams, the nurse 
wiN. of course. continue to be the one 
who performs the functions stated at 
the beginning of this paper. She will be 
a substitute for what the patient Jacks 
to make him "complete." "whole." and 
will "help him with his daily pattern 


of living, or with those activities that 
he ordinarily performs without assist- 
ance." She wiH also provide com- 
panionship, knowledge, and recreation. 
The nurse will carry a major respon- 
sibility for surrounding the patient 
(and his family) with the healthy 
human environment referred to earlier. 
Others will enter into this therapeutic 
process and the nurse will require 
close coHaboration with the doctor in 
planning. But nurs
 are the team 
members who -are in intimate contact 
with patients 24 hours a day, 365 days 
a year. To meet ,the heavy demands 
made upon her, she, in turn, will need 
support from the other team members, 
particu!larly from the doctors. Indeed, 
each team member should be receiv- 
ing from all other team members the 
same kind of emotional nurture they 
try t.o give to the patients. 
Also, because of her close and con- 
tinuing contact with patient and fanùly, 
the nurse will play 'an important role 
in the communioation of information. 
She is in an especially advantageous 
position to observe 'the effect of treat- 
ment on the patient physically and 
emotionally. She can do this intelli- 
gently on'ly if she understands the 
doctor's over-all plan, the scientific 
rationale behind it, and the expected 
results, positive and negative. When 
she is given this kind of information, 
changes that might have seemed of no 
signifioance become meaningful to her. 
In addition, 'an understanding of the 
total plan gives her an enthusiasm and 
an identification that is bound to im- 
prove her performance and her ability 
to cooperate with the doctor. 
During her contact with th'e patient 
she can answer his questions and en- 
courage his full acceptanoe of pre- 
scribed treatment. Most patients talk 
readily to their nurse. As she becomes 
aware of their feelings, she can allay 
doubts and fears, correct misconcep- 
tions, and promote healthier and more 
cooperative patient attitudes. 
Beyond these basic functions, many 
nurses witl specialize further. They will 
become nurse specialists in neurosur- 
gery, cardiology. and other areas of 
treatment. 
Because of the increasing com- 
'Dlexitv of Datient care, with its need 
for a broad knowledge of the physical 
and behavioral sciences, and because 
of the need to work more closely with 
doctors, it will be necessary to retain 
the best nurses in the clinicaJ field. 
We should have our very best nurses 
giving direot patient care! 
One of the greatest challenges facing 
the profession today is to find ways 
to keep the good nurse nursing. There 
must be proper recognition for the 
nur
c who likes patient care and who 
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can grow and become more and more 
professionally valuable over the years. 
Can we provide promotion within the 
clinical field with status and salaries 
equivalent to those offered within the 
administration field? 
Already some nurse administrators 
are working on a plan to this end. 
The objective is a ladder of promo- 
tions involving higher education, sta- 
tus, and salaries for nurses who want 
to remain at the patient's side. Patients, 
as well as other team members will 
benefit if we keep the most fully qua- 
lified nurses active on the treatment 
team. But will hospital administrators 
and their boards see the long-range 
advantages of stopping the drain of 
true nursing talents from the care of 
the patient? 
Assuming that administrators and 
the ccmmunity come to support this 
upgrading of nursing service, the ques- 
tion of educational standards arises. 
Studies made by nurses and other spe- 
cialists in community organization sug- 
gest that the hospital of the future 
will have two categories of nurses. One 
will be the graduates of university 
schoo!s of nursing granting a bacca- 
laureate degree. The other will be the 
.!.!raduates of diploma schools offer- 
ing high school graduates a two-year 
course. 
The university schools granting the 
degree would supply the more higWy 
qualified nursing practitioners. These 
nurses would work closely with doc- 
tors in planning and evaluating patient 
care and would give leadership to the 
second category. They would also sup- 
ply the nursing administrators and 
teachers. The diploma courses would 
supplv large numbers of nurses who 
would work with the university gra- 
duates in giving patient care. much as 


A need exists for the educalion of the 
professional and general public about al- 
cohol problems and alcoholism. . . Once the 
public recognizes that the medical profes- 
sion regards alcoholism as a problem of 
legitimate medical interest. the general alti- 
tude toward the alcoholic will change more 
rapidly. In this way. alcoholism will gra- 
dually lose its stigma and alcoholics and 
their families will be encouraged to come 
forward at an earlier stage. thus preventing 
further suffering and unhappiness.. 
Teaching on this condition should be 
included in the curriculum of all those 
whose work may bring them in professional 
contact with the alcoholic. such as doctors. 
nurses. priests. social workers. etc. Such 
teaching should lay stress on early phases 
VOLUME 61. NUMBER 8 


the registered nurse does today. 
In regard to the diploma course, 
studies have consistently recommended 
that nursing education, like other pro- 
fessional education, be administered 
by a school rather than by a service 
agency (the hospital). This certainly 
seems to be the prospect for the fu- 
ture. Perhaps this is somewhat alarm- 
ing to hospital administrators. Natu- 
rally, they are concerned with the 
effect this development would have on 
staffing. 
Personally, I don't think there is 
any cause for alarm. Nurses are study- 
ing how best to bring about the change 
without disrupting hospital service. 
They realize that the present student 
service cannot be withdrawn abruptly 
and that responsibility for adequate 
patient care must shape all planning. 
But once this changeover has been ac- 
complished. patients will receive more 
comprehensive care from better highly 
qualified nurses. 


Summary 
The changes in the nurse's role will 
not interfere with her basic responsi- 
bility to help patients achieve and 
maintain the physical and psychologi- 
cal levels of functioning that are es- 
sential to health. But there will be 
changes in her role and we can predict 
with some assurance that these will 
include the following: 
J. She will work more as a colleague 
with doctors and others, and less in isola- 
tion. Because she is the one team member 
who has close, continuous contact with pa_ 
tients, she should become more active in 
developing patient care programs and assist 
in planning hospital buildings that are bet- 
ter oriented to patient needs. 
2. As a team member, she will take 
some part in handling the new machines 


Preventing 


Alcoholism 


of alcoholism rather than emphasizing the 
late stages. 
There is also a need for education of 
the young in an objective. factual way on 
alcohol problems. The adolescent. armed 
with facts, will then himself be able, when 
the time comes, to make up his mind 
whether to drink or not. As things stand 
now the adolescent is exposed to a lot of 
"advice" (or persuasion) which may be 
good or bad. but which. at any rate. is 
based on biased emotional attitudes rather 
than on objective facts... 
Early diagnosis in the individual case 
may be a difficult task without the help 
of somebody like wife or mother. Prodromal 
signs are naturally of great help but they 
are as a rule "subjective" and may only bc 


that monitor and maintain vital biological 
functions. She will obselVe, interpret, com- 
municate and, to some extent, act upon 
her interpretation. 
3. She will carry a major responsibility 
for surrounding the patient and his family 
with the kind of human environment es- 
sential to the recovery of health. 
4. She will be an important communi- 
cation link between the doctor and the pa- 
tient and his family. This wm require a 
close working relationship between doctor 
and nurse in pl.anning and evaluating patient 
care. This collaboration will be as impor- 
tant for the doctor as for the nurse if the 
vast quantities of new knowledge emerging 
every year are to be used for the patient's 
benefit. 
5. Nursing, like other disciplines, will 
develop greater specialization as new skills 
are required. But no matter how specialized 
the nurse may become, she should see her 
supportive and comfort-giving functions as 
her basic and unique contribution to the 
treatment team effort. 
6. Present plans to keep the best nurses 
at the patient's side 'should continue. Addi- 
tional ways must be found to give the 
expert clinician in nursing a sense of achie- 
ment and "Success through promotion. with 
accompanying increases in status and salary. 
The support of hospital administrators will 
be essential. 
7. It is quite likely that we will see in 
the hospitals of tomorrow two categories 
of nurses: One category will be those I"e- 
c
iving a degree from a university -school 
of nursing; the other will be those receiving 
a diploma from a school of nursing under 
truly educational 'auspices. 


These changes can be brought about 
to the benefit of patient and staff 
through the concerted effort of hospi- 
tal administrators and doctors. as well 
as of nurses themselves. 


noted by somebody living in close contact 
with the drinker A change in character, in 
attitudes, neglect of personal cleanliness or 
of one's work. without obvious cau-se, might 
arouse suspicion if it happens in people 
who formerly behaved quite differently. 
When this oxurs in people whose occupa- 
(ion bring them in close contact with alco- 
hol or who are traditionally "alcoholism- 
prone" - hotel-keepers. travelers, waiters, 
seamen. journalists, etc. - one might be 
even more suspicious, just as in the case of 
sons and daughters of alcoholic fathers. 
Onc
 suspicions are aroused one could then 
put more direct questions to the drinker 
and to his wife, or obselVe him more closely. 
- Glatt. M. M. The Alcoholic and His 
Problems. Nlinillg Mirror. Feb. '64. 
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If all be true that I do think, 
There are five reasons we should drink: 
Good wine-a friend-or being dry- 
Or lest we should be bye and bye- 
Or any other reason why. 
Causae Bibendi 
- John Sirmond (1589-1649) 


Some aspects of management. 


Man has been using alcohol as a 
beverage for many thousands of years. 
It is quite possible that John Sirmond, 
in the few lines that he wrote 300 
years ago, classified the reasons for 
drinking as well as anyone has succeed- 
ed in doing s.ince. Certainly, alcohol 
has been involved in many kinds of 
human activities. In a romantic sense, 
Omar Khayyam referred to "A loaf of 
bread, a jug of wine, and thou." Alco- 
hol has been part of some of our 
most sacred religious observances; it 
is also involved in some of the most 
profane of man's activities. Ethyl alco- 
hol provides pleasure in many of our 
social activities; it is also a drug which 
we use for some specific purposes. 
Perhaps we can keep our thinking 
best oriented about this substance if 
we regard it as a drug. Despite all the 
magic associated with its past use, des- 
pite the present day promotion of 
its many virtues for social use, it 
remains simply a drug which has the 
property of depressing the function of 
various cells in the central nervous 
system. Whatever our motivation for 
using it, we wish to achieve this depres- 
sant effect
 we wish to be impaired. Re- 
latively speaking. it is a safe drug, re- 
quiring large doses to bring about a 
dangerous degree of impairment. Large 
doses must be consumed over a pro- 
longed period of time to bring about 
any significant degree of disease. Gene- 
ratly speaking. therefore. we can accept 
its impairing effect relatively easily 
and with little fear. Unfortunately, 
there are those who, on occasion. suffer 
difficulties as a result of this impair- 
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ment. Furthermore, there are those 
who suffer serious disability because of 
the chronic, continued and unhealthy 
use of this drug substance. 
By the term "alcoholism" we refer 
to a number of related states in which 
an individual as a result of prolonged 
use of ethyl alcohol, is suffering some 
degree of disability in his physical, 
emotional, or social spheres of living. 
It is estimated that about two to four 
per cent of Canada's adult population, 
representing approximately 250,000 
people, are suffering from some type 
of this affliction. Alcoholism is rarely 
a fatal disease although we must as- 
cribe to it many of those fatalities due 
to cirrhosis of the liver, accidents, sui- 
cide, malnutrition and associated pro- 
blems such as pneumonia and states 
of living death in which chronic, per- 
manent brain damage has been brought 
about. Much the greater damage in the 
case of alcoholism is the interference 
with an individual's skills, productivity, 
and social relations. Alcoholism can 
be demonstrated as a significant factor 
in many of the problems that appear 
before our family courts. traffic courts. 
and magistrate's courts. It contributes 
to absenteeism in industry, loss of 
valuable trained personnel, and break- 
down of families. 
In this paper, the alcoholic will be 
referred to as if a male. In five out 
of six cases this will represent the 
truth. for the males outnumber the 
females in just that ratio. 


Process of Addiction 
Most alcoholics do not present a 
picture of addiction in the sense that 
is generally ascribed to that term. 
However. it is useful to understand 
some of the steps involved in addiction 
in order to appreciate the illness of 
the alcoholic. 
1. A Purpose is Served: Whatever 
the initial reason for drinking alcohol. 
its usc serves wme role for the indi- 


coho ijm 


vidual. Reasons may be based on social 
custom or on some specific need. If 
the effect is what R.G. Bell refers to 
as a "welcome effect,"1 the stage may 
be set for repetitive dependent use of 
the drug, leading ultimately to addic- 
tion. 
There is some possibility that the 
choice of drug may be related to the 
specific needs of the individual. For 
instance, it has been suggested that the 
inhibited individual may use alcohol to 
assist in expressing aggression. On the 
other hand. the hyperactive person 
may use a drug such as morphine or 
a related substance, to suppress his 
activity, to quiet him, to put him "on 
the nod." Many other factors influ- 
ence the choice of drug. Alcohol is 
universally available and almost uni- 
versally acceptable in our culture. 
therefore, people might use it for a 
great many more reasons than they 
would heroin, a drug which, although 
medically useful, is strictly illegal in 
its most common use in our society. 
It is quite possible that the persons 
using heroin are most interested in 
carrying out an act of rebellion or ille- 
gality; in short, they are more interes- 
ted in getting a "kick" than they are 
in the specific and unique effect of the 
particular drug they are using. 
The attitude toward self-medication 
must also be considered. Many people 
consider it quite respectable to use var- 
ious kinds of pills and medications 
in an effort to find a magic formula to 
solve their ills. Many others believe it 
necessary to deny the existence of 
distress or anxiety. Alcohol will bring 
relief temporarily and deceptively with- 
out the individual necessarily acknow- 
ledging that there is a state of distress 
or that he is taking a medication for 
it. 
2. Repetition: Once the drug has 
been found useful in meeting a certain 
purpose, it may. of course, be used 
again and again. However. it may 
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equally well be explored for some new 
purpose; hence, the occasions on which 
the drug is used are gradually multi- 
plied. In other words, a person may 
take a drink for the first time as part 
of a social occasion and thereby feel 
more at ease. He then discovers that 
the same substance will help him over- 
come his fears when he goes for a 
job interview or when any other stress 
situation arises. 
3. Dependence: Having discovered 
a number of occasions in which to use 
the drug and having repeated its use 
over and over again, a gradual change 
takes place so that the person feels 
uncomfortable attempting these acti- 
vities without the drug. Eventually he 
arrives at a point where he will not 
essay them without one drink or more 
to start with. In other words, he is 
not secure in these functions without 
the presence of ethyl alcohol. He has 
been "conditioned" to its use. Each 
time he uses the drug this state of 
conditioning is reinforced. 
4. Tolerance: As the various cells 
cf the organism get used to the pres- 
ence of the drug. they tend to adjust 
so that they are able to carry on their 
normal functions. As a result, the indi- 
vidual must take larger doses of the 
drug to obtain the original effect. With 
some drug substances, morphine being 
a very good example, this adjustment 
of dosage or tolerance can increase to 
a rema
kable degree. In the case of 
alcohol it can iñcrease considerably 
too; but there are some practical limi- 
tations. The body itself rebels if too 
much alcohol is taken too quickly. The 
drug alcohol is bulky. It is actually dif- 
ficult to consume enough of it. in its 
ordinary f0rm. to maintàin a high level 
of effect withnut spending a great deal 
of time in the process of drinking. 
Finallv. the intoxicatil1g effect of the 
drug is sometime" disabling enough to 
limit the rate of drinking. 
5. Withdrawal Symptoms: If wc 
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suddenly remove the drug from cells 
adapted to its presence, the effect, 
logically, is just the opposite of that 
initially produced. Thus, if alcohol 
slows down the activity of a cell from 
its normal state the removal of the 
drug after tolerance has developed re- 
sults in the cell being much more 
active than previously. This probably 
accounts for the fact that the chronic 
drinker who suddenly stops drinking, 
develops tremors, wakefulness, restless- 
ness. hallucinations. and fits. 
6. Craving: In attempting to ex- 
press our bewildennent at the unpre- 
dictable behavior of the alcoholic, we 
may say he has a craving for the drug. 
In retrospect, he may have difficulty 
identifying that such a state exists. It 
is probable that whatever might be 
called craving represents one of a 
number of factors. 
(a) The individual has learned that alco- 
hol gives him relief in certain situations, 
therefore he turns to its use. (b) Condition- 
ing pattern - association with certain cir- 
cumstances in which drinking has become 
an answer. tends to result automatically in 
the person making further use of alcohol. 
This might be gathering with a group of 
friends or even walking past one's favorite 
drinking place. (c) Withdrawal symptoms - 
if one has been drinking for quite awhile, 
any attempt to reduce the amount of alco- 
hol may result in withdrawal symptoms 
which are uncomfortable and can be relie- 
ved by further drinking. (d) General well- 
being - after prolonged use of alcohol 
with its concomitant malnutrition. fatigue. 
etc.. the individual does not feel well. These 
symptoms can also be relieved by taking 
more alcohol. 


The above. then. are the various 
stages cf addiction to any drug sub- 
"tance. including alcohol. Many alco- 
holics do not clearly demonstrate all 
these stages; many of them. in addition. 
demonstrate a number of physical dis- 
orders related to the effect of the alco- 
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hol and the likelihood of a poor state 
of nutrition. I am referring to various 
disorders of the liver, neuropathies of 
the peripheral nerves and, of course, 
brain damage. 
Types of Alcoholics 
It will be very difficult to understand 
alcoholism as a disease if one assumes 
that it represents a single disease entity 
with a predictable, consistent pattern. 
In an attempt to clarify some of the 
confusion, the late Dr. E. M. JeIlineF 
devised a system of classification in 
which he described five basic types of 
alcoholism. It should be noted that 
these types were defined as a way of 
helping those concerned with the pro- 
blem of alcoholism to understand the 
process and the implications for mana- 
gement. The groups are not clear cut 
and very few patients will be clearly 
identified in one group or the other; 
however, certain predominant features 
can be recognized. 
Alpha Alcoholism: This group re- 
presents those who use alcohol speci- 
fically to deal with symptoms of ano- 
ther problem. These symptoms may 
be psychological in origin and repre- 
sent a variety of problems including 
anxiety, tension, boredom, depression. 
confusion and, perhaps most commonly 
of all. the large group of disturbances 
we call "character disorder." In the 
latter. some fixed trait of personality 
established early in life repeatedly 
operates to either produce discomfort 
in the individual directly or to stimu- 
late behavior which is unacceptable to 
those around and. hence, secondarily 
becomes a source of discomfort to the 
person. Alcohol use may become a 
substitute symptom or provide a means 
of p
rmitting the acting out which is 
otherwise unacceptable. 
Alcohol may also be taken to relieve 
any chronic discomfort due to organic 
disability. The pain of chronic arthri- 
tis. with its resulting dependence. might 
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be one example of this. 
Alcohol also relieves social discom- 
fort, particularly for those individuals 
who are chronically misplaced or dis- 
placed. These persons seem inade- 
quate in any situation. They are the 
poor. the discouraged. the misfits; 
many of the occupants of our Skid 
Row districts belong to this group. 
Alcohol provides an escape to another 
world which brings some pleasure and 
relief from the boredom of their unpro- 
ductive. real existence. Alpha alco- 
holics need nO't develop any physiO'lo- 
gical dependence or addiction but their 
vulnerability psychologically is very 
high; hence the chance of habitual 
alcoholism is great. 
Beta Alcoholism: Here, the custom 
of the individual's society or social 
group detennines the pattern. Obvious- 
ly. this may vary from the occasional 
well-cO'ntrolled social drink to daily si- 
gnificant amounts of drinking which. 
in itself. may be high enough that if 
carried out sufficiently often and over 
a sufficiently long period of time. re- 
sults in disturbance of physical func- 
tion. Frequently, these persons show 
no signs of intoxication at any point; 
eventually. however. some sign of liver 
or nerve damage emerges. 
In this group then. there may be 
almost no psychological vulnerability. 
There is. however. a high degree of 
physical involvement with resulting da- 
mage simply related to the prolonged 
effect of alcohol and possibly a dis- 
turbance of nutritional intake. 
Gamma Alcoholism: This probably 
represents the clinical group most com- 
monly seen on this continent. either in 
Alcoholics Anonymous or in special 
clinics. The characteristic of the Gam- 
ma alcoholic is that control of drink- 
ing behavior has been lost. A true 
state of addiction may have developed 
so t!lat the individual must continue to 
drink to avoid discomfort and with- 
drawal symptoms. It may represent an 
intensification of the "conditioning" 
state. Some degree of organic damage 
mav have re<:ulted. reducing the ability 
of the individual to make proper judg- 
ment
 when drinking. 
Characteristically, these patients 
seem to possess a moderate to high 
degre
 of psychological vulnerability. 
In many instances they began as Alpha 
alcoholics and, with the passage of 
time and increasing involvement in 
drinking. eventually reached the state 
where their drinking was out of con- 
trol. These are frequently people who 
do not drin k every day or at least 
show co m iderab 1 e variations in the 
amr.unt thev drink on a given occa- 
siofl. Thu<;. there are periods in which 
their drinking is of no consequence. 
interspersed with episode.. in which 
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there is frank intoxication which may 
go on for one or several days with 
increasing likelihood of severe compli- 
cation involving the gastrointestinal 
tract or even such extreme disturbances 
as delirium tremens. 
Delta A lcoholism: In the same res- 
pect that Gamma alcoholism may be 
considered an extension of Alpha alco- 
holism, Delta alcoholism could be con- 
sidered an extension of Beta alcoho- 
lism. Characteristically, we find an 
individual who has had a prolonged 
pattern O'f high, daily alcoholic intake 
which has never been a cause of great 
distress; intoxication has not been 
habitual, nor has there been apparent 
impainnent of function. However, after 
many years of this pattern the indivi- 
dual begins to react in a somewhat 
different manner: instead of the usual 
pleasure. alcohol tends to bring about 
a state of irritability and aggressive- 
ness. The actual tolerance to the drug 
seems to decrease. Perhaps most inte- 
resting of all is the complete inability 
to stop drinking without extreme dis- 
tress. In other words, there will be 
withdrawal symptoms when the drug 
is discontinued. In some instances these 
may be extraordinarily severe. with 
gross tremors. gastrointestinal upset. 
dehydration. psychomotor restlessness. 
with sleeplessness and even hallucina- 
tions and fits (delirium tremens). Delta 
group patients will also likely have an 
advanced degree of organic disturbance 
including cirrhosis. peripheral neuro- 
pathies and chronic brain damage. 
Epsilon A lcoholism: This is a vague 
and poorly defined group. That it is 
described as episodic alcoholism may 
simply refer to variations in drinking 
behavior of people who could well be 
included in the previously described 
groups. 
Approach of Treatment 
As in the case of many chronic 
illnesses, management and recovery 
must be regarded as a process or series 
of processes which will continue for a 
long period of time - a period which 
may rival the time of existence of the 
illness itself. The approach to treatment 
can be divided into the acute phase, 
the continuing care phase. and the 
rehabilitative phase. 
ACIlte phase: Commonly. the patient 
will present as an acutely ill p
rson suf- 
fering the effects of his prolonged ex- 
posure to the drug alcohol. or demons- 
trating the effects of its withdrawal. 
He is 
 sick in the traditional and more 
easily understood sense of the word. 
In many respects this will be thc 
easiest phase of all to treat. even 
though it many require fairly intcnsive 
hospital care. including medical and 
Ilur<:in
 att.?ntioll. for a 
hort period 


of time. In many cases the patient 
will not be dangerously ill; but it is 
useful to bring him into hospital to 
control the situation and to help him 
realize that he has an illness that can 
be treated. Ordinarily, response to 
good nursing care, restoration of diet 
and fluid intake with the appropriate 
use of one of the tranquilizing drugs 
will bring about physical recovery, 
sometimes within a day or two. In the 
great majority of instances this can be 
carried out on the regular medical 
ward with no concern about distur- 
bances to other patients or undue de- 
mands on staff.:I 
A small percentage of patients will 
be very advanced in their illness and 
will be disturbed. They will require 
isolation, careful control and close ob- 
servation. Perhaps most important of 
all will be the attitude of staff who 
must accept this person as they would 
any other sick person who needs help. 
They must recognize. too. that if he 
shows some difficult and unacceptable 
behavior. he is not reacting too diffe- 
rently from most people as they adjust 
to illness and helplessness in a strange 
and unknown environment. 
The patient whose illness is advan- 
ced enough to bring about delirium 
tremens is dangerously ill. He will re- 
quire constant observation and care- 
ful attention to the restoration of his 
general metabolic function. Tempera- 
ture, pulse. respiration and blood pres- 
sure measurements must be taken and 
recorded. An accurate account of 
intake and output must be kept. 
Continuing Care Phase: After the 
patient is over the acute episode. the 
real treatment of his illness begins. 
He may remain in hospital since there 
has been sufficient physical. psycholo- 
gical and social damage to make it 
impossible for him to safely return to 
his ordinary environment immediately. 
It may be. however. that he can leave 
hospital after a few days. return to 
home and job and continue therapy in 
the physician's office. In either case. 
considerable attention must be given 
to the orientation of the patient to 
his problem. 
Since many patients come for treat- 
ment under some pressure from home. 
employer. or even from the courts. 
littlc will be gained if the doctor. 
nurse. or any ;ther therapist assumes 
the air of a dictatorial authority and 
thus seems allied to other forces exert- 
ing pressure. Commonly. we say this 
type of patient is not motivated. Per- 
haos he isn't; but perhaps he is frigh- 
tened too. Perhaos his exr:eriences in 
life hm,.? made him very suspicious of 
authoritv: perhaps he turned to alco- 
hol originallv recallse it offercd rdid 
that hi':-lllllll"all a<;<;()eiates seemed una- 
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ble to give him. The task of treatment 
is to establish the patient's confidence 
both in his need for help and his wil- 
lingness to accept help from those pro- 
viding treatment. Somehow, we must 
demonstrate an understanding of the 
illness and the way he feels. I find it 
very helpful to simply ask a patient 
to read something on the subject, and 
generally suggest New Primer on Alco- 
holism by Marry Mann. 4 
One also explains to the patient the 
various facilities that are available. 
Alcoholics Anonymous is a very useful 
and important organization in which 
the alcoholics themselves, having found 
a way to sobriety through the Twelve 
Step Program of their organization, 
help others by being available and dis- 
cussing the A. A. program with them. 
The protective drugs are useful too. 5 
These are disulfiram (Antabuse) and 
citra.ted calcium carbimide (Temposil). 
These act on a very simple principle: 
they interfere with the metabolism of 
alcohol in the body and allow an accu- 
mulation of acetaldehyde to take place. 
If the patient who has received one of 
these drugs consumes alcohol, he will 
experience very unpleasant symptoms 
almost immediately, due to acetalde- 
hyde intoxication. He then knows that 
drinking will not be pleasant for him 
and is thus spared the need to wrestle 
with the decision of whether to drink 
or not. 
Frequently, the patient's family also 
needs assistance. Wives and children 
may be very disturbed as a result of 
the alcoholic behavior. Almost as fre- 
quently, the spouse has demonstrated 
some kind of complementary problem 
of his or her own which has played a 
part in the development of the alcoho- 
]ism and also helps to perpetuate it. 
Assistance can be given through spe- 
cia] groups in Alcoho]ics Anonymous 
(A]anon) and by social work agencies. 
In hospital, the continuing care may 
take place in a special unit particu]arly 
designed for the treatment of the alco- 
ho]ic patient or on the regular psy- 
chiatric service. In the special unit, 
group discussions can be held and 
work programs established to orient 
the entire staff to the problem of alco- 
holism, so that they can help the pa- 
tient work out his interpersonal rela- 
tions, his family problems and his use 
of special adjuncts. such as Alcoholics 
Anonymous and the protective drugs. 
Many kinds of group therapy programs 
can be of help. Sometimes a didactic 
lecture is useful; often. a discussion 
type of grouP is held. If the patient is 
on the psychiatric ward instead of in 
a special unit, a more intensive osvcho- 
theraoeutic type of group is likely to 
be found. 
There is a great deal of merit in 
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looking at the whole milieu of treat- 
ment for the alcoholic patient similar 
to the approach described by Maxwell 
Jones in Theurapeutic Community.6 
It may be necessary for patients to 
remain in hospital on such a service 
for many weeks, although an average 
would possibly be three to four weeks. 
A great deal has been done in 
attempting to establish the value of 
conditioning techniques, Lysergic Acid 
Diethylamide treatment, hypnosis, and 
other methods of therapy. In most ins- 
tances these represent a personal pre- 
ference. None has been shown to be 
more effective than another. 
The main advantage of the psychia- 
tric unit or the special unit for alcoho- 
]ism is that it permits the patient to 
have available in one place the skills 
of doctors, nurses, social workers, psy- 
chologists, and occupational therapists 
- all of whom have a particular in- 
terest in his problem and are prepared 
to work with him in reaching a so- 
lution. 
Rehabilitative Phase: For the patient, 
this will represent the time when he is 
able to return to his home and to his 
work and yet remain under the conti- 
nued supervision of his therapist for 
a period of months or even years. 
During this time he may be encouraged 
to make use of the adjunct therapies 
provided by Alcoholics Anonymous, 
or group therapy in a setting such as 
that described above. In some instances 
the treatment centre will have a group 
social and recreational program with 
which the patient can identify himself 
and in which he discovers the support 
and strength of other people with simi- 
lar problems. He may require this for 
many months or years before he can 
adjust to the norma] social functions of 
hi!' community. 
For some patients the socia] damage 
has been so great that they must retreat 
to the mental hosoital or to longer 
term units where alcoholic individuals 
can be rehabilitated over a much lon- 
!!er period of time. Unfortunately, 
there are those who are chronically 
dic;turhed and who must be referred to 
mental hospÏ<ta]s. 
It should be recognized that much 
of what I have said already about treat- 
ment aoplies to' the so-called Gamma 
alcoholic. although it will apply in 
some measure to treatment of any of 
the other types. It should be clear that 
when we are dealing with patients of 
the Aloha group, where there is an 
underlying serious disorder such as de- 
pression. Our primary attention would 
be directed toward the management of 
that particular problem. For the de- 
pressed patient. it might be most im- 
portant to make use of an anti-depres- 
sant medication or eve., e l ectroconvul- 


sive therapy. It goes without saying that 
restoration of well-being through the 
treatment of any accompanying phy- 
sical disorder is important. Sometimes 
it is essential to see that prosthetic and 
cosmetic problems, such as poor eye- 
sight, poor hearing, poor teeth, ampu- 
tation disabilities and so on, are taken 
care of so that the person is able to 
function at his best and is not ham- 
pered by additional disabilities. 
Drug therapy for the alcoholic must 
be approached very, very carefully. 
Certainly the depressed patient must 
be helped with anti-depressants; the 
epileptic patient may have to be given 
anticonvulsant drugs; certain patients 
will benefit from the protective drugs. 
Unfortunately, however, many of the 
commonly used sedatives and stimu- 
lants, e.g., the barbiturates, meproba- 
mate, bromides, amphetamines, appear 
to be even more habit fonning than 
alcohol. In the vulnerable individual a 
transfer of addictions is very easy. The 
new addiction thus produced may be 
even greater and more serious than the 
one initially being treated. For this 
reason, a great deal of the therapist's 
skill may have to be devoted to helping 
the patient accept tension and anxiety 
and even sleeplessness which might 
temporarily be relieved very easily 
with a pill. 


Summary 
A brief review has been presented 
of the various types of alcoholism and 
some of their presenting symptoms. 
There has been a discussion also of 
some of the problems encountered in 
treatment and management of the alco- 
holic patient. 
No discussion has been given to the 
question of prevention, although it 
should be apparent from the nature of 
the development of this illness that ef- 
fective methods of prevention should 
be sought and employed. 
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Much has been written about working with alcoholic patients after they 
have been "sobered up." This article starts with our first contact - the 
admission of the intoxicated patient to hospital. 


Why do people act as if an alcohol- 
ic, when drunk, is different from any 
other drunk person? A drunk man or 
woman is not usually dangerous; in 
fact, it is unusual to find more than 
one out of about 300 who is obstreper- 
ous. Most of us have encountered 
people who have had töo much to 
drink at a party; sometimes they have 
to be handled rather deftly to avoid 
a scene. An alcoholic is simply a 
drunk person who has got drunk too 
often, and for too long a time. But he 
is not unconscious, and he is painfully 
aware of your attitude. He knows 
whether you are disgusted, sympathe- 
tic, impatient, tolerant, angry or amus- 
ed. 
Any patient going into any hospital 
is frightened and in at ease for several 
days; an alcoholic is even more frigh- 
tened. He does not know what treat- 
ment he will receive, but he does 
know that he is going to suffer the 
pangs of withdrawal. This increases 
his basic feelings of insecurity and 
anxiety. Since his fear may boil over 
into anger, he must be treated very 
carefully. It is essential that personnel 
maintain a calm, pleasant, and un- 
hurried manner. Like most persons, 
the alcoholic reacts favorably to a smile 
of welcome on admission. 
Perhaps one of the "musts" in suc- 
cessful treatment of the alcoholic is 
a sense of humor. Of course, you 
must be careful to laugh with him, 
not at him. He knows that he is not 
at his best - to put it mildly - and 
you must be careful to protect his 
dignity as 
uch as possible. In pro- 
tecting his dignity, you help to keep 
the situation on a definite level of 
acceptable behavior. Jocular remarks 
about his state are not acceptable. 


Mrs. Epp i
. Director of Nursing. The Bell 
Clinic, Willowdale. Ontario. 
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Try not to notice his slurs, fumbles 
and stumbles any more than you would 
a disability such as an artificial limb 
or a glass eye. 
You don't tell the alcoholic what 
to do, you ask him. Sometimes a pa- 
tient will say, "You can't make me do 
anything." You agree, "I know I 
can't, but you will, won't you? Plea- 
se?" If you are being pleasant and 
kind, he doesn't want to spoil this. 
Your knowing exactly what you want 
him to do exerts pressure on him. 
Once you have suggested something, 
wait quietly and he will usually follow 
your suggestion. 
For instance, you are admitting the 
patient and you want him to go to 
his room, get undressed and into bed. 
If he is able to walk alone, you let 
him follow you, as gentlemen do, and 
carry his own bag. You get his pajamas 
out, taking a quick look at the same 
time for a bottle or pills. He may 
want to sit on the side of the bed and 
smoke; more than likely, he'll want 
you to light his cigarette and to have 
one with him. If you smoke, do so. 
Sit down and enjoy it and start getting 
acquainted with him. 
When a person is intoxicated, his 
thinking is slowed down. Attempts to 
hurry him make him confused and 
angry. Besides that, he wants to look 
you over before he makes himself quite 
defenceless by taking off his clothes. 
Some patients expect to have their 
clothes "locked up" as soon as they 
take them off, so their reluctance is 
understandable. They will be surprised 
and pleased when you hang their gar- 
ments in the closet in their room. 
If a patient becomes delirious, it 
sometimes helps to remove everything, 
except his pajamas, so that he can be 
more easily persuaded to remain in his 
room. I can remember one patient who 
always arrived on a stretcher, com- 


pletely anesthetized with alcohol. The 
only way we could keep him in hos- 
pital until he "dried out" was to 
remove the bottoms of his pajamas 
and wet them. We found this would 
keep him in bed because he'd once 
had an "involuntary" prior to admis- 
sion and had had no dry replacement! 
Finally, the preliminaries are over, 
the cigarettes are finished, and you 
stall lighting up again. "Let's get you 
into bed, first - the doctor is coming 
and he wants to examine your chest." 
You may have to help by quietly get- 
ting shoes, socks and jacket off, talking 
all the while about the weather, or 
some equally inconsequential subject. 
If a patient is very drunk and refuses 
to have his clothes removed, let him 
lie down as he is and cover him with 
a blanket. Time will sober him up and 
he will be sick, shaky and most cooper- 
ative in a few hours. The longer he 
sleeps without a sedative, the better, 
since the addition of a sedative to an 
unknown quantity of alcohol can cause 
a dangerous degree of anesthesia. 
Some patients use foul language. 
This is unpleasant, of course; but if 
you can accept it in a matter-of-fact 
way, as part of nursing alcoholics, it 
will raise your status with the patient. 
He may remember how he behaved 
on admission, but he will be ever so 
grateful if you forget and pretend 
that he was a perfect gentleman. After 
all, the nurse is only a target for the 
abusive patient; he does not know 
you, so it can not be anything per- 
sonal. Maybe he is enjoying the ahility 
_ often encouraged by alcohol - to 
express himself toward women: he 
will swear at you, confide in you, or 
ignore you, as he chooses. Ther.e is 
always the possibility that he is m a 
"blackout" and literally remembers 
nothing. The people around him have 
no way of knowing whether or not 
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he is suffering from this strange type 
of amnesia caused by alcohol. 
Most patients think that "tapering- 
off' is the ideal way to withdraw from 
alcohol, and they want to get started 
on this right away - with the first 
drink being served immediately. Taper- 
ing-off might work with heroic effort 
on the part of both staff and patients; 
but it takes a much longer time, and 
often bogs down completely with the 
patient demanding more and more 
whisky at shorter and shorter intervals. 
The nurse becomes a bartender, and 
the patient gets drunker instead of 
drier. Usually, the patient knows that 
he has had his last drink before he en- 
ters. Many, however, ask for one last 
drink - just in case - and the best 
way to counter this is to say, "Well, 
you came here to stop drinking, didn't 
you? I will get you something else." 
Sweetened water flavored with fruit 
juice is good; pure fruit juice in large 
quantities is liable to be irritating to 
his probably inflamed gastrointestinal 
tract. Another beneficial drink is a 
high protein powder mixed with milk 
or dried skim milk and water. 
However, the condition of a patient's 
liver has to be taken into account 
before encouraging this drink. The 
majority of alcoholic livers are affect- 
ed to some extent, and have become 
fatty and enlarged. Any signs of liver 
failure, such as swelling, jaundice, etc., 
contraindicates the use of the protein 
drink. 
Alcohol has a diuretic action and 
sometimes a patient has to be restrain- 
ed from trying to remedy too quickly 
the situation caused by prolonged 
drinking. He may start to vomit if he 
drinks or eats too much, too soon. 
Some patients are so dehydrated on 
admission that they require intravenous 
fluids. 
Most alcoholics dislike being dirty 
or having anyone else see them that 
way. Some go to a great deal of trouble 
getting bathed, shaved and changed 
before coming to hospital, intoxicated 
though they may be. Others, of course, 
are too drunk and sick to care, and 
arrive in a rather pitiful condition. 
It is much easier to change the sheets 
than to bathe an intoxicated, resent- 
ful patient; besides, he is too sick to be 
bothered and needs to rest and sleep. 
It isn't as if he is going to stay in 
his admission state very long. By the 
next day he will be scrubbing himself 
like mad and hoping you haven't notic- 
ed how much he needed it. 
There are, however, a few patients 
who are careless about personal 
hygiene. This is usually an indication 
of organic deterioration due to pro- 
longed use of alcohol, or a more or 
less severe type of underlying person 
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ality disorder, e.g., schizophrenia. 
Sometimes a patient is brought quite 
reluctantly to hospital. He is literally 
dragged, pulled, pushed, or carried, or 
he may arrive strapped to an ambu- 
lance stretcher. You can imagine that 
the patient who arrives under these 
circumstances is usually disturbed and 
fighting mad. The best way to handle 
him is for all the men who have been 
fighting with him to get out of sight 
as quickly as possible and leave him 
alone with the nurse, who is quiet, 
gentle, and waits patiently for him to 
calm down. A man will not hit a 
nurse, even when he is drunk. Admit- 
tedly, this patient is not going to be 
too cooperative in following through 
with treatment. However, it is usually 
possible to get him sobered up so that 
he will not kill his wife or become 
involved in a fatal car accident - 
this time. He may even buy the whole 
program ! You never can tell. 
A beginning must be made. We must 
not wait for the patient to choose to 
come for treatment. Sometimes pre- 
paration for his committal to a provin- 
cial mental hospital, with a choice of 
other hospitals, is necessary. The 
patient may choose, not if he will do 
something about his drinking, but what 
he will do. In the long run, recovery 
from addiction is the granddaddy of 
all "do it yourself" programs, because 
no one can make anyone else stop 
drinking. One can only help. 
An effective program consists of at 
least a three-week period of lectures, 
films, group psychotherapy and pri- 
vate interviews after the sobering up 
and withdrawal have been achieved. 
A two-year follow-up period of weekly 
lectures, letters and telephone calls is 
initiated after discharge. 
One of the gravest dangers of con- 
tinuous heavy drinking is organic brain 
damage. This, of course, automatically 
rules out the new learning which is 
necessary' in changing to a life without 
alcohol. 
Women alcoholics seem to have 
more difficulty in accepting the disa- 
bility of alcoholism. They cannot 
forgive themselves for being "alco- 
holic," let alone the things they may 
or may not do when they are drinking. 
They seem to feel at a terrible disad- 
vantage when admitted to hospital in 
an intoxicated state. Some will proceed 
to try the patience of the nurses to 
the limit - they are weepy, demand- 
ing and noisy. Perhaps, being women, 
nurses expect more of them; and the 
patients, being women, hate to have 
other women who are spick and span 
see them and judge them. Certainly 
the utmost tact and kindness is requir- 
ed, even though the patient remains 
rc
cntful and uncommunicative. After 


a few days of gentle care, she will pro- 
bably respond to at least one of the 
nurses. She will soon be beautifully 
groomed and often very smartly and 
tastefully dressed. This change in ap- 
pearance often is truly dramatic. 
Women alcoholics are often excellent, 
even obsessive house-keepers; some- 
times they claim that they never 
neglect their homes, even when drink- 
ing. 
The stigma of alcoholism is much 
worse for women than for men. The 
relatives feel this too, and often protect 
the drinker, partly for their own sakes, 
till organic brain damage has occurred. 
As is true in any situation, not 
all people in hospital are compatible 
with all others. We accept this sorting- 
out and choosing process. Good nurs- 
ing care establishes good rapport with 
an alcoholic, the same as with any 
other sick patient. Since this person 
is actually sick, not just drunk, we 
must forget the drunk part of it, even 
though we may feel it "serves him 
right" because it is self-inflicted. It 
helps to remember that our culture 
tolerates the use of alcohol; that an 
alcoholic has got into trouble with it 
because he was unaware of the dan- 
gers involved, and because it did 
something special to relieve his ten- 
sions and anxieties. There is always 
the belief, even if the dangers are 
known, that "nothing can happen to 
me. JJ 
In an on-going program, the patient 
will continue to turn to the nurse he 
has chosen to talk out problems, to 
receive reassurance or a pat on the 
back when revisiting the clinic. If a per- 
son who already feels inadequate and 
inferior commits a grave social error, 
his need for approval becomes almost 
pathological. The nurses, because of 
their continuous contact with patients, 
are faced with the greatest responsi- 
bility in restoring, to some extent, the 
wounded ego by attention and praise. 
For instance, any patient likes to be 
told he looks better, but you should 
try to be specific: "Your eyes are 
clear today"; or, to a lady, "I like your 
hair-do." But do not say it unless it 
is true. Remember the man in the 
film "Lost Weekend" as he scrutinized 
himself in the mirror? That was a very 
realistic touch. An alcoholic knows 
how he looks, but he likes you to 
mention it - if you can say something 
comforting. 
If you explain to a patient that 
you will be able to give him a medi- 
cine that will help to ease his with- 
drawal p:uigs. but that he will probably 
have to suffer some discomfort, he is 
usually patient and cooperative. He 
expects to suffer, even though he would 
rather not. Alcohol is a depressant 
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and the body has been functioning as 
if it had a brake on. Suddenly, alcohol 
is cut off (the brake is released) and 
a speeded-up state prevails. This leaves 
the patient restless in the extreme, 
agitated, tremulous; he simply cannot 
sit or lie still. Sedatives will help tone 
down his agitation since they have 
an effect similar to alcohol. If we give 
too much sedation, it will make him 
feel as '"good" as the alcohol did. 
i'! ot only will withdrawal be prolong- 
ed. but the patient may begin to suffer 
from the excess of the medicine, just 
as he did from an excess of alcohol. 
Tranquilizers seem to be more ef- 
fective than barbiturates. 
We must remember that many pa- 
tients change their addiction from al- 
cohol to pills, or to some other central 
nervous system depressant, e.g., çhloral 
hydrate or paraldehyde. For success- 
ful rehabilitation, it is imperative that 
alcoholics stop trying to change the 
way they feel by putting something in 
their mouths. They must learn to trust 
and talk to other people about them- 
selves. Understandably, this takes a bit 
of doing; and some cannot. learn. Their 
early experiences with people have 
damaged the possibility of such rela- 
tionships permanently. These persons 
will obtain various kinds of drugs 
in some way, and have recurrent bouts 
with alcohol. 
Surprisingly few alcoholics develop 
delirium tremens (d.t. 's) during with- 
drawal from alcohol. If this condition 
frightens the staff as much as it frigh- 
tens the patient, then the treatment is 
usually deplorable. Withdrawal gen- 
erally reaches its peak on the third 
day and the patient may start hal- 
lucinating. (This is probably proceded 
by sleeplessness or restlessness for ap- 
proximately 24 hours; increased seda- 
tion is essential at this time.) He is 
in a pitiable state, tremulous and 
literally "scared out of his wits." Many 
hear threatening voices, cursing them 
for things they have done, perhaps 
telling them they would be better off 
dead, and that they had better kill 
themselves. In obeying this sugges- 
tion, one patient broke a window and 
then cut himself with the broken glass; 
others have tried to jump out of win- 
dows. But with a nurse in constant 
attendance, these things cannot hap- 
pen. Even though the patient does not 
recognize the nurse in his delirium, 
he is reassured, comforted and not 
quite so frightened if she is with him. 
Occasionally, the nurse needs to 
"play-act" at this stage. The patient 
may hand her an imaginary leash and 
ask her to walk his dog - which she 
does - up and down the room; or he 
may think that he has a bottte and 
glasses and is pouring drinks. He will 
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hand her a non-existent glass, like a 
child playing house. One patient who 
was an interior decorator, proceeded 
to paper his room. He went through 
all the motions, swearing at the in- 
competence of his non-existent helpers 
and expecting the nurse to hand him 
his tools. He even stood up on the bed 
to paper the top part of the wall. He 
didn't do any harm and, finally, col- 
lapsed on the bed, and went to sleep. 
The patient with delirium tremens 
needs sleep. Sedation is doubled or 
tripled, and the intervals between 
doses are reduced. If such large doses 
of sedative are continued, they can 
produce their own symptoms of rest- 
lessness and delirium, a form of idio- 
syncrasy to excessive amounts of the 
drug. Then your patient is worse off 
than before. Common sense must, 
therefore, prevail. After you have given 
enough sedation to floor an ox, you 
stop, and put up with the restlessness 
and roaming. The delirium seems to 
run its own course. Eventually, the 
patient will go to sleep for such a long 
time that you will begin to worry about 
him. Let him sleep. Never mind food, 
fluids, or bladder. His sleeping changes 
from a twitching restlessness to a re- 
laxed, untroubled sleep, and he 
eventually awakens in his "right mind." 
Some patients hallucinate without 
being disoriented; they know they are 
just "seeing things" and will describe 
them graphically. Sometimes auditory 
hallucinations occur without delirium. 
In certain patients, the hallucinations 
continue for several days even though 
the patient is ambulatory, is socializing 
with other patients, is eating at the 
table, and sleeping - with considera- 
ble sedation - at night. 
For some unknown reason, delirium 
tremens and hallucinations are usually 
worse at night. Sometimes a patient 
will complain of nightmares before he 
goes into deliurium; at other times, 
the nightmares are as close as he gets 
to delirium. At times, a patient bclieves 
that the hospital staff is going to hurt 
him. He feels that he must get away. 
In this case, the nurse accompanies 
him. When the patient realizes that the 
nurse is not going to be left behind, 
he will usually turn back. One man 
flagged a taxi and went to his home, 
accompanied by his nurse. His rela- 
tives reassured him, and they all re- 
turned to the hospital, where the 
patient remained. 
For these patients, alcohol has gra- 
dually become the most important 
thing in life. At the same time, it has 
been slowly changing from a helpful 
substance to a hurtful one. Education 
is necessary to help him understand 
why he found it helpful in the first 
place; to make him aware of the subtle. 


inescapable change that has been tak- 
ing place, and what can be done about 
it. Then there is the long period, at 
least two years, during which time 
the new ideas are being put to use with 
varying degrees of success, in terms of 
emotional ease and adjustment to re- 
ality. 
It is important for the patient to 
relieve his tensions by means other 
than the use of drugs or alcohol. One 
way is for him to learn the art or 
technique of relaxation, which he can 
begin to practise a few days after 
admission. This demonstrates to him 
that he can learn something new to 
help control his life. 
Some alcoholics are benefited by 
treatment with LSD-25 (Lysergic Acid 
Diethylamide). As an adjunct to psy- 
chotherapy, this drug, for unexplained 
reasons, seems to help people re-live 
intense emotional experiences, no 
matter how far back into childhood or 
infancy these may be. Patients care- 
fully selected by interviews and 
extensive psychological testing are 
taken off any drugs they may be receiv- 
ing a day or so before they have LSD- 
25. They are permitted only clear tea 
or coffee the morning of the treatment. 
The drug, LSD, is in the form of a 
tablet taken by mouth. The starting 
time of the reaction varies greatly; 
in fact, the whole performance is a 
very individual sort of thing. In an 
hour or two the patient may tell you 
that the wall is advancing and reced- 
ing; he may cry or laugh, or get vio- 
lently angry; he may talk or be per- 
fectly quiet. 
The reaction goes on for several 
hours and the patient needs someone 
with him all the time. The nurse can 
play an important supportive role. 
After four to six hours, a sedative, 
such as Largactil, is usually given, 
since the drug LSD is a strong stimu- 
lant and the patient needs to rest. He 
will remember all of his thoughts and 
will need to think about them in order 
to make the whole experience useful. 
Several patients have told me, with 
positive sincerity, that they went 
through the birth experience under 
LSD and felt angry or frightened. Per- 
haps the mother communicates her 
fear and anguish to the baby. It seems 
that sometimes a tiny infant can expe- 
rience intense feelings of extreme 
loneliness and fear. And we sometimes 
treat them as if they are nothing more 
than little bundles to be fed and chang- 
ed! 
If anxiety - which may eventually 
lead a person to alcoholism - origin- 
ates in infancy, it would seem logical 
that we should 
;tart a preventive pro- 
gram against addiction at the very 
heginning of life. 
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An active member of A.A. discusses its objectives and program 
and his own experiences in it. 


An individual attending his first 
Alcoholics Anonymous meeting will 
immediately be impressed with the in- 
formality and outright fr!endliness of 
the members. They are a cheerful 
group; this shows on their faces and 
in their actions. 
All AA meetings are opened by 
the chairman who calls for a minute's 
silence. Each member takes his or her 
turn as chairman, generally for four 
meetings a year. This minute is used 
in any way a member sees fit. Person- 
ally, I like to use it to thank my 
Creator that I am at the meeting and 
that I am sober. The silence is gene- 
rally followed by the "Serenity Prayer" 
recited in union: 


God grant me the serenity 
To acc
pt th
 things [ cannot change. 
Courag;: to change the things I can. 
And wisdom to know the difference. 


At most meetings, the chairman will 
define AA and its objectives, for the 
benefit of any newcomers to the 
group. 
Alcoholics Anonymous is a fellowship 
of men and women who share their expe- 
rience, strt"ngth and hope with each other 
that they may solve their common pro- 
blem and help others to recover from 
alcoholism. 
The only requirement for membership 
is a d
ire to stop drinking. There are no 


· Personal anonymity is stressed by A. A. 
for two main reasons: I. Problem drinkers 
will hesitate to seek help in A.A if they 
have any reason to believe their problem 
may be exposed publicly. 2. Personal ano- 
nymity helps discourage drives for recog- 
nition. power or profit which could divert 
the fellowship from its primary purpose, i.e.. 
helping alcoholics to achievl' sobriety. 
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dues or fees for AA membership; we are 
self-supporting through our own contri- 
butions. AA is not allied with any sect, 
denomination, politics, organization or ins- 
titution; does not wish to engage in any 
controversy; neither endors
s nor opposes 
any causes. Our primary purpose is to 
stay sober and help other alcoholics to 
achieve sobriety. 
This is usually followed by a mem- 
ber being invited to come to the plat- 
form to read the "Twelve Suggested 
Steps of Recovery". These Steps, writ- 
ten by the two founders of AA in 
1938, in Akron, Ohio, after consider- 
able soul searching and study, are the 
principles on which the AA program 
is based. Taken one at a time. they 
are a sure way to sobriet)"ì 
At each meeting, a gùest speaker, 
who is usually recruited from another 
AA group in the locality, tells of his 
drinking experiences. He describes his 
failures and frustrations and his rea- 
sons for coming to A.A He asks the 
audience to keep an open mind. 
because his utterings do not necessarily 
reflect the beliefs of AA as a whole. 
Often. persons who are at the meeting 
for the first or second time hear expe- 
riences so similar to their own that 
they become encouraged about solving 
their own problems. It is simply a case 
of one drunk talking to another drunk 
in the language that they both know 
and understand. 
Since there are no dues or fees for 
AA. membership, a collection is taken 
at each meeting to meet local group 
expenses. The meeting closes with 
everyone reciting. in unison. The 
Lord's Prayer. After adjournment. a 
social period is held and refreshments 
and coffee are served. This is a period 
where good feHowship previllls. where 
friend meets friend and where the new 


man or woman may discuss his or 
her problem with others who have had 
the same problem and who have done 
something about it. 
AA is not a religious program, 
but its background is based on faith: 
faith in a Higher Power that can re- 
store us to sanity, faith in ourselves 
and in one another, and faith in the 
A.A program. An alcoholic cannot 
expect to be cured miraculously in 
AA and, having used alcohol in 
excess for years, cannot hope to obtain 
contented sobriety overnight. It can be 
a long. drawn-out process. or it can 
be relativdy quick, depending on the 
individual and how badly he wants to 
stop drinking. 
According to statistics released by 
AA authorities, 50 per cent of those 
who come to A.A. ne
r take another 
drink; 25 per cent may slip once or 
twice after attending meetings. but 
finally are able to abstain; no records 
are available for the remaining 25 per 
cent. 
I have been a member of AA for 
ten years and have had eight years of 
happy and contented sobriety. When I 
joined. I immediately got into it "with 
both feet," hoping to revolutionize it. 
since I thought I saw many areas that 
needed improvement. Actually. AA 
didn't need the improvements as much 
as I did in my thinking! I managed 
to stay completely sober for one year 
and received a one-year medallion for 
my success. Two days later. I got 
drunk and stayed that way. off and 
on. for a year. It was the worst year 
of my life
 Having had a full year of 
sobriety and the AA program. I was 
very remorseful and angry with myself 
for having given in again to alcohol. 
I continued to drink in order to drown 
the remorse. I became resentful and 
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bitter until I could no longer cope 
with the situation, so returned to AA. 
I have continued to be an active mem- 
ber, secure in the knowledge that if 
I need help I can get it and that if 
someone else needs help, I can give it. 
In the larger centres, A.A. main- 
tains a central office which is open 
day and night and where help and 
information may be obtained. If some- 
one calls and wishes to talk to an A.A. 
member, the call is relayed to a mem- 
ber living in his or her district and 
the person is contacted at once. This 
in A.A. is known as a "12-Step Call," 
that is, trying to carry the message to 
alcoholics and to practise the princi- 
pals in all of our affairs. This is the 
true tradition of A.A 
Fortunately, my health had not been 
seriously affected by my excessive 
drinking. However, I had been treated 
by various doctors at different times 
when [ had been at my worst. Few 
doctors will tell an alcoholic that there 
is no known medical cure for him. One 
doctor did give it to me straight: 
People like you are well known to the 
m
dical profession. Every doctor gets his 
quota of alcoholic patients. Some of us 
struggle with them because we know they 
are really very sick. But we also know 
that short of some miracle, we are only 
going to help them temporarily. Inevitably, 
they get worse until one of two things will 
probably happen: either they die of acute 
alcoholism or they develop "wet brains." 
Alcohol,ism is a disease that cannot be 
cured, only arrested. Although it is the 
third worst killer. it is seldom seen on a 
death certificate. 
He further explained that alcoholism 
was found in persons of both sexes and 
of every background. He said that 
most of the alcoholics he had encoun- 
tered had better than average abilities: 
We watch the alcoholic performing in a 
position of responsibility and we know 
that becaus
 he is drinking heavily each 
day. he has cut his mental and physical 
working capacities by 50 per cent. Still, he 
seems able to do a satisfactory job. We 
cannot help but wonder how much further 
this man could go if his alcoholic problem 
could be removed so that he could throw 


THE J2 STEPS OF A. A. 


Here are the steps we took, which are suggested as a Program of Recovery: 
1. We admitted we were powerless over alcohol - that oor lives had become 
unmanageable. 
2. Came to believe that a Power greater than ourselves could restore us to 
sanity. 
3. Made a decision to turn our will and our lives over to the care of God as 
we understood Him. 
4. Made a searching and fearless moral inventory of ourselves. 
5. Admitted to God, to ourselves, and to another human being the exact nature 
of our wrongs. 
6. Were 'entirely ready to have God remove -all these defects of character. 
7. Humbly asked Him to remove our shortcomings. 
8. Made a list of all persons we had harmed, and became willing to make amends 
to them all. 
9. Made direct amends to such people wherever possible, except when to do so 
would injure them of others. 
10. Continued to take personal inventory and when we were wrong promptly 
admitted it. 
II. Sought through prayer and meditation to improve our conscious contact with 
God, as we understood Him, praying only for knowledge of His will for us 
and the power to carry that out. 
12. Having had a spiritual experience as the result of these steps, we tried to 
carry this message to alcoholics, and to practise these principles in all our 
affaks. 
Many of us exclaimed, "What an order! I can't go through with it". Do not 
be discouraged. No one 'among us has been able to maintain anything like perfect 
adherence to these priciples. We are not sai'nts! The point is, that we are willing 
to grow along spiritual lines. The principles we have .set down are guides to 
progress. We claim spiritual progress rather than spiritual perfection. 
Notes: The word "God" is not necessarily used in a religious sense. It may be 
interpreted to mean any power greater than your own. 


100 per cent of his abilities into action. But, 
of course, he eventually loses all his abi- 
lities as his disease gets progressively 
worse. This is a tragedy that is painful to 
watch. 
I have seen people come to A.A., 
seemingly in the last throes of despair, 
having lost jobs, families, and self- 
respect. To the surprise of many, they 
have sucoeeded in overcoming their 
affliction. I have also seen people ask 
for help, even though they really 
believed that they could still handle 
liquor. Sometimes they saw the light 
and sometimes they didn't. It was there 
for the taking. 


Aid For Aide 


TRAIN - a new tool for evaluating the 
performance and knowledge of nursing aides 
working in nursing homes and adult medi- 
cal-surgical units in general hospitals - has 
been issued by the Evaluation Service, Na- 
tional League for Nursing, New York. TRAIN 
stands for 'Test Reservoir for Aide Instruc- 
tors in Nursing." 
It is a file of 200 multiple choice ques- 
tions, groaped in nine sections: job adjust- 
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Most members of AA will say that 
it is how you drink, not how often 
that determines whether or not you are 
alcoholic. One thing, however, is cer- 
tain: an individual must recognize 
that he has a problem that he wants to 
overcome. Otherwise, he cannot be 
helped. 
AA's offer of help to persons 
desiring it can be found in almost any 
newspaper. A telephone call to the 
number given is a start in the right 
direction. 
"If you want to drink and can, that is 
your business. If you want to stop drink- 
ing and can't, that is our business." 


Instructors 


ment; hygiene and comfort; observing and 
recording; bedmak>ing and care of the en- 
vironment; positions and moving; treatments; 
equipment and its care; feeding and foods; 
emergencies; and care based on kind or 
stage of illness or length of hospitalization. 
Instructors of nursing aides may select 
the questions most appropriate to their own 
situations and modify them as desired. The 
items in th::: test rcs
Tvoir may be dupli- 


cated by the instructor for teaching or test- 
ing purposes in the in-stitution. 
Each question in the test reservoir is on 
a five.Jby
eight inch card. and a manual. 
"How to Use TRAIN", accompanies the card 
pack. Price is $5.00. TRAIN may be ordered 
only by nursing schools and service agencies 
from the Evaluation Service, National 
League for Nursing, IO Columbus Circle. 
New YorI.o N.Y 10019. 
THE CANADIAN NURSE 



Sick Children 


At Home 


Where is the best place to care for a sick child? 
Should he be treated in the home or in the hospital? 


At the beginning of this century, 
the sick child was treated at home 
under the direction of his family phy- 
sician. Fifty years later he was treated 
in a hospital, as the trend to care in 
large, growing medical centres develop- 
ed. Now, in 1965, it is just possible 
that the child might again be cared 
for at home under the direction and 
guidance of the staff of a children's 
hospital. In Montreal, such a Home 
Care Program has been designed for 
organized pediatric care. 
The concept of centrally organizing 
the care given within the home is 
relatively recent, but finds its roots 
in the days of the "horse and buggy" 
doctor. At the turn of the century 
the general practitioner was the focal 
point of medical care in small towns 
and rural areas. Hospital facilities 
were minimal, and he arranged for 
the best possible care in the home. He 
knew the resources of his community, 
where to find a private duty nurse 
or a friendly neighbor who would sit 
with a sick person during the night. 
He also knew who would lend a hand 
to ease the family's domestic situation. 
At the same time, he personally provid- 
ed those supportive services that have 
now become part of the medical social 
worker's role. Although this form of 
care still exists in many areas, in the 


Miss Lovelod. is the Nursing Coordinator 
of the Montreal Children's Hospital Home 
Care plan. 
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impersonal and rapidly developing 
urban communities it is not always 
possible to find it. 
"Home Care" in cities is not a new 
concept. The organizers of the Boston 
Dispensary in 1796 believed that, "the 
sick, without being pained by a separa- 
tion from their families, may be attend- 
ed and relieved in their own home." 1 
With the passing of time however, the 
organization and care within the home 


was gradually left to general practi- 
tioners and visiting nurse associations, 
and the dispensaries became absorbed 
into the hospital organization of the 
20th century. The Boston Dispensary 
has remained an exception and has 
proved to be the forerunner of the 
many North American home care pro- 
jects that have developed since World 
War II.:! These projects planned the 
same type of coordinated medical care 
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From left to right: Miss Pamela Lovelock. R.N.. Nursing Coørdinator; Mrs. Lise LadO'U- 
ceur. Executive Secretary; Dr. Brian R. Wherrett. Medical Director: Miss Janet 
Fergusson. P.S.W.. Social Worker. 
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During home visits, a medical check-up of other family members may be included as 
part of family-centred care. 


that the general practitioner in the 
rural area had given; their main aim 
was to act as a facilitating link bet- 
ween the patient, the hospital, and the 
community facilities. 
A definition of Home Care by the 
American Hospital Association in 1961 
states that 
a Coordinated Home Care Program is one 
that is centrally administered and rhat 
provides for physician-directed medical, 
nursing, social and related services to select- 
ed patients at home, through coordinared 
planning, evaluation and follow-up pro- 
cedures. 
The majority of Home Care Pro- 
grams were developed to meet the in- 
creasing needs of the older members 
of our population, but in April 1964 
the Montreal Children's Hospital was 
awarded a Dominion-Provincial Health 
Grant to organize a three-year pilot 
project designed to meet the needs 
of children. This program is believed 
to be the first one of its kind on this 
continent. 
The past two decades have seen 
remarkable advances in medical care 
and an increasing awareness of the 
young child as an individual. The 
work of Robertson 3 and Bowlby 4 has 
ended forever the cold and sometimes 
harsh atmosphere of the children's 
ward. They stress that the small child 
is an individual whose development 
could be harmfully affected if he were 
subjected to periods of separation from 
624 AUGUST 1965 


his home environment, especially from 
his mother and those members of his 
family who form the small world in 
which he normally lives. 
The hospital philosophy has been 
to regard each child as an individual 
who is an important member of a fami- 
ly, which in turn is part of the society 
in which we live. Efforts to meet the 
patients' needs have included, during 
the last ten years, the introduction 
of small living units where children 
sleep, play and eat, in family-size 
groups, and also an experimental unit 
where mothers and children were, for 
a certain period, hospitalized together. 
Nursing staff is encouraged to wear 
soft, pastel-colored uniforms, which 
are more acceptable to the young child 
than the usual hard, white, starched 
uniform. The rocking chair has been 
reinstated as an essential piece of 
ward furniture where the child and 
his mother or his nurse may enjoy 
their social periods together. A color- 
ful decor gives a less formal atmo- 
sphere to the floors, and on each unit 
there is a congenial play room. The 
Play Department offers a stimulating 
program for school-age children and 
a nursery school program is being 
developed for the pre-school child. 
In spite of our endeavors to bring 
the home into the hospital, there 
remains great disparity between the 
child's home environment and the 
hospital ward. A World Health Organ- 


ization report published in 1955 states 
that "few will dispute that the best 
place to care for a child is in his 
own home, among familiar surround- 
ings, where the people who usually 
give him security and affection <:an 
tend to his needs." á It therefore 
seemed logical to take the hospital 
into the home. 
Aims and Organization 
In organizing the pediatric home 
care program, we had five major aims: 
1. To provide our patients with a con- 
tinuity of coordinated medical care in the 
home setting, which would be equivalent 
to or better than the care they could receive 
within the hospital. 
2. To shorten the average length of 
hospitalization and to try to avoid the 
emotional disturbances caused by prolonged 
stay in hospital. 
3. To free more hospital beds for acutely 
ill children. 
4. To decrease the cost of patient medical 
care. 
S. To provide an opportunity for educa- 
tion in the pUblic health or social aspect 
of medicine, not only to the family, but 
also to hospital staff, and medical and 
paramedical students. 
The program is recognized as a 
department of the hospital, responsible 
to the executive director and, through 
him, to the administrative and the 
medical boards of the hospital. The 
basic administrative principles in- 
volved are those of centralization and 
coordination. 
The staff on the team comprises: 
a part-time medical director, a part- 
time social worker, a full-time nursing 
coordinator and a full-time exectuive 
secretary. This team works closely 
with a Steering Committee consisting 
of the executive director, the medical 
director of the outpatient department 
and the directors of nursing and social 
service. These committee members are 
utilized as resource persons for the 
team, to guide and advise in the de- 
veloping philosophy and organization 
of this new department. Both the 
medical director and the social worker 
give direct service to the patients in- 
volved, whereas the nursing coordina- 
tor organizes the patients' continued 
care from the hospital into the com- 
munity. 
Functions of the Team 
The medical director develops the 
philosophy of the department, makes 
the preliminary evaluation of all pa- 
tients, orders the type of care to be 
given at home, supervises this care, 
and carries out the medical supervision 
of a number of patients. As the pro- 
gram enlarges. other pediatricians as- 
sociated with the hospital are assigned 
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patients and are responsible for their 
direct care at home. Together with 
the medical director, these physicians 
provide complete day and night service 
to our patients. 
Under the supervision of the director 
opportunities are made for hospital 
staff, medical and nursing students to 
observe the program in operation. 
The social worker evaluates the 
capacity of the patient and his family 
to benefit from the program. This may 
involve a study of the home, space 
and equipment; an evaluation of the 
family with respect to health, both 
mental and physical, of the parents 
and other children, their intelligence, 
attitudes and motivation towards the 
child and his illness, and their feelings 
of adequacy in carrying out the home 
care plan. The social worker then 
helps the families with special needs. 
She is responsible also for making 
recommendations regarding care and 
arranges for homemakers or other 
forms of practical help involving the 
use of community agencies. 
Although the initial brief for this 
grant strongly recommenöed this valu- 
able member of the team, the grant 
authorities made no provision for her. 
Fortunately, the hospital Social Service 
Department, recognizing the vital role 
played by the social worker in pediat- 
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rics, has provided a part-time worker. 
The nursing coordinator evaluates 
the patients' suitability for home care, 
using the hospital record and direct 
interview technique. Nursing care 
required in the hospital, including 
treatments, medications and special 
equipment is rated for its suitability 
for use in a home setting. Working 
closely with the social worker, the 
coordinator ascertains the patient's and 
family's ability and aptitudes to carry 
out the activities and treatments 
required. She also helps to arrange 
for continuity of dietetic care, occu- 
pational therapy, physiotherapy and 
obtains medications and equipment for 
the home-going patient. If necessary, 
she also offers orientation to the visit- 
ing nurses in any aspects of the care 
with which they may not be familiar. 
The fourth member of the team 
is the executive secretary who is 
responsible for typing and office man- 
agement. She receives calls from fa- 
milies admitted to the program, and 
relays messages to the appropriate 
personel. The secretary is also res- 
ponsible for keeping records, statistics, 
accounts and assisting in the general 
office work. 


Mode of Operation 
An patients treated on the program 
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have been hospitalized previously. 
Usually, these patients are "standard, 
non-fee capable" and normany would 
use outpatient services instead of a 
private physician. 
Hospital services used are: con- 
sultants, clinics, diagnostic centres, 
dietitians, physiotherapists, occupa- 
tional therapists and staff members of 
the Play Department. The physiothera- 
pists and occupational therapists make 
home visits after hospital hours and 
are paid separately on a fee-per-service 
basis. 
From the community, the two visit- 
ing nurse services in Montreal - the 
English-speaking Victorian Order of 
Nurses and the French-speaking Socié- 
té des Infirmières Visiteuses - provide 
the nursing care. Home visits by labo- 
ratory technicians are organized by a 
private laboratory, although some 
specimens are also examined and pro- 
cessed in the hospital. Sick room equip- 
ment and drugs are provided through 
the hospital central supply room and 
pharmacy. Some equipment, such as 
hospital beds, wheel chairs, etc., is 
loaned from the Red Cross or hired 
from local firms. Community agencies 
also provide baby-sitters and home- 
makers. 
Unlike many adult programs, there 
are as yet no fixed criteria for admis- 
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The Victorian Order of Nurses visits to instruct the grand-mother in an inhalation trealment of a child with cystic fibrosis. The nurse 
visits once a day; the family manages the q.i.d. treatment ver} well 
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A young semi-comatose patient - a beloved 
member of the family - receives daily 
oare from the Société des Infirmières Visi- 
teuses. The family is responsible for all 
care between visits. 


sion to the pilot project. For example, 
a patient may be admitted if he re- 
quires only one or two services, in 
contrast to many adult programs where 
each patient must require at least 
three of the services provided. Some 
modification in this area may be neces- 
sary in the future. Geographicallimita- 
tion is necessary and we follow only 
those patients who live within 30 
minutes of the hospital by taxi, that 
is, not more than 10 miles away. The 
patient's age may range from a few 
weeks to 17 years. As the program is 
financed by a grant, the parents are 
not expected to contribute financially, 
other than to provide the cost of food 
and lodging, and the mother's nursing 
services within the home. 
When a child is referred, a form 
is completed by the resident or phy- 
sician responsible for the patient, often 
with the assistance of the head nurse. 
The ward staff begins to think about 
the patient's discharge, not on the day 
that he goes home, but on the day that 
he is admitted. This long-term plan- 
ning has been most valuable in timing 
the referrals. The medical situation 
is evaluated by the home care physi- 
cian and if acceptable, the case is then 
referred to the nursing coordinator and 
social worker for further evaluation. 
When the referral has been accepted 
by all three members of the team, 
preparations are made for the child 
to return home. 
During the evaluation process, an 
interview is always arranged with the 
family. If they are new Canadians 
a professional interpreter is secured. 
Following the report 6 of a committee 
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formed in Montreal to study the needs 
of sick children following discharge 
from hospital, we take great care to 
see that the instructions given to the 
guardian of the child are in terms he 
can comprehend and in language he 
can understand. The child's routine, 
and any instructions and details of 
medications are written out in the 
family's own language. 
During the period of preparation, 
both parents and the child - if old 
enough - are taught any procedures 
that will have to be carried out in 
the home, and, if necessary, the visit- 
ing nurses come for briefing in the 
special care needed. The nursing co- 
ordinator sends referral sheets to the 
visiting nurses and, if required, to 
physiotherapists and occupational 
therapists. The nursing referral contains 
a brief history of the child and his 
illness, a little of the social and eco- 
nomic background and a detailed ac- 
count of the coordinated plans made 
by the home care team. The nursing 
plan is carefully outlined, so that the 
visiting nurse is aware of her role 
and so she will have some concept of 
the family dynamics. Modifications in 
the routine are made to adjust with 
family life. Contact may also be made 
with the child's school at this point, 
so that he may continue with super- 
vised schoolwork at home. Medica- 
tions and sick room equipment are 
obtained and sent to the home. Trans- 
portation is provided to take the child 
home and for any subsequent visits 
to the hospital. These prepartions 
usually take about three days from 
the time of the referral, but if the child 
has a complex illness and requires 
many services, this period may take 
longer. 
Home visits are made by the phy- 
sician on a regular basis, usually 
weekly. The social worker, visiting 
nurses, physio, occupational and re- 
creational therapists, and also domes- 
tic agencies visit when necessary, as 
do the laboratory technicians who col- 
lect specimens. Supplies of medica- 
tions are either mailed to the families 
or picked up at the hospital. 
In this type of program, good com- 
munications are absolutely vital. We 
try to maintain a two-way exchange 
of information. In the preliminary re- 
ferrals all staff are given as much 
detailed information as possible. While 
giving treatment, these team members 
send weekly reports to the home care 
office, indicating the child's progress. 
Should there be any change in the 
child's condition, a telephone call to 
the office will initiate new treatment. 
If readmission is required, these chil- 
dren have a priority. This knowledge 
has been reassuring to the parents. 


P
ogress notes from the physician 
and nurse are sent to the supervisor 
of the visiting nurses and to the phy- 
siotherapists, occupational therapists, 
etc. A good communication system 
has done much to facilitate smooth 
running. 
From time to time, a consultation 
with a specialist may be required. 
Either the specialist can visit in the 
home or the child can be brought to 
the hospital clinic where he is seen 
with a minimum of delay. 
When the child is to be discharged 
from the home care program, all staff 
members make sure that the family is 
capable of maintaining care and is 
aware of the available community 
facilities. 


Case History 
Helene, an 8-year-old girl with a juvenile 
neurofibromatosis, (a locally growing 
malignant rumor of the lymph glands of 
her neck) has had many admissions to hos- 
pital in the past 4 years for both medical and 
surgical treatment. Her last admission was 
for 10 months, during wLch time a trache- 
otomy and a gastrostomy were performed 
because the tumor had compressed her 
trachea and esophagus. 
This little girl has very warm and 
capable parents who tried to take her home 
most afternoons. She was referred to home 
care and, during the evaluation period, the 
parents expressed willingness to have 
Helene at home full-time. Because of the 
complexity of her management, a ten day 
"training period" was arranged. During this 
time Helene, her family and the home care 
team were given a chance to prepare for 
her homecoming. Helene's hospital routine 
was adapted around her mother's activities 
and the family life. Her parents were given 
a clear outline of the care needed and were 
guided in the areas in which they could 
participate. The mother learned the tech- 
nique for preparing the formula and the 
method of administration. 
A few days before Helene was due 
for transfer home, the visiting nurse spent 
a morning of orientation in the hospiral 
and participated in the routine morning 
care. This gave both Helene and the nurse 
a chance to get to know each other and 
establish rapport. She also met the other 
members of the team and received a short 
briefing on the family dynamics by the 
social worker. In a less complex situation 
this background material could have been 
sent by the nursing coordinator directly to 
the visiting nurses' association involved. 
A chart was made of all equipment re- 
quired and arrangements were made for the 
mother .to check this list weekly. The home 
care office would provide fresh supplies 
for weekl,y "pick-up" by the father. 
Helene went home. She has adjusted 
very well and her mother has taken over 
the majority of nursing duties, assisted and 
THE CANADIAN NURSE 



guided by daily VISItS from the visiting 
nurse. Helene's care fits in with the life 
rhat her brothers and sisters lead and the 
pattern of family life is less upset as the 
parents are not required to leave the other 
children for long periods. Helene herself 
is very happy and relaxed to be at home. 


What else does Home Care mean? 
It means that Michael, aged 11, with 
acute rehumatic fever, was able to go 
home after only eight days in hospital 
instead of five to six weeks, and he 
has convalesced well at home. It has 
also meant that David with a terminal 
spinal tumor has been able to spend 
the last six or seven months with his 
family instead of in a hospital or insti- 
tution. Josée, a 4-year-old girl with 
severe debilitating rheumatoid arthri- 
tis, has been able to leave the institu- 
tion in which she was living and 
return to her family, where her phy- 
siotherapy and medical supervision 
have continued. We have also been 
able to help the Blanger family and 
their three children, two of whom have 
cystic fibrosis. Caring for both chil- 
dren simultaneously was too much for 
this mother, and we were able to assist 
the family when they decided that the 
younger child should be looked after 
by her grandmother who lives reason- 
ably near the hospital. We were able 
to support this grandmother with nurs- 
ing and medical care, and the little 
girl has responded well to this form of 
treatment. 
The program has treated other chil- 
dren with a variety of conditions: neo- 
plastic disease; metabolic disorders 
such as muscular dystrophy, hypophos- 
phatemic rickets and diabetes; osteo- 
myelitis; Guillain-Barré Syndrome; 
thalidomide syndrome; hydrocephalus; 
glomerulonephritis and nephrotic syn- 
drome. Children, following operation, 
particularly after correction of tracheo- 
esophageal fistula and surgelY of the 
hi adder with imperforate anus. have 


Fooll and Drug regulations have been 
amended to require a warning on the labels 
of all products containing phenacetin. The 
n
w regulation. in effect after October I. 
1965, reads: 
No p
rson shall s
ll a drug containing 
(a) salicylic acid or its salts, acetylsalicylic 
acid or its salts. or salicylamide. unless. 
where the drug is recommended for chil- 
dren. both ItS inn:r and outer lab
ls carry 
cautionary statements to the effect that the 
drug is not to be administerf'd to children 
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been cared for very successfuly. 
These conditions seem to fall into 
three main categories: 
I. Chronic illnesses requiring multidisci- 
plinary care. These illnesses fulfil the 
criteria of most adult home care pro- 
grams. 
2. Chronic diseases with previous failure 
of management through a lack of con- 
tinuity or coordination of care. 
3. Acute illnesses requiring a short period 
of daily care. 


Effects of Home Care 
The children have generally reacted 
well to the security of their homes 
and the presence of their parents dur- 
ing the period of stress caused by 
their illness. The parents have shown 
a great deal of warmth and resource- 
fulness. They seem more secure and 
satisfied through participating rather 
than merely onlooking. The visiting 
nurse associations are enthusiastic. The 
emphasis of their work is often direct- 
ed to older patients and they welcome 
the chance to work with children. 
The nurse has an excellent opportunity 
to give family-centred care and health 
education. This is often difficult to do 
in the hospital setting. The doctor 
sees the child as part of the family, 
in the home environment, and can 
relate this to the disease process. 
Since the program began, we are 
more aware of the necessity for a 
greater emphasis on rehabilitation 
while the child is still in the hospi- 
tal. The program has stimulated both 
nursing and medical staff to prepare 
parents and patients more fully for 
the return home. All senior members 
of the nursing staff have visited the 
department and made home visits with 
the director. The interest shown in the 
social aspects of illness and enthusiasm 
for the program has increased. 
In summary, the program has pro- 
gressed weIl and i
 fulfiIling most of 
its aims and objectives. At present. 
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under two years of dge except on the 
advice of a physician: 
(b) Hyoscine (scopolamine) or its salts. 
unless both its inner and outer lahels carry 
a cautionary statement to the effect that 
the drug is nol to be used by p
rsons suf- 
fering from glaucoma. or where the drug 
caus
s blurring of th: vision or pressure 
pain within the eye; 
(c) Phenacetin, eithr:r singly or In com- 
tination with other drugs. unless its label 
carrirs the following statement: 
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The psysiotherapist aids the rehabilitative 
program through visits twice weekly. 


with data from only one year of opera- 
tion, it is difficult to predict any 
specific trends but it appears that the 
program can over a wide range of 
illnesses and disease patterns within 
the scope of the home. In conclusion 
- yes, in selected cases, home may 
very well be the best place to nurse 
a sick child. 
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CAUTION: May be injurious if taken in 
large doses or for a long 
time. Do not exceed the 
recommended doses withoul 
consulting a physician. 


The requirements of the [above] section 
do not apply to: 
(a) Any preparation containing a drug 
that is r.::quired by any Federal statute to 
bc sold on prescription: or 
(b) parenteral or injectable preparation
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An 


Approach 


An 'nservice Educator thinks about a hospital philosophy 
and its implementation. 


No culture in history has been so 
child
centred as the society of con- 
temporary North America. It was not 
ever thus. Medieval Europe was posi- 
tively careless about its children. At 
that time, family life was submerged 
in the turbulent world of society as 
a whole. 
The child, like all other members 
of society, was servant to the feudal 
state. He was not brought up to fulfil 
himself as an individual. Children were 
thrown into the adult world at the age 
of six or seven, not long after their 
long postponed weaning. They were 
privy to all types of social activity. No 
one believed that experience, even in 
sexual matters, could soil childish in- 
nocence; nobody believed this in- 
nocence really existed. 1 
Toward the close of the 15th 
century, a new attitude arose among 
pedagogues: first, that children were 
innocent and their innocence should 
be protected; second, that children had 
character that should be strengthened 
and formed. Later, Jean Jacques Rous- 
seau said: "Children are good at birth 
and should grow up naturally." 
In the 18th century, the family 
began to seek privacy and to push 
back intruders. As the family became 
more and more of a private unit, it 
was increasingly preoccupied with the 
child and in doing things to him for 
his own good. For a time, there was 
a revival of the theory of beating 
original sin out of the child, and the 
idea that everything pleasurable was 
sinful. The solicitude of the family, 
church moralists and legislators depriv- 
ed the child of the freedom he had 
hitherto enjoyed among adults. Society 
inflicted on him the birch and the 
prison cell. 


Miss Callin is Assistant Direcwr of 
Nursing in charge of Inservice Education 
at The Montreal Children's Hospital. 
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This severity was the expression 
of a very different feeling from the 
old indifference, however. Society was 
concerned about the child. This con- 
cern has persisted and taken many 
forms, influenced by the social, eco- 
nomic and scientific achievements of 
the times. 
The child was an economic asset to 
the working class family until about 
1900. Since then he has become a 
greater and greater financial liability. 
The exceedingly well-behaved child 
of the Victorian Era became an adult 
seething with bitterness and hostility. 
In the first decade of this century, 
behavior was "good" or "bad". Father 
made the rules and rewards or punish- 
ments were meted out according to 
these rules. 
In the 20's and 30.s the child was 
brought up according to the clock. A 
four-hourly schedule was set up, 
regardless of whether it suited the 
baby, the mother, or the family; the 
schedule was all-powerful. 
This era was immediately followed 
by the trend toward self-expression, 
and the child was encouraged to ex- 
press himself regardless of how in- 
convenient or annoying this might be 
for those living with him. Fear was 
created that strict discipline would 
emotionally handicap the child. Parents 
were made to feel responsible for the 
emotional health of their children. 
Parental security was lost. 
Today the developmental approach 
to child rearing is practised. This 
philosophy, too, is not without flaws. 
Since Freud, there has been a tendency 
to be analytical and to look for 
reasons for behavior. Heredity and 
environment have been blamed for 
behavioral problems, and the parents, 
who provide both heredity and en- 
vironment, have been left to ask them- 
selves, "What did we do wrong?", 
when their child acts in an anti-social 


manner. Parents may be guilt-ridden. 
A relatively new idea is being put 
forward at present - that the parent- 
child-sibling relationship is a circular 
one; that the child interacts with the 
family in all possible ways and that 
there is not simply a parent acting 
upon a child. The parents, the child, 
and his siblings are all responsible for 
creating the environment. This theory 
spreads the blame, if blame there be, 
among all the significant people in the 
child's world. 
Hospital personnel are, from time 
to time, the significant people in a 
child's world, responsible for creat- 
ing his environment, responsible for 
his mental health. Hospital philoso- 
phies of child care have paralleled 
those of the society in which the hos- 
pitals exist. The approaches to chil- 
dren have been influenced by the 
social and scientific achievements of 
the times. Today, a great deal is 
demanded of medical science. A sick 
individual must be returned to the 
society as a contributing member. The 
modern community has no place for 
the unproductive person. Society is 
no longer satisfied that a life has 
been saved; complete rehabilitation is 
expected. Physical care is not accep- 
table if it can be achieved only at 
the expense of emotional and social 
development. 
Much research has been done into 
the effects of hospitalization on young 
children. Such names as Bowlby, Spitz, 
Spence, and Robertson have become 
familiar to all persons concerned with 
the welfare of children outside their 
homes. Society as a whole has been 
much influenced in this century by 
the psychiatrists Freud, Jung, and 
Adler, and more attention is paid to 
the emotional health of the nation 
than ever before. Some sociologists 
postulate that the only real function 
of the modern nuclear family is the 
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To 


Child 


Care 


emotional satisfaction of its members. 
Taking cognizance of all these things 
The Montreal Children's Hospital ex- 
presses its philosophy this way: 
This hospital believes that caring for 
a child is caring for an individual who 
has rights and who is a member of a family 
and of a community. 
We are concerned with the child in both 
health and disease from the standpoint of 
his rotal well-being - physical, mental, 
social and emotional. 
In considering disease conditions from 
which children suffer, the emphasis in 
nursing is not only on the disease and the 
appropriate nursing care, but also on the 
effect of the illness on the development' of 
the child, and how that effect on the child 
and his family can be minimized. 
Care is based on these concepts of 
child care: 
A child is in the process of growth and 
development to maturity. 
The child is a member of a family and 
is used to having his intimate needs met by 
members of the family group. It is diffi- 
cult for a 
oung child to understand how 
strangers in a st'range environment can 
provide for him. 
Illness interferes with the normal ex- 
periences by which a child grows in body 
and as a person. 
Illness results in fear, uncertainty and 
increased dependence of the child and his 
parents upon strangers. It creates problems 
of adjustment for the child and his family. 
Comprehensive t'reatment and care aim to 
meet the varying needs of the child and 
family. 
Continuous individualized family- 
centred care is advocated. An attempt 
is made to limit the number of people 
involved in the care of the child, so 
that more than superficial relation- 
ships can be established. Each child is 
considered as an individual and the 
approach is modified to meet his 
particular needs. Family contal:t is 
maintained through numerous tele- 
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phone calls home, liberal visiting hours 
and encouragement of the parents to 
visit daily and participate in the care 
of their child. 
In his book, The Four Loves, in 
which he talks about affection, friend- 
ship, eros and charity, C. S. Lewis 
states that affection includes both 
"need-love" and "gift-love." "Need- 
love" is the craving for the affection 
of others; "gift-love" is the craving 
to give affection to others. 2 Affec- 
tion is an equilibrium. "Gift-love" and 
"need-love" are interdependent. The 
staff is guided in the establishment 
of healthy relationships with the child 
and his family so that they can offer 
support to the family. "Gift-love" can 
be spent on the children, but, "need- 
love" must be obtained elsewhere. 
Discipline is limited. The child is 
not permitted to harm himself or to 
harm others. Discipline is viewed realIy 
as a matter of teaching and limiting. 
The child learns discipline from en- 
couragement of his achievements, 
from guidance through new experien- 
ces and from the limits set on his 
impulsive actions. This is more than 
rules of behavior and curbing impulses; 
it is a process of gradually imparting 
values about living. As the parental 
values about living are not known, 
personal values are not imposed upon 
the child in case they differ from 
those of the parents. Discipline is only 
acceptable if it comes from a person 
who is significant to the child. As we 
cannot be sufficiently significant, we 
limit our discipline to essentials. 
Unacceptable behavior is a child's 
cry for help, and should be handled 
sympathetically rather than punitively. 
This is our hospital philosophy, our 
body of beliefs. However, a belief is 
a personal thing, something that 
evolves from within. It cannot be 
imposed upon an individual. The most 
difficult thing., to change are attitudes, 


and every person comes to his or her 
job with attitudes, prejudices and 
emotional responses to situations. It 
is not possible to consider the children 
except in relation to their families and 
past experience, and it is not possible 
to ignore the past experiences of the 
staff either. 
Not everyone will be able to accept 
this philosophy, and it is wise for 
us to accept that there are some 
people whose attitudes cannot be 
modified. Some people brought up in 
the bacterial era, before the advent 
of penicillin, will never be able to 
accept that the hazards of emotional 
trauma can be as great as those of 
bacterial contamination. Many people 
trained in the authoritarian hospital 
milieu will find it difficult to accept 
the permissive developmental ap- 
proach. 
Change is both exciting and disturbing: 
exciting because it is a huge stimulus; dis- 
turbing because latent in most' people is 
an apprehensiveness about the unknown and 
the unexpected. 3 
The hospital has a responsibility 
to the children and to the staff. Good 
care for the children can not be provid- 
ed if the staff is disturbed. Personnel 
need opportunities for growth and also 
protection from too much stress. 
Learning does not take place with- 
out pain, and it is the role of Inservice 
Education to provide opportunities fOr 
learning and to ensure that the pain is 
not intolerable. 
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MISS MCSWEENEY - Oirector of the 


At the Montreal Children's Hospital, the child and his world have alwaY5 
been of paramount importance. Founded as the Children's Memorial 
Hospital in 1902, this McGill teaching hospital shows a record of growth 
and achievement that makes it one of Canada's best-known pediatric medical 
centres. Throughout its long history, the prime and passionate concern ha5 
been the child - not as a miniature adult, but as a unique individual. 
Progress and technical developments in teaching, research and child cart: 
have all centred around this philosophy. It is the keystone of nursing, from 
the student to the postgraduate. 
The Montreal Children's Hospital was one of the first on the continent tc 
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is always there to welcome, to help and to just be near. In this, she providf 
security. So does the act of play itself, and participation in it with otht 
hospitalized childr
n. Blo::ks, trucks, caß, scft dolls, arc familiar thing' 
New friends are made as a work-table is shared. Play may be quiet bl 
comforting when there is a need to be alone. Music too can be a comfor 
as the child listens or softly sings along. 
In the total care of the child at the Montreal Children's Hospital, th 
very real but not always easy to define "needs of the spirit" are importan 
They are not only recognized but stressed by every member of the hospit. 
staff. The Play Department with its professionally-prepared staff and "helpin
 
volunteers reaches out to the children as they explore this new world. A 
well. the Department is closely associated with nursing through teaching an 
informal discussion. thus bridging a gap as it brings its professional assistanc 
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roduce a Play Department - "because play is a part of getting well." 
day, as our small patients come (or are brought) to the Central Playroom 
as our Play staff and volunteer workers carry play to the bedside within 
nursing units, the challenge of the child as an individual continues. 
. have learned so much and there is so much to learn in understanding, 
peet and recognition of these small persons, each quite different from 
other. 
Play is often referred to as the universal language of the young. and we 
Itinually gain knowledge in the art of playas known and experienced 
hospitalized children. The familiar lady in yellow. like Mummie at home, 
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findings to those engaged in day-to-day care. 
)erhaps the simple words "Iove" and "caring" best sum up this philosophy. 
tainly the development and emotional well-being of the sid. child in 
pital are of fundamental importance and cannot be minimized. As 
dren's medical centres and pediatric units in general hospitals continue 

row on this continent. they are increasingly referred to as "places-to-get- 
I." If they are to deserve this name and if hospitalization for the child i., 
1e a constructive experience instead of a traumatic one, more and more 
}hasis must be placed on his mental. emotional and spiritual needs as 
I as those purely physical. Otherwise, all of us .,.,ho are professional 
.kers associated with the care of the hospitalized child must ask ourselves, 
hat kind of places-to-get-well are ""c providing kr cur childr
n in thi" 
ghtened twentieth century?'" 
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Children's 


Psychiatric 


Unit 


In 1958, the Montreal Children's 
Hospital opened a unit for emotionally 
disturbed children. Prior to this time, 
selected psychiatric patients had been 
admitted to the general wards. The 
purpose of these admissions was to 
evaluate the suitability of standard ac- 
commodation for the care of emotion- 
ally disturbed children. Study showed 
that some of them were unmanageable 
in a standard setting, and that it was 
difficult to offer a desirable program 
of care under these conditions. Our 
need for a special unit became ap- 
parent. 
The unit was established to provide 
the kind of environment within which 
a disturbed child could learn, grow, 
and develop ego strengths that would 
enable him to return to his home and 
community as quickly as possible. 
We see this short-term hospitalization as 
only one link in a chain of rehabilitative 
events, other links having frequently preced- 
ed it... in nearly all cases the goal is for 
other links in the chain of rehabilitation 
to follow. 1 
One of our objectives is to provide 
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head nurse of the Psychiatric Unit at 
Montreal Children s Hospital. 
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Love is not enough. - Bruno Bettelheim. 
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continuous observation of the child 
for diagnostic assessment of his present 
status and potential response to treat- 
ment. Another is to implement or 
continue treatment on an individual 
basis. Psychotherapy based on psycho- 
analytical pri:Iciples, pharmacotherapy, 
occupational-recreational therapy, and 
remedial education arc included in the 
treatment regime. The many skilIs of 
an organized team are mobilized for 
a highly planned and family-centred 
milieu program. 
The Physi
al Environment 
The unit is a closed ward on the 
seventh floor. However, the only lock- 
ed doors are those to the ward, the 
nursing station, the kitchen, the linen 
room, and the occupational therapy 
room. 
Accommodation IS provided for 
twelve in-patients and four day- 
patients. The ward was remodelled as 
a standard hospital unit and the phy- 
sical effect is, thereby, limited; an at- 
tempt was made, however, to create a 
homelike atmosphere with decor and 
furnishings. There are seven double 
bedrooms and one small play or study 
room. The main hall and solarium 
serve as living and dining areas. 
Safety features include: removable 
tap handles, bolted toilet cisterns. 
locked light switches. double-screened 
windows opening only six inches top 
and bottom, and shatterproof glass. 
Experience has demonstrated many 
limitations. There is not enough pri- 
vacy between rooms to separate a 
child effectively from a situation that 


is too stimulating. Living space is 
inadequate. Particularly needed is 
indoor activity space designed for both 
rough and quiet, wet and dry, play. 
An even greater drawback is the 
lack of an outside recreation area. Ex- 
perience has shown that a unit on the 
ground floor opening into a screened 
yard is very essential. This would also 
require less staff for supervision of 
the children at certain periods. 
Team Work and Communication 
In charge of the unit are two psy- 
chiatrists who supervise three resident 
psychiatrists-in-training. Nursing staff 
consists of a head nurse and her as- 
sistant, six graduate nurses. nine child 
care workers, and one ward clerk. 
Other team members include a psy- 
chologist part-time, one social worker, 
one occupational therapist, and two 
remedial teachers part-time. 
The sine qua non to good team 
work is effective communication. This 
is more easily talked about than actual- 
ly achieved. It is the principal concern 
of the director of our unit, Dr. Hyman 
Caplan. who considers the integration 
of the team and the efficacy of the 
milieu to be his major tasks. 
A useful method has been evolved 
by which all team members can pool 
information about a particular child. 
Each week, one case is selected for 
formal review. Initially, the resident 
assigned to the child presents a detail- 
ed ca
e-study conference with em- 
phasis on a comprehensive past history 
and the dynamics of his individual 
therapy with the child. Subsequently, 
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at a family-interview conference, the 
therapeutic needs of this child and 
his parents are identified. Finally, at 
a case conference, the occupational 
therapist, social work.er, teacher, and 
nurse or care work.er focus, at great 
length, on inter- and intra-team inter- 
action with the child and his family 
since admission. Both short- and long- 
term objectives are then delineated and 
plans to help achieve these ends are 
formulated. Representatives of outside 
agencies, with whom the child has been 
associated or to whose care he might 
be discharged, may also be present. 
Another occasion at which team 
members share information, learn, and 
plan to meet the child's needs is the 
weekly ward rounds. At these meetings 
the milieu and "life-space" 
 inter- 
actions have precedence over all other 
aspects and therapeutic manifesta- 
tions. Life in hospital consists of con- 
siderably more than the hours the 
child spends in interviews with his 
therapist. The milieu constantly strives 
to interact in a planned, dynamic 
fashion. To exploit these experiences 
for clinical gains, the team member 
immediately on the scene learns to 
act as a mediator between the child 
and his environment, and to regulate 
the impact of lifespace experiences 
upon him. During ward rounds, there- 
fore, our purpose is to help team 
members to acquire skill in interacting 
therapeutically in life-space situations. 
Each resident meets regularly with 
the nursing staff to exchange informa- 
tion about his patients. Doctors and 
nurses also meet weekly as a group to 
discuss a wide range of mutual con- 
cerns. The real objective of these doc- 
tor-nurse discussions is to increase the 
inner comfort of the nurse; for the 
real essence of milieu therapy is a 
nurse who enjoys her work. The doctor 
helps the nurse or care worker to un- 
derstand the child, to know what she 
can do for her patient, and acts as a 
sounding board against which she can 
test her ideas and relate her personal 
feelings and anxieties. 
Another important product of com- 
munication is the coordination of 
the activities of different facets of 
the total program. The occupational 
therapist meets frequently with the 
nursing staff, both formally and infor- 
mally, and joins the head nurse and 
teachers to coordinate school, occupa- 
tional therapy, and ward activities. 
As well as frequent face-to-face 
communication, with emphasis on 
change-of-shift reports, nursing staff 
keep detailed, descriptive records of 
their observations and interactions 
with their patients. These serve to keep 
the rest of the team fully informed 
VOLUME 61. NUMBER 8 


about the day-to-day behavior of their 
patients. Summaries of all conferences 
and other useful information are rc- 
corded in a "communication book." 
Effective communication has reduced 
the need for formal nursing care pbns, 
but these are also considered important 
to nursing team work. 
Admission 
Referrals come from many sources 
- parents, physicians, schools, courts, 
and other agencies - but all patients 
are carefully screened for admission 
through the psychiatric out-patient 
clinic. 
Children, four to twelve years of 
age, with any of a broad spectrum of 
emotional problems may be admitted. 
Some may be disabled with physical 
conditions, such as diabetes or asthma, 
where emotional factors have become 
the prime problem. Others may pre- 
sent neurotic syndromes such as 
"school phobia"; still others with 
schizophrenic symptomatology. The 
child's behavior may be largely with- 
drawn, depressed, or primarily ag- 
gressive and acting-out. 
Though the department of psy- 
chiatry generally prefers to treat chil- 
dren on an out-patient basis, there are 
many situations where hospitalization 
is advisable. One child's problem may 
be sufficiently acute and critical to 
require the special kind of interven- 
tion admission can provide. Another 
may require the continuous observa- 
tion hospitalization permits for diag- 
nostic and prognostic purposes. A 
third child's problem may be so 
chronic that he fails to make headway 
in out-patient therapy. The admission 
to hospital may then serve as a cata- 
lytic force that confronts him with the 
need to re-adapt to a new situation 
and may make it easier to begin the 
therapeutic process. 
Case selection is made for grouping 
purposes. Admission may be deferred 
to a time when the child's character- 
istics - sex, age, and nature of his 
problem - and ward factors are mu- 
tually compatible. Primarily aggres- 
sive and acting-out children are kept 
to a manageable number. Only a limit- 
ed number of regressive schizophrenic 
and autistic children are admitted at 
anyone time. Nursing staff cannot 
care for many autistic children well 
and these children particularly need 
one-to-one relationships. How much 
children teach and learn from each 
other is sometimes overlooked. We 
feel strongly that the mixing of ages 
and clinical syndroms, forming a 
heterogeneous group, has marked the- 
rapeutic possibilities. 
Before admission, the ward philos- 
ophy and program are interpreted to 


the child and his family. A pre-admis- 
sion visit to the unit may also be 
arranged. After admission, nurses and 
care workers have an important task, 
as participant-observers to many fami- 
ly transactions, in offering support for 
both parents and children in situations 
sometimes highly charged with fear, 
anger, shame, and guilt. 
Parent-child-sibling interaction IS 
usually maintained throughout the 
child's hospitalization. Parents are 
generally encouraged to visit frequent- 
ly, and to take their child home for 
the week-ends. Once each week, chil- 
dren, parents, medical and nursing 
staff share afternoon tea to become 
better acquainted. Team members thus 
are enabled to observe and better un- 
derstand the child's role in the family 
system and the forces the system exerts 
upon him. It is also essential for the 
child and family to maintain contact 
so hospitalization is not seen as an 
ivory tower defence against the world 
and reality. 
Since we are often dealing with 
the pathology of a family unit in treat- 
ing disturbed children, involvement of 
parents in therapy is considered es- 
sential. The family is seen regularly 
in individual or group sessions by a 
psychiatrist and/or a social work.er. 
"00. one of the main goals of the ther- 
apy is to facilitate inter-familial rela- 
tionships and communication.":\ The 
therapist attempts to make parents 
more aware of what they are doing 
to each other and, particularly, to their 
child. In revealing their affects and at- 
titudes, an attempt is made to help the 
family see what they say, do, and feel 
in a new perspective. The therapist 
also tries to encourage positive inter- 
actions and healthy behavior to work 
out a better balance and a more har- 
monious adaptation to the diverse 
needs involved. 
Nursing Staff Characteristics 
A major aim in staffing the unit 
is to select a variety of stable indivi- 
duals, male and female, with whom 
our patients may relate. Applicants 
are screened for personality character- 
istics that are considered desirable. 
A liking of children is a prime re- 
quisite. Ability to communicate and 
work effectively with others is essen- 
tial. A capacity to empathize and in- 
ner personal security are considered 
great assets, as are intelligence, sen- 
sitivity and resourcefulness. A desire 
to learn and an ability to tolerate 
greater understanding of self are neces- 
sary. This work is both physically and 
emotionally demanding and requires 
stamina, patience, and an ability 10 
toler
te delayed reward. 
The range of experience and pre- 
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paration of the nurses and care workers 
is extremely broad. Some of the nurses 
have had post-basic preparation in 
adult psychiatry, pediatric, or public- 
health nursing; some care workers have 
Bachelor of Arts degrees. The staff 
also includes housewives who have 
raised their own families and college 
students on summer vacations or those 
planning eventually for careers in affili- 
ated fields. Staff range in age from 
the late teens to the forties and include 
thinkers as well as practical, action- 
oriented individuals. When homo- 
geneous policies and principles are 
employed, the many abilities of a 
heterogeneous staff group can be har- 
nessed for a desirable therapeutic ef- 
fect with a heterogeneous patient 
group. 
As a group, child care workers are 
unique and necessary to our ward. 
They perform the same tasks and 
share the same responsibilities for 
patient care as the graduate nurses. 
For legal reasons, care workers do not 
dispense medications and, if a gradu- 
ate nurse is on duty, do not assume 
charge of the unit. 
Nursing staff have in common little, 
if any, previous experience caring for 
disturbed children, and the rate of 
staff turn-over is fairly high. The unit 
is teaching oriented and there are 
many learning opportunities; inservice 
training and staff development pro- 
grams are particularly necessary in this 
type of setting. 
Nurses share with other team mem- 
bers the belief that underlying the 
behavior of many disturbed children is 
a common lack of "basic trust",4 al- 
though this may manifest itself in a 
variety of ways. Thus, our first ob- 
jective is to contribute to the develop- 
ment of the child's trust, in himself 
and in the outside world, through a 
warm and friendly relationship. To try 
to establish a meaningful interpersonal 
relationship, one nurse or care worker 
is assigned to each child on admission 
as her responsibility for the duration 
of his hospitalization. 
Each child is regarded as a unique 
individual, with a unique problem, and 
rarely, therefore, can rigid general- 
izations be made about nursing care. 
For example, food is often an im- 
portant symbol for gratification. Some 
children demonstrate marked pre- 
ferences for sweet or starchy foods; 
some over-eat; others under-eat. Our 
practice is to accept an individual's 
pattern until we become quite certain. 
from a more detailed knowledge of 
the child, what is in his best interests. 
The nurse's main therapeutic tool 
is the skill with which she can utilize 
her own personality. By what she says 
and docs with him, the nurse feeds 
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into the child the experiences he re- 
quires to help him recover from emo- 
tional starvation. Crucial in this regard 
is a planned, dependable, daily routine 
including programmed activity and 
free play, with fixed times for special 
school, occupational therapy, meals, 
snacks, and bedtimes. Through partici- 
pation in these every-day experiences, 
such as joining him at family-style 
meals, the nurse often begins to estab- 
lish a relationship with her patient. 
The nurse's observations of the child 
and their interactions together help 
to reveal the child's interaction with 
his inner world - the world of 
dreams, fears, fantasies, and ambitions 
- and his outer world - the people, 
objects, and events of reality. Many 
disturbed children are "socially near- 
sighted" 
 or tend to misperceive and 
misinterpret reality. The nurse is a 
teacher who enriches the child's un- 
derstanding of his self and the out- 
side world and on whom he can depend 
for realistic and honest explanations 
at his level of awareness and compre- 
hension. Sometimes this relationship 
is the child's first experience with a 
sincere, frank, and honest adult; one 
who will try to show him what is 
really going on and how he is really 
involved. As a participant-observer, 
interacting in on-the-spot or life-space 
events, the nurse's interpretations can 
have an immediate effect on the child's 
perception of himself and the outside 
world and can initiate the process of 
helping him to come to grips with his 
problem. These interactions are often 
far from gratifying for the child and 
open up affects that can be disturbing 
as he is moved into seeing things he 
has refused to look at for years. This 
paves the way for the child's relation- 
ship with his psychiatrist and provides 
much of the fundamental material that 
patient and doctor will work through 
further and build on together. 
Many children faced with major 
life stress find it necessary to slip back 
into more helpless, dependent states 
in an attempt to find strength of some 
sort. The nurse augments the child's 
strength through the one-to-one rela- 
tionship. The child is usually permit- 
ted, initially, to be dependent. 
Having his dependency needs met" enables 
him to develop a sense of trust in his 
environment and eventually, to develop 
a feeling of mastery over stressful situa- 
tions. 6 
The nurse's second major objective, 
however, is to help the child do 
something for himself. She docs this 
by offering him a range of experiences 
to master and by showing him what 
he can do. As he gains emotional 
strength and begins to do more for 
himself. his nur
c shows him what he 


has just done and begins to ask him 
to do more of what he already knows 
he can do. 
Another aspect of the nursing role, 
therefore, is to facilitate and encour- 
age a variety of opportunities for the 
child to experience many facets of 
every-day life. For example, each af- 
ternoon, group and individual outings 
are planned, such as bowling, swim- 
ming, skating, visits to zoos, museums, 
factories, restaurants, and stores. The 
occupational therapist helps the staff 
to plan group activities and to select 
and use play equipment purposefully. 
Staff are expected to participate active- 
ly in children's games and activities, 
but also to help the child to develop 
his own resources for independent 
play. 
Nursing care can be considered to 
fall along a hierarchical continuum on 
which there are three gradients: 
1. The nurse or care worker must be 
able to observe and record what" is going 
on at all interactional levels with the child. 
2. It is very desirable that these observa- 
tions be understood. This involves a know- 
ledge of basic human development" and psy- 
chodynamics. 
3. The next stage is the most challenging 
and involves the nurse's ability to use her 
understanding therapeutically in her daily 
interactions with the child. Here the nurse 
must first do or say what she thinks is 
right and then with guidance evaluate the 
outcome of her choice of acrion. 


limit Setting and Control 
Many disturbed children suffer from 
an inability to control their emotions, 
and they express anger and excitement 
in impulsive, explosive, aggressive 
episodes. Our principal aim is to prov- 
ide control as a substitute for the 
child's own ego, in such a manner 
and until such a time as he has deve- 
loped controls from within himself. 
This control, while not punitive, may 
at times involve simply the presence 
of the nurse. At other times, we use 
separation from the group; firm. pro- 
tective. physical restraint; and the help 
of medications. His nurse never leaves 
a severely upset child and interprets 
her actions as contro1lìng and helpful 
measures rather than as punishment. 
At all times, it is not in a child's 
best interests for him to control the 
ward and staff. Confirmation that he is 
omnipotent and that adults arc weak 
and not dependable can be very threat- 
enning to a child. Though he may test 
limits frequently, his inner security 
and outward safety require that the 
staff at some point take a firm. con- 
sistent. and unhesitating stand. Our 
basic limits involve preventing the child 
from harming himself, from hurting 
other children and adults, and from 
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destroying hospital property; thus, 
protecting him from the shame, guilt, 
and insecurity he could suffer as a 
consequence. 
Rules are kept to a minimum and 
are usually simple and practical. On- 
the-spot decisions are made by the 
staff, in harmony with the individual 
child!s capabilities and society's 
demands. Good behavior is never 
bargained for with threats or treats, 
nor does the staff enter into an argu- 
ment with the child. Rather, he is firm- 
ly confronted with the reality, and 
therefore the limits of the particular 
situation. Each situation is unique and 
there are no standard solutions. If a 
child shows that he is not yet well 
enough to use a certain privilege, it 
may be withdrawn, but he is told that 
when he has shown us that he is ready, 
he may have it back again. 
Anti-social behavior is not condon- 
ed, nor does the permissive method ex- 
clude our expectancy of change and 
improvement in the child's behavior. .. 
We seek essentially to understand be- 
havior. If the child is acting-out his 
conflicts, we must control and prevent 
this, and help him find other ways of 
expressing or mastering his problems. 
Our objective is to assist him, at a 
pace appropriate to him, to learn 
socially acceptable and rewarding pat- 
terns of Jiving, and to help him to 
forego immediate satisfactions for a 
greater mastery over his own behavior 
and the development of a stronger, 
he3lthier ego. 
Frequently, the child's parents 
have been too afraid of his and/or 
their own anger, anxiety, or sadness 
to handle his behavior effectively. The 
aggressive, acting-out child has often 
experienced considerable success, 
therefore, in manipulating and manag- 
ing adults and is correspondingly mis- 
trustful of them. Here the nurse can 
become a corrective emotional ex- 
perience. Once the staff has acquired 
this ability, it is often through effective 


limit setting that we "... creep into a 
(child's) confidence which was not to 
be won directly." 8 It is most essential 
for the child to understand that it is 
his behavior and not himself that is 
rejected. 
Discharge 
The average duration of hospitaliza- 
tion is approximately three months, 
though some patients have remained 
almost one year while others have been 
discharged after a few days. 
Discharge planning begins on admis- 
sion. From the first, the unit is inter- 
preted as a temporary situation rather 
than a permanent placement. In addi- 
tion to helping the child to achieve 
greater independence day-by-day, an 
attempt is made to effect a smooth 
transition in his separation from the 
milieu and to help him to cope with 
the anxiety aroused. For some time 
before discharge, he may attend re- 
gular school and return to the ward 
to sleep, or spend his day on the 
unit and sleep at home. Some form 
of continued rehabilitative care is nor- 
mally planned to follow discharge. 
Both the child and his family are 
prepared so as to make the best use 
of this follow-up and to realize 
eventually the child's potential. 
The problem of discharge is best 
solved when the child can return to 
his own home and he and his family 
have learned to adapt to the challenge 
of life and to one another more har- 
moniously. It is difficult for the staff 
who have worked intensively with the 
child to accept that this solution 
frequently is not possible. 
One major difficulty is the placement 
of the child who has no stable family and 
whose community has not been able to 
provide an adequate substitute. 9 
Most agencies have difficulty in 
locating desirable foster parents who 
are wining to provide a home for a 
disturbed child and able to work with 
his psychiatrist and social worker. 
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Some children are not able to respond 
to a foster family placement and make 
better progress in a group foster home 
of which there are, as yet, too few. 
Experience shows that professional 
foster parents are able to handle some 
disturbed children with more adapta- 
bility and perserverence. Other chil- 
dren must be placed in various types 
of larger, long-term institutions. 
Another discharge problem is the 
child who cannot tolerate the demands 
of a full-time classroom or learn pro- 
fitably in a regular school. There are 
still too few community facilities able 
to meet their needs for special teach- 
ing individually or in small classes. 
In view of increasing numbers of 
children diagnosed as emotionally 
disturbed, a great many innovations 
in child management and treatment 
must be explored. We believe that the 
short-term, in-patient hospital unit has 
a valuable role to play in meeting the 
needs of these children. 
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Easter Island has been called the 
loneliest place in the world. It is 
certainly one of the most isolated. 
Lying two thousand miles west of 
Chile and remote from any other 
Pacific island, its only regular contact 
with the outside world is the annual 
Chilean supply ship. And even the 
supply ship isn't all that regular. When 
I arrived at the island in December 
last year, there had been no supply 
ship for thirteen months. It had ap- 
parently died of old age, and though 
it was said to be undergoing repairs, 
nobody knew when supplies would 
next be brought. 
The island is tiny: a small tri- 
angle with the longest side stretching 
only 14 miles. The Pascuense (or 
native) population numbers 949. In 
addition, about a hundred Chileans 
live there, administering the hospital, 
the sheep farm, or the grass-tufted air 
strip which last had a plane a couple 
of years ago. There is one village with 
its school, church and hospital; one 
leprosarium, a few volcanoes, six 
hundred statues, fifteen hundred 
horses, forty thousand sheep - and 
that is about all. 


Carlotta Hacker, who is the daughter 
of the British po
t Carla Lanyon Lanyon, 
realized '.l burning ambition last December 
wh::n she joined the staff of The Canadian 
Medical Expedition to Easter Island. 
Born and raised in England, Miss Hacker 
received her Master of Arts, majoring in 
English and history, from St. Andrew's 
University in Scotland. For a number of 
years she was employed at London Uni- 
versity as a researcher. Following this she 
worked her way around the world, return- 
ing to England in the summer of 1964. 
On the Expedition, Miss Hacker acted as 
interpreter and as an assistant in the bac- 
teriological laboratory. 
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The Canadian Medical Expedition visits Easter Island. 


The two main factors that caused 
Dr. Skoryna to choose this particular 
island for his medical survey were 
the isolation and the small, closely- 
knit population. 
Dr. Stanley C. Skoryna, Director of 
the Gastro-Intestinal Research Labo- 
ratory at McGill, is interested in secre- 
tions: 75 % of the human race secrete 
their blood group in the saliva and 
stomach juices; the other 25% do 
not. He wanted to discover the signi- 
ficance of such secretions and to ob- 
serve the hereditary transfer of the 
property. For some years he has been 
on the lookout for a population where 
this could be studied. 
Here was the ideal community, small 
enough to make it practical for a team 
to examine each individual, and suf- 
ficiently isolated for environmental 
traits to be distinguished from the 
hereditary ones. And, of course, many 
other medical studies could be made in 
the same survey. Recently, there had 
been talk of an airport being built on 
the island, so here too was an oppor- 
tunity to study "before and after" 
effects, to see what jet civilization 
will bring in the way of bacteria and 
viruses and what changes it will cause 
in thinking and living habits . 
By the time the Expedition set out 
from Halifax in November 1964, the 
original survey in connection with 
secretions was only one of the many 
projects. Besides a medical examin- 
ation of each islander, the program 
now included growth and developmen- 
tal studies, odontology, physical an- 
thropology, hematology and patholo- 
gy, soil bacteriology, water bacterio- 
logy, virology, parasitology, epidemio- 
logy, work physiology, sociology, a 
veterinary survey and biological and 
ecological studies. The team had grown 
to 37 people. The time limit on the 
island was only two months. Within 


this period all projects were carried 
out successfully. 
This was a Canadian expedition, 
supported mainly by Canadian organiz- 
ations, recruited mainly from Canadian 
universities and hospitals and, most 
important of all, transported to the 
island by the Royal Canadian Navy. 
Yet, in a way, it was a small United 
Nations with no nationality barriers. 
The work physiologists were Scandin- 
avian, the interpreters Spanish. There 
were Americans and British, a Swiss 
and a Swede; Dr. Nogrady, the bac- 
teriologist, was Hungarian; the socio- 
logist was a Greek named Cleopatra. 
The team was also a mixture in that 
eight women were included, two of 
whom were WRENS. This was the 
first time in history that the RCN had 
taken women to sea, and of course 
the navy wished some of their women 
to be included. So Lieut. Mary O. 
King came with us to manage supplies 
and gifts, and Lieut. Rita Dwyer, with 
her fluent Spanish, worked in the 
reception area at the camp. Two of 
the doctors were women: Dr. Helen 
Reid from Toronto and Dr. Maureen 
Roberts from Halifax. They proved 
to be among the most important 
members of the Expedition, since they 
had to do most of the physical examin- 
ations. Before the examinations started, 
a delegation of islanders put forward 
certain conditions. One of these was 
that women and children should only 
be examined by women. Since about 
half the population is under the age of 
21, and half of the adults are women, 
our two lady doctors conducted bet- 
ween them about three-quarters of the 
routine medical examinations. Of the 
other women, Isabel Griffiths and 
Ana Maria Eccles were Spanish inter- 
preters, and I worked as a technician 
in the bacteriological laboratory. 
Before we arrived on Rapa N ui 
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(as the.Pascuenses call their island) we 
had very little idea of what the people 
would be like or what sort of reception 
they would give us. We had, of course, 
read as much as we could about the 
island and its inhabitants, but second- 
hand information is always second- 
hand and relies on someone else's 
interpretation. 
Our chief worry was whether or not 
the Pascuenses would come to us for 
examination. Unless we could get their 
cooperation on this point, the whole 
expedition would be a failure. Cer- 
tainly, something could still be achiev- 
ed in the fields of biology, water bac- 
teriology and so on, but the main 
purpose would be lost. 
We had heard that there was a 
doctor on the island and that the 
Chileans had made a tuberculosis 
survey some years before. This sound- 
ed promising. But, on the other hand, 
we had heard that the people were 
very primitive and still believed in the 
powers of the aku-aku. Perhaps they 
would think that an x-ray was oper- 
ated by some form of spirit - after 
all, many races are frightened of ca- 
meras. Perhaps they would think that 
the taking of blood was a ritual which 
placed them in the doctors' power. 
Perhaps they would understand all the 
routines, but not particularly want to 
be probed and inspected by a team of 
foreign scientists. We just had to wait 
and see - and hope. 
I think that the first sight of the 
Pascuenses was a shock to everyone 
and, to many of us, a disappointment. 
We had anchored off the island during 
the night. At dawn it lay about a 
mile away from us, a grey mound 
hunched in the sea - just as cold and 
mysterious and weird and volcanic as 
we had imagined it to be. And then, 
as the sun rose behind it, we were 
suddenly aware that a fleet of small 
VOLUME 61. NUMBER 8 
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craft had put out from the shore, all 
heading in our direction. They looked 
like Indian war canoes. I had a sudden 
moment of panic. Would "the natives 
be friendly?" 
In no time at all they were along- 
side and I was suffering the most de- 
pressing anti-climax. These "natives" 
were wearing clean, pressed clothes, 
some wore watches, some had vacci- 
nation marks, some shouted "hallo 
dere!" and "good morning, my frien'." 
They weren't at all the primitive, 
strange people I had anticipated. They 
were extremely gay, decidedly friendly 
and obviously wouldn't expect a spirit 
to be lurking in the x-ray. 
I say "obviously," but this became 
less obvious the longer we stayed on 
Rapa N ui and the better we came to 
know the Pascuenses. Our first im- 
pression was that they were extremely 
sophisticated. They were delighted that 
we had come all the way from Canada 
to study them - in fact they had lit a 
great beacon on a hill in case we 
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should miss the island and sail past 
in the night. There would clearly be 
no trouble about getting them to the 
examining rooms. This was the first 
impression. I am still puzzling over 
the second. 
For they are a strange mixture of 
sophistication and savagery. They are 
very quick to learn and to catch on to 
new ideas. They took novelties like 
tape-recorders in their stride. One 
evening I was in the laboratory when 
Dr. Nogrady was recording some teen- 
agers singing. There were shrieks of 
delighted laughter when the children 
heard their songs played back - and 
within ten minutes they had under- 
stood the mechanism and were work- 
ing the machine themselves. This 
wasn't magic: merely a mechanical 
gadget. And we needn't have worried 
about photographs. They are the most 
camera-mad race I have ever seen. 
Accompanying everything was the 
oontinual demand: "saca mi photo!" 
Fortunately we had several polaroid 
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A group of islanders proudly surround the "Jeep Maa Maa," the General Motors truck 
which is now their new ambulance. 
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cameras, so besides "sacaing" photos 
we could also hand out the prints with- 
in minutes. 
There were six girls working for 
me in the laboratory, their ages rang- 
ing between 12 and 16. I only had to 
show them something once and they 
knew how to do it. Very often I didn't 
even have to show them; they simply 
watched me and then began to help. 
From the beginning I impressed on 
them that they must never never 
touch the autoclaves. At first I was a 
little worried that their curiosity might 
get the better of them, and they might 
perhaps open the doors when the steam 
was at pressure. After a couple of 
weeks, there was no cause for worry; 
they knew what knobs to turn when, 
just by watching me. 
These girls were quick, charming, 
affectionate and hard-working - ex- 
cept for occasions when they would 
get bored and leave the lab for a game 
of hop-scotch. (And who could blame 
them? They were young and working 
voluntarily.) They had considerable 
dress-sense and style, always wearing a 
different dress in the afternoon, even 
if it meant borrowing from relatives. 
I used to think that they could be 
dropped suddenly in a Canadian city, 
and hardly have to adapt. That was 
before I saw Maria Bernadita and her 
hen. 
Just before we left, one of the 
doctors gave Maria Bernadita a hen. 
She was delighted. First of all she 
picked it up by one leg and swung it 
round her head to show how pleased 
she was. Then, still holding it by the 
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leg, she cut its wing feathers. Then 
she threw it into the air to see if it 
could fly. It couldn't. At this point 
the doctor suddenly remembered that 
he needed the hen after all. I had 
been watching the scene in dumb as- 
tonishment, not so much because of 
the girl's callousness (I had learnt by 
then that Pascuenses apparently don't 
consider that animals have feelings) 
but I suddenly saw cheerful, helpful 
Maria as a primitive, uttering weird 
cries. Though I had worked with her 
for two months and had become very 
fond of her, I didn't really know her 
at all. 
There was always this mixture - 
very twentieth century on the surface 
and I don't know what century when 
one probed a little deeper. For in- 
stance, Gabriel, one of the seven at 
the Leprosarium, knew all about 
germs. Yet when he was asked why 
he thought he had contracted leprosy, 
he explained that he had stolen an 
aku-aku from a cave, and that his 
hands had dropped off as a punish- 
ment. Gabriel was more educated than 
many in that he had three languages. 
Besides Pascuense (the Polynesian 
vernacular) and Spanish, which most 
islanders speak, he also had a smatter- 
ing of English. 
The islanders are all Roman Catho- 
lics. The school, run by Chilean nuns, 
gives a good basic education. There 
is radio communication with the main- 
land and the people have a fair idea 
of what is going on in the world. They 
know all about Elvis Presley; and one 
girl asked me for Jackie Kennedy's 
address so that she could write a con- 
solatory letter. Yet the aku-aku still 
guards the caves. 
Very few of the men work. Some 
are employed by the Chileans, most 
of them do a bit of carving, some farm 
or fish; but there is no industry and 
money is hardly used. A system of 
barter prevails, particularly when a 
ship or an expedition calls in. 
We had arrived with plenty of bart- 
er goods, but it was difficult to haggle 
for carvings when we realized that the 
delay of the supply ship had reduced 
necessities to a minimum. There had 
been no soap for three months, the 
antibiotics were finished in the island's 
small hospital; shoes and clothes were 
badly needed. The clean, pressed 
shirts which we had seen on our first 
visitors were probably the only ones 
they possessed and were worn spe- 
cially in our honor. So we gave away 
a great deal. 
But the islanders like to give, almost 
as much as they like to receive, and 
in the end it amounted to barter. And 
that was how I got my bun. 


During the first week, Maria Atan 
(another Maria) came to me and ask- 
ed if she could be my "amiga." I 
agreed, of course, and gave her a dress 
in token of friendship. The next day 
she called at the camp to tell me she 
would like to give me a small cow. 
This turned out to be an enormous 
black steer which was brought to me a 
few days later. 
It was the most embarrassing pre- 
sent I have ever been given. Firstly, it 
was very much alive. I assumed that 
it would be killed at the slaughter- 
house but, as a special treat, the Atan 
family decided to kill it themselves, and 
to do so just behind the camp. As it 
was all in my honor, I had to sit 
and watch. I am wId that the island's 
regular slaughterers are quick and effi- 
cient. The Atans certainly weren't re- 
gulars! The bull took about ten minu- 
tes to die and, at one moment, it was 
in such pain that I thought it would 
break loose. The whole business was 
done very clumsily with a knife and 
lots of blood. I decided to become a 
vegetarian! 
The embarrassment of this present 
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Carlotta and her "cow" 


didn't end with the creature's death. 
About an hour later a great mound of 
raw beef lay piled on a large plastic 
sheet in the centre of the camp. I 
had no idea that so much meat could 
come off one animal. Where were we 
going to keep it all? Dr. Skoryna look- 
ed at it in horror. "If anyone else 
offers you a cow" he said, "I think 
you had better refuse it." 
We packed the "fridges." ("Hey! 
What about my samples?") We used 
what space was available in the deep- 
freeze. We gave away what we could. 
There were still a couple of legs left 
over, so we gave a "cow feast" for 
the Atan family and friends. This was 
a great success. We ate the first of 
many fresh-meat meals and the Atans 
arrived with their grass-skirts and 
danced and sang for us. 
Much has been written about the 
large stone statues on Easter Island 
and the tradition of carving, but I 
feel that music is the art-form nowa- 
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days. The heartbeat of Rapa N ui is 
the throb of a distant concertina. The 
islanders are always singing, and they 
seem to harmonize intuitively. They 
sing at the tops of their voices. (In 
their own language they don't appear 
to have volume control: I noticed that 
thought they would speak when talk- 
ing Spanish, they always shouted Pas- 
cuense. ) 
Some of the songs, as well as the 
dances, come from Tahiti but have 
been adapted so that they are now 
Pascuense. Others, such as ballads of 
Hotu Matua (the island's first king) 
must have been chanted for genera- 
tions. It is the same with the hymns. 
These are sung full-throatedly, almost 
in a wail. At midnight mass on Christ- 
mas Eve we were given a rendering 
of In Excels;s Deo that was hardly 
recognizable: it was taken at half- 
speed, with so many harmonies twin- 
ing round the main melody that the 
carol sounded completely Polynesian. 
The church is filled to capacity 
every Sunday, and here, as at any 
large gathering, the variety of faces is 
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(lsab
l Griffiths) 
Fred Joyce, Chief Petty Officer in the RCN 
and chief technician of the expedition's 
laboratory, takes blood from an islander. 
Though starting at 8:00 A.M. each morning, 
Fred was often still to be found in the lab. 
towards midnight, working on the smears 
and samples he had taken during the day. 
very marked. The majority look, and 
are, Polynesian. But a few, like the 
Atan family, have more Indian fea- 
tures. The Atans say they are descen- 
dants of the "long-ears," who were 
responsible for the large stone statues, 
and who may have come from South 
America. Some Atans even have red 
hair. Their origins are certainly diffe- 
rent. Occasionally, too, you see a blon- 
de or blue-eyed Pascuense, who will 
probably claim to be European. 
On Rapa Nui there is no stigma at- 
tached to illegitimacy. In fact, it is 
status to be able to claim non-Polyne- 
sian blood. So, when visitors come to 
the island, the natives' friendliness is 
extended to include their women. But 
the people are by no means promis- 
cuous: they are simply aware of the 
dangers of inbreeding. Everybody 
seems to be a first cousin of cvery- 
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body else, so even marriages with 
second cousins are discouraged. One 
young man told me that there were 
only six girls on the island that he 
could marry. Three were under the age 
of ten, and he didn't like the other 
three. He had decided to go to Chile. 
There are at present about 300 
Pascuenses living in Chile - not for 
this reason alone. In Chile you may 
be the lowest-grade citizen, but at 
least you can have the dignity of earn- 
ing, and there are goods to buy, if you 
have the money. Even so, I was sur- 
prised to hear of so many emigrants. 
Why should these people want to leave 
an idyllic Pacific island, in order to 
earn? Though the Pascuenses remain- 
ing on Rapa Nui are poor, they suffer 
very little of the squalor, dirt or humi- 
lity of poverty. They are always sure 
of something to eat. Each family has a 
garden that can grow fruit and vege- 
tables. A small quantity of mutton is 
regularly supplied by the Chileans. 
There are fish in the sea, though it 
isn't always easy to catch them. Why 
go to Chile to join the rat race? Par- 
ticularly when you are sure to be a 
very poor rat. 
I decided that the main reason for 
this emigration is the strong feeling of 
desertion. The Pascuenses are not 
starving, by some standards are not 
even poor: they simply lack a great 
deal, and feel very cut-off. They are 
not self-supporting. If the "annual" 
ship doesn't come, or if supplies run 
out a few months in advance, they 
simply do without. This doesn't mere- 
ly mean deprivation: in such cases as 
antibiotics, it can result in death. 
There is a strong feeling, too, that 
the Chileans don't really care if the 
islanders live or die. Of course, Pas- 
cuenses view everything from their 
island outwards: they don't consider 
the problems of Chilean officials who 
have to account for the expense of 
sending a ship 2000 miles to keep 
alive so few not very industrious peo- 
ple. But it is easy to sympathize with 
the Pascuenses. Their position is not 
enviable and in many cases where 
they could help themselves they lack 
initiative - for there is little encou- 
ragement or example. 
Because the supply ship was de- 
layed, our arrival was particularly time- 
ly - like the Greeks, we came bear- 
ing gifts. Like the Greeks" too, our 
gifts weren't entirely altruistic; we 
wanted to take blood, throat swabs, 
rectal swabs, and to submit the popu- 
lation to an unpleasantly thorough me- 
dical examination. So we came well- 
stocked. Each person to be examined 
received a selection of presents includ- 
ing clothing, soap and, most popular, 
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(Isab
l Griffiths) 
The Pascuenses wear grass skirts for their 
display dances. Here, they are seen at the 
"Sou Sou" given for the departing Chilean 
doctor. 


a polaroid photograph of the family. 
There were communal presents too: 
sewing machines, carving tools and a 
children's playground; and General 
Motors agreed that the truck they had 
provided for the Expedition should be 
left with the islanders as an ambulan- 
ce. (Transport is normally limited to 
five jeeps owned by Chileans, to hor- 
ses or to your feet.) 
These gifts certainly helped our 
relations with the Pascuenses, but I 
think that, more than anything, it was 
the personality of Dr. Skoryna that 
brought the islanders flocking to the 
camp. He managed to make each exa- 
mination a social occasion, a red-letter 
day. The islanders dressed in clean, 
pressed clothes to come. The women 
borrowed scent. It was the event of a 
lifetime. They were so eager that we 
were able to fix appointments in ad- 
vance. Bookings were often made for 
as much as a month ahead. 
Looking back on it now, it is easy 
to number the reasons for such excel- 
lent cooperation. People are always 
worried about their health and Pascu- 
enses are no exception. They weren't 
slow to realize that here was a chance 
to have a complete medical check-up. 
But a different story could have been 
told. When we arrived, Easter Island 
was having political troubles. Tensions 
were high, and at one point it looked 
as if we might have no patients to 
study. As one woman explained 
to me, the islanders wanted to 
be examined - but the Chileans also 
wanted this, so the islanders would 
refrain as a gesture against Chile. It 
wasn't logical, but no Pascuense ever 
worries about logic! When the exami- 
nations started, the response wasn't 
logical either. The people decided to 
come chiefly because they liked "Es- 
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FREE TRIP TO EiASTER ISLANO! 
To pay for the trailers, which were 
given to the Pascuenses as hospital fa- 
cilities, the Easter Island Expedition is 
offering the two following opportunities: 
Free Return Trip to Easter Island 
By becoming an Associate of the East- 
er Island Expooition Society, at the cost 
of $1.00, you stand a chance of being 
the lucky person to go to Easter Island 
next year. This entails a flight to Chile 
for two people, via Canadian Pacific 
Airways and then a short voyage on the 
supply ship. All arrangements wj.JJ be 
made by the Society. If you don't want 
to go all the way to the islarnl, you can 
remain in Chile for your holiday. 
Applications should be made to: 
Medical Expedition to Easter Island, 
Donner Building, 
3640 University Street, 
Montreal 2, Quebec. 
Å self-addressed s
amped envelope 
should be enclosed. 
Special Souvenir Postcards 
A limited supply of special Expedition 
postcards is still available. Each bears 
an Expedi
ion seal in addition to the 
Chilean postag<: stamp. The cards are the 
first ever to be cancelled on Easter Is- 
land, and may be obtained by sending 
one dollar, plus six cents postage, to the 
above address. 


koryna." They enjoyed his gaiety and 
generosity. They were flattered that he 
had brought his Expedition to their 
island. They were flattered to be treat- 
ed as first-class citizens. They wanted 
to please him. 
Now, what of the results of the 
Expedition? We noted that the people 
age quickly; that teeth are generally 
bad; that there is very little cancer 
but a relatively high incidence of 
tuberculosis. We noticed that, al- 
though Pascuenses apparently die 
young, they seem to be remarkably 
healthy. But it is too early yet to make 
any definite assertions. There is at 
least a year's work ahead. All data 
must be computed and analyzed, 
viruses cultured, hereditary and en- 
vironmental factors considered and 
nutrition evaluated. All the field work 
has been done. This is the present 
achievement. In only two months, a 
complete medical survey was made of 
this island race. 
For the pascuenses the effects of 
the Expedition are more immediate. 
They have all had medical examina- 
tions and some of them are receiving 
treatment as a result. Much of the 
equipment, such as the x-ray and gen- 
erator, has been left for their use. The 
A TCa trailers, in which we lived and 
worked, will remain on the island as 
a much-needed annex to the hospital 


and as a permanent biological station. 
We even left a doctor behind for a few 
weeks. The regular doctor had return- 
ed to Chile on our arrival and we 
acted as general practitioners during 
our visit. We couldn't leave the people 
without medical care, so Dr. Peter 
Beighton, of St. Mary's, England, 
volunteered to stay until the Chilean 
replacement came on the supply ship. 
During his solo term on the island 
he started a nursing school, training 
some of the teenagers for work in the 
hospital. The Expedition has certainly 
left its mark on Rapa Nui. 
When we steamed away from the 
island on a warm February evening, 
we all hoped to return one day. If 
any of us do return, I think we shall 
find the same Rapa N ui, the same 
paradoxical people, even if the 20th 
century disguise is heavier. For there 
is already this ambience. As we lined 
the ship's rail to take our last long 
look at the island, bonfires broke out 
along the shore - we could imagine 
some rider, galloping from fire to fire 
with a flaming brand (though he prob- 
ably used a lighter). The truck flashed 
its lights at us in a final message. 
And, to complete the anachronism, a 
satellite moved slowly across the sky 
between the stars of the Southern 
Cross. The aku-aku of our own century 
were joining in the display. 


International Council Of Nurses 


The ICN, foundcl in 1899, i'S a federa- 
tion of national nurses associations having 
a memb.-'"fShip of associatiOll5 in 63 coun- 
tries representing half a million nurses. It 
al'so has connections through national as- 
soci'ate represen
atives with a further 12 
countries. 
The ICN is linked to the United Nations 
by its memb"rshi'p on the Consultative 
Regioster of the Economic and Social Coun- 
cil, is in official relationship with the World 
Health Organization and is on a Speci'al List 
of non-governmental organizations main- 
tained by the International Labou
 Office 
for consultative purposes. The ICN is also 
a member association of the World Federa- 
tion for Mental Health and of the Inter- 
national Hospital Federation. It maintains 
fri1endly relations with other international 
organimtions such as the International 
Committe'e of the Red Cross and the 
League of Red Cross Societies. 
The ICN has a p
rmanent ex'ecu
ive staff 
of eight nurses from five countries who 
deal at headquarters with matters of interest 
to nurses. By means of three divisions: 
Nursing Education, Nursing Service, and 
Social and Economic Welfare, advice and 
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information on many aspects of nursing 
are given. However, in addition to their 
responsibilities at headquarters, the execu- 
tive staff undertakes field work for the 
PUrpolSe of advising and helping member 
associations and giving 'assistance to nurses 
in countfÍ'es where the association is seeking 
membership. 
Another aspect of work at headquarters 
relates to nurses wishing to work in coun- 
tries other than their own. who are assisted 
by the [CN Exchange of Privileges progmm, 
whil'e others who wi'sh to establish them- 
selves abroad pennanently .are helped in 
the a'SSessment of their qualifioations by 
the D"Partment of Infonnation on Profes- 
sional Qualifications, which has developed 
from the work originally undertaken by the 
Interna
ional Refugee Organization. 
The International Nursing Review, the 
official journal of the ICN, is published in 
alternate months and is sent to over 100 
countries. 
The ICN i's governed by a Grand Coun- 
cH 'and a Boom of Directors. The Grand 
CouncH consistls of the ICN Honorary Of- 
ficers, together Mth the President and four 
accredit
d delegates from each active mem- 


ber assoc
abon. h meets every four years 
in connection with a Quadrennial Congress. 
The Board of Directors consists of the ICN 
Honorary Officers, and the Presidents of 
all active member associations. It meets 
every two years. 
The ICN Honorary Offio
rs are the Pre- 
sident, three Vice-presidents, Treasurer and 
Deputy Treasurer; they are elected at the 
time of the Quadrennial Congress. These 
officers constitute an Execut
ve Committee 
which, under the chairmanship of the Pre- 
sident, is responsible for approving urgent 
matteI'S arising between meetings of the 
Board of Directors. 
Since 1901 the ICN has organized inter- 
national congresses and conferences, the 
last Congress, the 13th, being held in Frank- 
furt, Germany, in 1965. 
In an age of increasing international con- 
tact. the ICN sees its work and its useful- 
ness expanding rapidly, especially as an 
organization which facilitat
s exchange of 
information .and which, by consultation 
and advice, helps its member associations 
to draw up and maintain standards of 
nursi,ng educatìon and pmctice and the 
social and economic welfare of nurses. 
THE CANADIAN NURSE 



A 


Patient 


with Back Injury 


Early care of a patient with spinal cord injury. 


At 6:30 A.M. on a summer Sunday 
morning the ward was notified to ex- 
pect an accident patient with spinal 
injury from another hospital. At 8:00 
A.M. an ambulance stretcher was 
wheeled into the treatment room. The 
patient, a young man only 21, was 
lying on his back, his face covered 
with old blood and dirt. It was soon 
apparent that he was unable to move 
his legs and had no sensation below 
his waist. He complained of back 
and neck pain. Without being moved 
from the stretcher, he was examined 
by the doctor, then taken to the x-ray 
department, and from there to the 
operating room for a decompression 
laminectomy and spinal fusion. 
Immediate Post-Injury Care 
The ward staff was informed that 
the new patient, Tom M., was a col- 
lege student. They were quite upset 
by the fact that someone so young 
and active should be condemned to 
the life of a paraplegic. I felt quite 
differently about this, thinking his 
youth and good physical health were 
very m
ch in his favor, and that a 
paraplegic is not doomed to a life of 
inactivity although he must accept a 
life of different activities. Also, I be- 
lieved that the care he received from 
admission until his transfer to a re- 
habilitation centre would be very im- 
portant to his future adjustment. 


Miss Robertson, formerly an instructor 
at St. Paul's Hospital, Vancouver, prepared 
this study while a graduate student at the 
Montreal Neurological In
titute and Hos- 
pital Montreal, Quebec. 
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The extent of permanent injury suf- 
fered by a patient with a fractured 
spine may be greatly influenced by the 
type of transportation employed bet- 
ween the site of the accident and the 
treating hospital. 
After any accident it is important 
not to move the patient until the 
extent of injury has been assessed. 
Spinal injury should be suspected if 
the patient complains of pain in his 
back or neck; if he has any weakness 
or paralysis of his arms or legs; if 
he has any numbness or tingling sensa- 
tions in his hands or feet; or if he is 
lying with his spine at an abnormal 
angle. Therefore, until the ambulance 
or doctor arrives, the patient's interests 
would be best served if someone were 
to check his state of consciousness 
and breathing, check for any weak- 
ness or paralysis by having him wiggle 
toes and squeeze hands, and keep him 
lying on a flat surface. Covering should 
be light weight and suitable to the 
temperature of the patient and his sur- 
roundings. Many blankets may in- 
crease a temperature already unstable 
from the injury. 
Any movement of the patient to 
the ambulance or in the emergency 
room should first be carefully planned 
so that all persons assisting know ex- 
actly what to do and can do it together, 
gently and smoothly. Six people will 
be needed. 
A firm, flat stretcher, board or 
door should be prepared. It should 
not have a pillow, but small cervical 
and lumbar pads may be needed if 
the patient is to be transferred supine. 
The limbs should be gently straighten- 


ed. The lifters then get into position: 
one at the head, one at the shoulders, 
one at the waist, one or two at the 
hips and legs and one at the feet. 
The persons at the head and feet 
provide gentle, longitudinal traction; 
the ones in between support the body. 
The four in the centre, standing on 
the same side of the patient, should 
slide their arms under him. At the 
same time, they give the most support 
to the likely site of injury. At a signal 
from the leader, the one applying trac- 
tion to the head, they lift the patient 
as a whole, avoiding any flexion or 
rotation of the spine so no further 
displacement of fractured bones oc- 
curs. If the patient is found lying on 
his stomach he may be rolled as a 
log onto the stretcher If the patient 
is unconscious it may be necessary to 
transport him in a prone position to 
avoid aspirations of secretions. At the 
hospital, when the patient is to be 
moved from the stretcher to the bed 
the sheet under him may be used for 
transfer provided the stretcher and 
the bed are fairly even in height. The 
sheet is rolled in tightly to the pa- 
tient and he is then gently slipped 
across onto the bed. 
It was helpful that the ward was 
notified far enough in advance to pre- 
pare the equipment necessary for 
Tom's admission. A patient with cer- 
vical injury is likely to have respintory 
difficulty, thus oxygen. suction equip- 
ment, tracheotomy set, airways, if!tubï- 
tion equipment and a respirator should 
be at hand. An accident patient is 
quite likely to have associated chest, 
abdominal or head injuries and so may 
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need treatment for shock. Thus, in- 
travenous sets, cro
smatch tubes, blood 
pressure cuff, flashlight for vital signs 
and sets for cleaning, suturing and 
dressing should be ready. He may also 
require tetanus toxoid and mild anal- 
gesics. Bladder distention is commonly 
present and must be treated early to 
prevent loss of bladder muscle tone 
from overstretching. The bladder 
should be drained within four hours 
of the accident. A catheterization set 
and a small Foley catheter (number 
16 with 5 cc. bag) should be on hand. 
Abdominal distention may occur and 
a nasogastric tube and suction should 
be available. 
The type of bed required will depend 
on the type of spinal injury so may 
not be chosen until after x-rays have 
been taken. The patient is usually 
taken to the x-ray department on the 
admitting stretcher to prevent unneces- 
sary moving. Some emergency stret- 
chers have moveable tops that are 
radiolucent; then the patient has to 
be moved only once before he is put 
to bed. If he is not on this special 
stretcher he must be carefully lifted 
by 5 or 6 people each time the x-ray 
films are inserted and removed. 
A regular fracture bed may be used 
in cases of lumbar or thoracic spine 
injuries. This bed should have a firm 
mattress, a fracture board, and a turn- 
ing sheet; an alternating pressure mat- 
tress may be added to help prevent 
decubiti. Foster beds or Stryker frames 
may be used, especially with severe 
fracture dislocations where, manual 
turning may be painful. These beds 
allow the patient to be turned frequent- 
ly and provide help in maintaining 
good alignment. The Foster beds can 
be angulated and adapted to the use 
of tong traction in cervical spinal cord 
injury cases. However, they are nar- 
row, too small for a patient over two 
hundred pounds, and difficult for the 
patient to adjust to when he is used 
to sleeping on his side. 
Our patient came to the ward after 
he was assessed for surgical shock and 
associated injuries in the emergency 
department. As he was in generally 
good condition apart from his spinal 
injury and lacerations, his history was 
then taken. The mechanism of the 
injury is important - usually either 
a direct blow to the back or forceful 
extension, flexion, twisting or com- 
pression of the spine. This trauma 
may cause vertebral fractures of vary- 
iT1g severity and produce concussion 
(jolting), contusion (bruising), lacer- 
ation or transection (complete sever- 
ance) of the spinal cord. Tom told 
the doctor that he had been' in the 
back seat of a car that had gone over 
a cliff 3:00 o'clock Sunday morning. 
642 AUGUST 1965 


He was unconscious from the time of 
injury until he awoke in the suburban 
hospital where forehead and right hand 
lacerations were being closed with 
sutures. 
The signs and symptoms of spinal 
injury depend on the severity of the 
damage to the cord and the level of 
the lesion. If the loss of sensation has 
been gradual, the cord may have suf- 
fered only concussion and be edema- 
tous. However, jf immediate and com- 
plete paralysis is present the cord 
may be severely damaged or transect- 
ed. Following transection of the cord 
the patient enters a stage of spinal 
shock - a state of complete loss of 
motor, sensory, autonomic and most 
reflex responses below the transection. 
In one to four weeks, a stage of hyper- 
reflexia and hypertonicity of the para- 
lyzed extremities occurs. 
Tom's examination revealed that he 
was in spinal shock with complete 
paraplegia of all modalities below the 
T. 6 level. Knee, ankle, adbominal, 
and plantar reflexes were absent. A 
kyphosis and swelling of the upper 
thoracic spine was also apparent. His 
blood pressure was 100/60, pulse 98, 
respirations 24 and temperature ninety- 
nine by rectum. 
Following the examination he was 
taken on the stretcher to be x-rayed. 
Skull, chest, cervical, thoracic and 
lumbar spine films were done. The 
x-ray report read, in part, as fol- 
lows: 
Cervical spine - linear fracture of the 
neck of the left fourth rib. Chest ... most 
likely discrete areas of pulmonary contusion 
in the central part of the left lung. Thoracic 
spine on severe fracture dislocation of the 
thoracic spine at the T. 6, T. 7 level. There 
is a severe comminuted fracture of the 
vertebral arch of T. 6 and most likely also 
a fracture of the inferior facet of T. 5 on 
the left. There is a large paravert'ebral 
hematoma on each side of the thoracic 
spine at the level of the trauma and possibly 
tracking down to some extent. 
Fracture dislocations are the most 
serious of spinal injuries and frequent- 
ly cause irreversible cord damage. 
They are most often found in the 
cervical and lumbar spine and are 
less common in the thoracic area be- 
cause of the stabilizing influence of 
the rib cage. The thoracic cord is 
only injured if the trauma is particu- 
larly violent. Fracture dislocations oc- 
curring in the thoracic area cause 
severe cord damage because of the 
relatively small space within the spinal 
ca!:1al and the lack of flexibility of the 
spine. 
Sometimes lumbar manometric stu- 
dies are necessary for diagnosis. In 
this test a lumbar puncture is perform- 
ed and pressure is applied to the 


jugular veins in the neck (Quecken- 
stedt test). Normally, the rise in venous 
pressure in the head thus created will 
cause a corresponding increase in the 
spinal fluid pressure. However, if the 
spinal canal is blocked by bone frag- 
ments, a protruded disc, hematoma, 
or severe edema of the cord, the 
normal quick rise and fall of cerebro- 
spinal fluid pressure does not occur. 
(This test would not be done if the 
patient had suffered a head injury and 
showed signs of increased intracranial 
pressure. ) 
Very shortly after the x-rays were 
completed, Tom was taken to the 
operating room for a decompression 
laminectomy and a spinal fusion from 
T. 3 to T. 8. Patients with spinal 
injuries do not usually have surgery 
immediately and some do not require 
it at all. According to Kahn, indica- 
tions for laminectomy and fusion are: 
progression of neurologic signs, positive 
Queckenstedt test, a complete block 
to the flow of cerebrospinal fluid, bone 
fragments in the spinal canal or in- 
stability of the spine which may cause 
further cord damage. 
In emergency situations such as 
this, it is not always possible for the 
nurse to carry out complete preoper- 
ative care. However, certain points are 
essential. Vital signs must be taken 
and recorded, the patient checked for 
dentures, rings, watches or clothes not 
removed previously. During delays 
while x-rays are developed or the 
operating room set up the patient may 
be bathed and put into a clean gown. 
He must be catheterized if unable to 
void. (Tom had a Foley catheter in- 
serted after the x-rays were taken.) 
Sometimes preoperative sedation or 
atropine is ordered. The consent for 
operation must be signed and the 
relatives notified. For Catholic patients 
the priest is called. Psychologic pre- 
paration is difficult but is probably 
best provided by gentle and capable 
care by all staff. It is important to 
remember that the patient is especial- 
ly susceptible to any adverse comments 
he overhears. 
The findings at operation were: 
Marked kyphosis of the mid-thoracic 
region with bruising and hemorrhage in the 
muscles in the depth of the wound. The 
fifth and sixth spinous processes were both 
fractured and loose. In addition, there 
seemed to be fractures through the pedic1es 
of seven and eight and probably nine on 
the left side making this entire segment 
rather unstable. The spinal cord was sur- 
rounded with hemorrhage and soft tissue 
injury. The spinal cord was completely 
divided and there were portions of disc 
and bone fragments pushed into the spinal 
canal... The laminae and spinous processes 
of T. 6 and T. 5 were removed... Spinal 
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fusion was carried out with parallel bone 
grafts using lyophilized bovine bone with 
attachments to the spinous processes at 
T. 3 and T. 4 and T. 8 and T. 9 below... 
Prognosis for recovery of spinal cord func- 
tion below this (T. 6) level is practically 
zero. 


Psychologic Adjustment 
The staff were aware of the tragic 
results of this accident even before 
the patient returned to the ward. They 
discussed his possible reaction on 
being told the results. As they got to 
know Tom, they were better able to 
judge his feelings. 
He had grown up in a smaIl town 
on the west coast. He and his older 
sister were raised by an aunt in a 
rather strict religious setting. He was 
always very active in sports: swim- 
ming, sailing, and football. Tom had 
started the summer as a swimming 
instructor and now appeared tanned 
and healthy, his feet caloused from 
going barefoot. 
For the first few days after the 
accident he was anxious and irritable, 
especialIy when treatments were being 
done or he was being turned (which 
caused him a good deal of pain and 
made breathing difficult). Several 
times when he feIl asleep he had night- 
mares about accidents. Most of the 
time, though, he was cheerful and 
talkative and the staff was amazed at 
how' weIl he was "taking it." The sub- 
ject of the accident was carefulIy avoid- 
ed as the doctors had told him only 
a little of the findings of the opera- 
tion. 
About a week later he talked to me 
about his injury for the first time. 
r was trying to convince him that he 
should have the bedsides up at night 
or else he might turn over while sleep- 
ing and falI out of bed. He answered, 
"How could I possibly turn over. I 
can't move my legs; they're paralyz- 
ed." Following this he talked much 
more about his future and although 
he had recognized the fact of his 
paralysis, he was unrealistic about his 
adaptation to it. He insisted he would 
learn to walk in "double quick time" 
and when he got home would swim 
four miles a day and go dancing. 
I found it hard to introduce a little 
realism yet avoid the facts of his case. 
I tried to let him know that learning 
to walk again is not an easy job and 
that it takes time. 
As the weeks went by he became 
anxious and bored. He developed a 
fever that left him feeling too weak 
for the few activities in which he was 
able to participate. He felt that the 
staff did not like him and were avoid- 
ing him. He complained about his 
catheter being neglected, poor food 
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and rough treatment by the staff. He 
worried that he was in a "head hos- 
pital" when he should be in a "back 
hospital." He found the nights long 
- "too much time to think." 
When he asked the doctor about 
his condition, the doctor explained it 
to him fuIly. He told Tom he would 
likely never walk again normaIly; that 
he would spend most of his time in 
a wheelchair but might learn to walk 
with crutches and braces. Tom talked 
about this news quite freely; he was 
still determined to walk, but was con- 
siderably depressed. 
It is easy to imagine and to des- 
cribe the problems faced by a new 
paraplegic but far less easy to know 
how to help him deal with them. Some- 
how a balance must be achieved bet- 
ween realism and hope; between de- 
pendence and independence. We re- 
alize that in order to face and deal 
with reality the patient needs know- 
ledge of the true state of his condi- 
tion, yet, on the other hand, we fear 
that a fuIl revelation of the facts may 
prove too overwhelming for him to 
handle or may deprive him of hope 
altogether. 
Yet for Tom this was the beginning 
of the road back. Before he returns 
home other major problems will face 
him besides his inability to walk: 
bladder and bowel incontinence, sexual 
inadequacy, maintenance of good gen- 
eral health, future job and economic 
security. If we are able to help him 
deal with his first problems in a 
positive way he will be well started 
toward a good adjustment. 
This first prolonged period of im- 
mobility may last one to three months. 
Once the patient has survived the 
initial accident nothing good seems to 
happen, in fact, things get worse as 
he becomes aware of the fuIl extent 
of his injuries, or as complications 
set in because of the prólonged bed 
rest. The nurse should never avoid 
these problems. The patient must be 
aIlowed to discuss them and to ex- 
press the hostility, sorrow, or fear 
brought on by them without fearing 
reproof. This takes time, patience and 
understanding; it is much easier if 
the patient has full knowledge of his 
condition. Gradually, the positive 
aspects can be stressed: his youth; 
the fact that he survived the accident; 
that he has friends and family who are 
ready to help him; that there are ex- 
ceIlent rehabilitation centres where he 
can learn to adjust to his disability. 
His motivation to regain his indepen- 
dence and to go home again must be 
maintained despite setbacks because 
it is the key to rehabilitation. The nurse 
can help him to set realistic goals. She 
must be aware of the doctor's plan" 


and expectations for him. Unity among 
members of the health team strength- 
ens the patient's trust. 
Any independence in the patient 
will help him maintain his self-respect. 
Tom was able to feed himself the first 
week after the accident and was soon 
able to wash, shave, read and write 
letters. Firmness on the part of the 
nurse is often required to establish 
independence but she must not make 
the mistake of urging the patient to 
attempt to achieve beyond his poten- 
tial. Cooperation was gained easily if 
Tom understood the reasons behind 
requests and treatments and provided 
that explanations were given in a 
way that did not slight his inteIligence. 
Along with the opportunity to dis- 
cuss his problems the patient must 
be able to get away from them. Physio- 
therapy and occupational therapy are 
best started early so that the patient 
feels he is working toward his goal of 
ambulation. Tom was not started on 
physiotherapy, and diversion became 
a rea} problem. At the end of the first 
week he was moved to the open ward 
where we felt he would progress faster 
in the company of other men. He was 
upset by this move because there 
was no bellcord to caIl the nurse and 
he felt that he would be neglected. We 
gave him a flashlight to turn on at 
night when he needed something. He 
was put by the window to provide a 
change of scene and a view of the 
weekly footbalI games in the stadium 
next door. We had hoped that he 
would start talking to and playing 
cards with other patients but this did 
not work out. He did a lot of reading, 
some drawing and saw quite a few 
visitors. Radio and television helped 
pass some time. 
He was also concerned about lack 
of funds, having had little savings, and 
the accident insurance would not come 
through for some time. The social 
worker visited to discuss this with 
him. She also began to make arrange- 
ments for his transfer to the rehabilita- 
tion centre; this gave him something 
to look forward to. 
Total Physical Nursing Care 
Tom was nursed on the ward for 
about a month. Because the psycho- 
logic aspects have already been dealt 
with the foIlowing covers only two 
main aspects of his nursing care: 
maintenance of therapeutic effect and 
prevention of complications; mainten- 
ance of comfort and general physical 
health. Care is discussed under the 
problem presented by this patient and 
the nursing approaches that were con- 
sidered to meet the problem. The 
principle behind the nursing care is 
also given. 
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MAINTENANCE OF THERAPEUTIC EFFECT AND PREVENTION OF COMPLICATIONS 


Objective: To maintain stability 01 spine, prevent pain and lurther damage to cord, 
and to promote solid union alter lusion 


Nursing Problems 
Turning is always painful with unstable 
thoracic injuries. 
Difficult to maintain good alignment 
when turning. 


Neck and shoulder pain and difficulty 
breathing when turned. Pain especially se- 
vere when liner. being changed. 


Approach 
Placed on fracture bed with extra draw- 
sheet extending neck to thigh. 
At least four people to turn. (see methods 
of turning, p. 647.) 


Repeated instruction of auxiliary person- 
nel re turning technique. 


Principles 
Pressure of loose bone, scarring and irri- 
tation around nerve root cause severe pain. 
Moving the body out of alignment in- 
creases pain. Flexion and twisting of spine 
before it becomes callused and stabilized 
may cause further spinal cord damage. 
Callus takes 6 wks. to 3 mos. to form. 
Turning frame provides good immobili- 
zation and less pain on turning. 


Objective: To Drevent decubiti and maintain the skin in healthv condition 


Nursing Problems 
Patient turned from side to side to avoid 
pressure on site of trauma. 


Four people not always free for q. I h. 
turn when ward busy. 


Ankles, ears and shoulders redden easily. 


Marks apparent on back from wrinkles 
in sheet. 
Perspiration and leaking of stool follow- 
ing enemas irritate skin. 
Skin on legs flaky and dry. 


Nursing Problems 
Complete paralysis T.6 level down. 


Prefers * supine position. 


Developing spasms in legs and feet II 
days after injury. 


Physiotherapy not ordered until one mo. 
after injury because of extent of fusion 


Fingers of R. hand stiff from healing 
lacerations. 
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Approach 
Patient turned to back when wound con- 
sidered by doctor to be healed. 


Turn q. I h. Staff assigned to help with 
turns. Turning done on the hour so staff 
know when they are needed and can try 
to be available. 
Inspect pressure areas while turning and 
massage areas gently. 
Keep folded pad or foam rubber just 
above lower ankle. "Doughnuts" stop cir- 
culation and even the foam rubber must be 
watched to see that it is not causing pres- 
sure. (Sheepskin would also work or alter- 
nating pressure mattress.) 
Smooth sheet before and after turns, use 
soft plastic drawsheet. 
Daily bath and frequent washes; soap well 
rinsed off; dry thoroughly. 
Cocca butter, cold cream or Alphamel 
rubbed into skin of feet and legs. 
Injectable dl ugs should be given above 
level of paralysis. 
No hot water bottles. 


High protein diet. 


Objective: To prevent contractures and atrophy 


Approach 
Check alignment after turning, hip and 
shoulder straight. 
Upper legs completely supported on one 
large pillow. 
Keep both feet straight, not rotated, and 
firmly dorsi flexed with foot board, firm 
pIllow or box and sandbag. 


Covers off 't to prevent spasms. Move 
legs gently. 


Gentle stroking massage to legs and rota- 
tion of ankle after turning. 
Encourage as lTiuch use of arms as pos- 
sible. 
Squeeze small rubber ball to strengthen 
hand; encourage to stretch fingers. 


Principles 
In the normal person natural movements 
provide continual change of pressure. 


Prolonged pressure on skin. especially 
over bony prominences, causes tissue 
anemia, then necrosis. 


In paraplegics, the vasomotor tone of 
the skin is defective making it more sus- 
ceptible to pressure. 


The skin is liable to injury and heals 
slowly. 
Moisture contributes to skin maceration. 


Circulation is slower and absorption of drug 
is delayed if given below level of paralysis. 
Unable to judge temperature with sen- 
sory loss. 
Protein maintains tissue viability and re- 
sistance to pressure. 


Principles 
Prolonged contraction of any muscle 
group causes permanent shortening of mus- 
de fibres (contractu res). 


Contracture deformities at hip and knee 
interfere with bracing. 
A paraplegic with foot-drop cannot am- 
bulate. 
In complete transection, flexion reflexes 
heightened after spinal shock. Stimulation 
of lower leg initiates reflex. Spasms less 
severe if skin and bladder healthy. 
Massage stimulates arterial circulation 
and venous and Iympatic drainage. 
Exercise maintains muscle tone and 
strength and prevents contractures at joints. 
In paralyzed patients, full range of mo- 
tion exercises. active and passive, should be 
slarted as soon as possible. 
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Objective: To observe lor progression 01 neurologic signs 


Nursing Problems 
Possib!.:: head injury - unconscious sev- 
eral hO:.Jrs, frontal and occipital lacerations, 
severe dizziness on turning. 
Som:: weakness in arms and hands 2-3 
days post-operatively. 


Nursing Problems 
Breathing rapid and shallow Chest con- 
gested. Fracture left 4th rib. Some lung 
contusIon on x-ray. 
Coughing poor. Attemp
 to cough cause 
left chest pain. 


Approach 
Vital signs. pupils. grips q.] h. for first 
thre:: days. Now t.i.d. 


Obs
TVe strength of arms and hands and 
any numbness or tingling sensations. 


Objective: To prevent respiratory complications 


Assisted 
b.i.d. 


Approach 
coughing by physiotherapist 


Principles 
Slow venous bleeding causing subdural 
hematoma may not show symptoms until 
weeks or months after injury. 
Trauma of accident or surgery can cause 
edema of cord or hemorrhage around it 
compressing it against spinal canal produc- 
ing motor and sensory changes. 


Principles 
Transection T.6 causes atrophic paralysis 
of intercostals. 


Alevaire is a mucolytic aerosol with de- 
tergent to liquefy thick mucous secretions. 
C3 nerve supplies diaphragm. 


Distended bowel hampers action of dia- 
phragm. 
Narrow spectrum antibiotic. Broad spec- 
trum antibiotic. May cause agranulocytosis. 


Objective: To aid wound healing and prevent inlection 


Nursing Problems 
Large laminectomy incision. Considerable 
serosanguineous drainage first 2 days. 


Sutured lacerations L. eyebrow, scalp. 
R. hand. 


Nebulizer with 2 ce. Alevaire t.i.d. 


Encourage deep breathing and coughing 
after Alevaire - slow inspiration. assist 
cough with pressure of hand. 
Observe rate and depth of respiration, 
symptoms of congestion, chest pain. 
Turn frequently, avoid bowel distintion. 
Procaine penicillin 600,000 U. b.i.d. 
Chloromycetin 1 Gm. b.i.d. - white blood 
count checked periodically. 


Approach 
Dressing changed first p.o. day then q. 2 
days. 
Wet dressing with sulfadiazine 30 Gm. 
and sulfanilamide 15 Gm. applied. 
Pliofilm to cover, 3" tape applied. 
Lacerations cleaned thoroughly, sulfa 
dressing to scalp, dry dressing R. hand. 


Principles 
Bacteria multiply in the damp, high-pro- 
tein media of cerebrospinal blood and fluid. 
Sulfa is a chemotherapeutic, bacterio- 
static. 


Objective: To prevent urinary tract infection and begin the process of bladder rehabilitation 


Nursing Problems 
Bladder distended on admission. 
Foley catheter no. 16 with 5 ce. bag to 
provide constant drainage. 


With cord transection above T.IO normal 
reflex activity S. 2, 3 and 4 will empty 
bladder put patient unaware of sensation 
and there may be residual urine due to 
sphincter spasm. 


Paraplegics tend to form stones because 
of osteoporosis with long immobilization. 


Urine clilllire: Light growth E. coil. Sen- 
sitive to Neomycin, Nitrofurantoin, Coly- 
mycin, Mandelamine. 
Urinalysis: Specific gravity 1.021 
(Norm.: 1.010-1.020) 
reaction: acid 
albumin: + 
crystals: 6-8 Ca 
oxalate 
W.B.C.: 10-]8 
R.B.C.: 0-] 
pus: + 
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Approach 
Change tubing and bag daily, catheter 
weekly. 
Genital care, clean meatus with Zephiran 
b.i.d. (Neomycin ung. recommended). 
Tubing straight to drainage, check no pull 
on catheter. 
Bladder irrigation b.i d. with normal sa- 
line - fill with about 100 cc. each time, 
followed by 2 cc. bacitracin in 50 ce. sa- 
line. Catheter clamped I hour. NeomyciIi 
solution used after culture. "G" solution and 
* % acetic acid solution also recommended. 
Turn q.1 h. 


Force fluids to 3000 cc. Small amounts 
of milk and fruit juices (except apple, cran- 
berry, prune). 
Intake and output measured. 
Watch for sediment, cloudy urine. hema- 
turia. 
Usually when spinal shock passes, the 
bladder is drained q. ]-2 h. to start de- 
velopment of automatic reflex bladder. 
Have patient time intervals and clamp 
tubine. 
'\fandelaminc 501) mgm. q.1 d. 


Principles 
Bladder should be drained within four 
hours of aceident to prevent loss of tone. 
Trauma to urethal mucous membrane 
opens path for infection. 


Irrigate wilh large amounts of solution to 
distend folds of bladder wall and wash out 
debris. 
Intermittent drainage necessary to pre- 
serve tone and capacity of bladder. 


Turning lessens urine stasis which pro- 
motes infection and stone formation. 


High fluid intake irrigates urinary tract 
and dilutes waste products so less chance 
of stone formation. 


Milk limited because of calcium comenl. 
Citrus juices are also limited as they pro- 
mote alkalinily of urine which allows bac- 
terial growth and precipitation of salts. 


Mandelamine: methenamine - liberates 
formaldehyde in acid urine - plus mandelic 
urine - urinary antiscpt". 
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Objective: To maintain bowel lunction and begin bowel rehabilitation 
Nursing Problems Approach 
Abdomen firm and distended about four Rectal tube inserted. 
days after injury. Fleet enemas q. 2 days in evening. Check 
Became impacted twice. for impaction periodically. 


Bowel takes about one hour to empty. 


If ordinary enema, replace rectal tube 
with Bardex retention tube. Inflate balloon 
to 30 cc. after insertion. 


Magnolax occasionally p.m. before enema. 
Fresh fruit. High fluid .intake. Glycerine 
suppositories may be useful. 


Principles 
Abdominal distention may occur after 
cord injury because of paralysis of auto- 
nomic nervous system during spinal shock. 
Regularity is essential to develop auto- 
matic bowel emptying. 
Fleet enema - sodium acid phosphate. 
Irritates mucous membrane, increases bulk. 
Incontinence because upper motor neuron 
control of sphincter lost. 


Paraplegic bowel empties slowly and be- 
comes distended easily. If bowel becomes 
overdi'stended it may hamper respirations 
and cause sloughing of mucous membrane. 
Magnolax increæses bulk and peristalsis. 
Fruit increases bulk and roughage. Fluid 
keeps stool moist and soft. 


MAINTENANCE OF COMFORT AND GENERAL PHYSICAL HEALTH 
Objective: To prevent pain and relieve it, il present 
Postoperative upper back, chest and arm Frosst 217 p.o. for relief. Largactil (Chlor- Pain is due to scar formation, pressure 
p'lin worse on turning. promazine) 50 mgm. q.6 h. of foreign body, bone or callus. 
Gentle turning and positioning. Analgesic for relief of pain. 
Message to neck and shoulders following Massage to aid circulation and muscle 
turning. relaxation. 


Nursing Problems 
Tolerates hot day poorly. 
Spikes T. 101-102" (R) in evenings. 
Chills. 
Perspiration profuse on face and shoulders 
(none on legs). 
Feels weak and tired - looks pale. 


Objective: To maintain normal body temperature 
Approach 
A.S.A. suppository gr. x for T. over 101 0 . 
Force fluids. 
Special mouth care. 
When chilling: cover with light, warm 
blanket. 
When perspiring: no covers; use fan; wash 
face, <arms, chest frequently. 
Change pillow case p.r.n. 
Keep quiet and allow as much rest as 
possible. 


Principles 
After transection, paralyzed extremities 
do not perspire due 10 suppression of auto- 
nomic nervous system. Patient unable to 
lose heat through evaporation. 
Aspirin is .antipyretic. 
Alcohol sponges increase heat loss through 
evaporation. Fan causes convection currents. 
Prolonged fever has a debilitating effect. 


Objective: To meet nutritional and lIuid requirements 


Nursing Problems 
Usual good appetite waned with high 
fever. 
Dislikes water and hospital food. 
Hgb. 78%, WBC-1l250. 
Hematocrit 41 %, sed. rate 14 mm.lhr. 
(norm. 0.9 mm./hr.). 


Conclusion 
Accidents are the main cause of 
death and non-fatal illness in the 
younger age group. Many of these are 
car accidents, 34.6% of the 11,229 
deaths due to accidents in 1961 were 
due to automobile accidents. As a 
result, nurses contact many patients 
like Tom with varying types of trau- 
matic injuries, including spinal cord 
injuries. 
Nursing care of patients with spinal 
cord injuries is extremely complex, 
involving knowledge from many fields 
of nursing that must b.
 integrated and 
individualized for each p
tient. The 
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Approach 
3 bottles of blood in O.R. 
High protein, high vitamin, high caloric 
diet. 
High fluid intake. Offer one glass/hr. 
Make sure he is on left side for meals 
so can feed self. 


psychological problems faced by the 
patient are great and require stability 
of nurse-patient contact and long-term 
planning. Many personnel are involved 
in the patient's therapy and usually 
it is up to the head nurse to coordinate 
their activities. Nevertheless, it is very 
satisfying if we are able to bring the 
patient through this early phase of 
his care ready for the intensive re- 
habilitation to follow. 
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TURNING THE PATIENT AS A LOG 


There are four main ways of turning the patient "as a log:' These are: Method A. with the use of a turning sheet; 
Method B. using the arms of the people turning; Method C. use of Stryker Frame; and Method D. use of Foster Bed or other 
turning frame. St
p-by-step directions. with the associated principle. are described for Methods A and B. 


Principle 
I. When friction is reduced between a 
weight being moved (the patient) and 
th!:: surface on which it is moved (the 
bed) the amount of effort required to 
move it wiII be proportionally reduced. 


2. The voice of decision belongs to the 
member of the group who is felt by the 
group to have the most experience. 


3. Sharp objects pulled along the skin can 
damag:: the layers of derma and open 
an entrance for bacteria. 


4. Efficient use of muscles and good body 
mechanics conserves energy and prevents 
strain. 


5. The biceps muscles are the best devel- 
oped arm muscles. Moving toward the 
body causes less strain than pushing 
away with the triceps. 


Method A 
The bed is made up with an extra drawsheet 
to reach from neck to thigh by which the 
ratient can be moved. 
4 people take their positions; 2 on each 
side of the patient. 


Method B 
The arms of the people turning reduce the 
friction between the patient and the bed. 
4 people take their positions: 3 on the 
same side as the patient is facing: (the 
strongest person at the hips. the other 2 
at shoulders and legs.) The 4th person. on 
the opposite side of the b:=-d. prevents the 
disturbance of catheter or intravenous 
tubing. 


The nUrs
 at the top of the sheet, who is The nurse at the shoulders calls the turn. 
drawing the patient towards herself. calls 
the turn. 


Removing the pillows, they roll the turning 
sheet close to the patient's sides. They grip 
the rolled sheet securely so their nails do 
not touch the patient. Holding the sheet 
taut. they ease his body gently into the 
supine position. 


With feet apart backs straight and knees 
bent. they brace themselves against the 
lowered bedsides. The nurse calls the turn. 
The couple on one side draw the patient 
toward themselves. 


Then they tip him just enough to turn him 
onto his side. Meanwhile the opposite pair 
ke
p the she
t taut as the patient is drawn 
away from them. 
Th
 pillows are rearranged and the patient 
is left comfortable. in good body alignment, 
with support to extremities to prevent 
weakness or contractu res. 


They remove all rings and watches. Nails 
of the turners have to be short and smooth. 
The pillows are removed and the three 
supporting the patient with their hands. 
ease him gently into the supine position. 


Same as method A 
The 3 persons simultaneously slide their 
hands and arms under the patient. depress- 
ing the mattress slightly. Care is taken to 
avoid pressing into the area of trauma. 


When all 6 arms are under the patient. the 
rlUrs:: says "turn." They draw the patient 
toward thems
lves on their arms. 
With their arms stilI in place. they roll 
the patient in alignment onto his opposite 
side. Leavl" patient comfortable. 


_ Caroline Robertson. R.N.. B.N.. Montreal Neurological Institute and Hospital. Montreal. Que. 


Canada is the first country in the world 
to have a nation-wid
 survey on the causes 
of blindness. The study, under the sponsor- 
ship of the Canadian National Institute for 
the Blind. wiII be a constructive contribu- 
tion to the advancement of eye medicine 
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CNIB Survey 


and the prevention of blindness. 
The surv
y covers every age level .md 
is based on the re;;ords of 24.605 blind 
Canadians regist
red wilh the CNIB. 
The study indi':dtes that blindne
s is on 
the incre:Jsc. In IY.lfi. .1 ,urvey reve:Jled 


that there were 105 blind per 100.000 popu- 
lation. In 1963. the study showed that tho: 
rate had risen to 132 per 100.000. Incidence 
vari
s acros
 Canada. It is greatest in th
 
North West Territories with 376 per JOO.OOO 
.tn.1 low

t in Alberta with 108 per 100.000. 
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Canadian Nurses' Foundation 
Nine Canadian Nurses Receive Schol- 
arships 
The Board of Directors of the 
Foundation has announced the follow- 
ing scholarship winners for the 1965- 
66 academic year: 
Shirley Ruth Good, London, Ontario, 
$4,500 to complete her Ed.D. degree at 
Teachers College, Columbia University, 
New York. 
Margaret Louise Hayward, Toronto, On- 
tario, $4,500 to complete her studies toward 
a Ph.D. degree 'at the University of Pitts- 
burg. 
Audrey Joyce Bailey, Toronto, Ontario, 
$3.500 for one year of study at Western 
Res
rv<: University, Cleveland, for a M.Sc.N. 
degree, majoring in nursing service adminis- 
tration. 
Alice Evelyn Cove, Winnipeg, Manitoba, 
$3.500 for one year of study -at the Uni- 
versity of Washington, Seattle, for an M.A. 
degree. majoring in areas of nursing school 
administration. ourriculum development and 
teaching. 
Jeanne F. Carrière, Beaurepaire, Quebec, 
$3,500 for one year of study at Wayne 
State University, Detroit, for an M.N. 
d
gree. majo:-ing in public health nursing. 
Geo:-gette Desjean. Lachine, Quebec, 
$
.590 for one year of study at Wayne 
Stat
 University. Detroit, for an M.N. de- 
gree, majoring in medi-cal-'Surgical nursing. 
Helen Elizabeth Moogk, Waterloo, On- 
tario. $3,500 for one year of study at New 
York University for ,an M.A. degree, ma- 
joring in parent and child health nursing 
and nur.;ing education. 
Diane Yvonne Stewart, Chatham, Ontario, 
$3.000 for one year of study at the Uni- 
v
rsity of Western Ontario, London, for 
\1'.Sc.N. degree, majoring in nursing service 
administration. 
Irene Marguerite M. Buchan, Calgary, 
Alb
rta. $500, for one year of study at 
the University of Washington, Seattle, for 
an M.N. degree majoring in nursing service 
administration. 
Miss Buchan is also this year's W. B. 
Cõ:a'1TIders Nursing Fellowship winner. The 
Fellowship is valued at $1,200 which will 
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also be used by Miss Buchan toward her 
degree. 
The Canadian Nurses' Foundation 
is now accepting applications for CNF 
Scholarships for the academic year 
1966 67 and offers this infonnation 
as a helpful guide for applicants. 
General Information: 
I. Awards are avaihrble only to members 
of the Canadian Nurses' Association. 
2. Completed application forms must be 
in the hands of the Executive Secretary- 
Treasurer of the Canadian Nurses' 
Foundation not later than March 1st, 
1966. 
3. The Executive Secretary-Treasurer of 
the Canadian Nurses' Foundation MUST 
BE INFORMED of the applicant's accep- 
tance into a graduate program by May 
1st, 1966. 
Criteria for Selection: 
I. Intelleotual ability and originality. 
2. ExpeJ1Ìence in nursing and high quality 
of performance. 
3. Personal qualifications with emphasis 
on the demonstrated ability of the in- 
dividual to exchange and share ideas 
and to work effectively with others. 
4. Evidence of potential far distinguished 
achiev'ement. 
5. Career plans. 
Conditions Governing Award: 
1. In condition of receiving the grant 
the nurse agrees: 
(a) to apply the proceeds of the award 
solely to tuition, living expenses and 
travel in connection with the said 
graduate course. 
(b) to verify to the Canadian Nurses' 
Foundation actual enrolment in 
the university and include the name 
of the faoulty adviser. 
(c) to submit a progress report to the 
Canadian Nurse'S' Foundation at ttre 
close of each semester. 
(d) to advise the Canadian Nurses' 
Foundation immediately of any 
change of address. 
(e) to notify the Canadian Nurses' 
Foundation of any fundamental 
change in the plan of study on 
which the grant was made. 


(f) to serve in a nursing position any- 
where in Canada for a minimum 
period of one year for each year 
... of financial assistance. 
2. (al When a thesis is a requirement for 
.c
mpletion of a Master's Program, 
the Oanadian Nurses' Foundation 
Schol'ar must agree to submit to 
the Canadian Nurses' Foundation 
(i) an abstract of the thesis 
(ii) a complete copy of the study 
(b) All Doctoral students wiU submit 
to the Canadian Nurses' Foundation 
(i) an abstract of the dissertation 
(ii) a complete copy of the disser- 
tation. 
3. If the nUJrse fails to live up to her 
undertaking, or for any reason is un- 
able to complete her graduate course 
of studies. the Canadian Nurses' Foun- 
dation reselV'es the ri'ght to terminate 
further payments and require repay- 
ment of funds already granted. 


* 


CNA Archives Grows 
The Canadian Nurses' Association 
has assembled over the years a small 
but interesting collection of items for 
the archives. Now that construction of 
the new CNA headquarters has begun, 
the hope for space to house and display 
the archives is brought closer to reali-ty 
and the coUection has taken on new 
significance. 
Some of the more recent gifts to the 
archives include a biography in English 
of Jeanne Manoe, founder of the Hotel 
Dieu Hospital in Montreal. This is a 
numbered copy of a special limited 
edition donated by Miss MILDRED 
WALKER, Senior Nursing Consultant, 
Occupational Health Division, Depart- 
ment of National Health and Welfare. 
To accompany this history, Miss Wal- 
ker presentro three photographs of the 
Jeanne Mance Commemoration Cere- 
mony in Montreal in 1942. 
A cup and saucer belonging to Mary 
Agnes Snively has been donated by 
MRS. W. A. THOMPSON (JEAN 
BROWNE) of Regina; an 1860 edition 
of Noteç on Nursing by Florence Night- 
THE CANADIAN NURSE 



ingale has been received from Miss 
MARGARET KERR, editor of THE CANA- 
DIAN NURSE; a copy of The Pageant 
of Nursing in Canada produced in 
Toronto in June 1934 and the Menu 
program of the Silver Jubilee Banquet 
of the Association has been donated 
by Miss GLADYS SHARPE, Nursing 
Consultant with the Ontario Hospital 
Commission; and an 1897 edition of 
Monthly Nursing by A. Worcester has 
been received from Miss ALICE NI- 
COLLE of Toronto. 
The CNA would welcome other 
items for its archives - do keep us 
in mind. 


Ottawa Nurse Receives 
Recognition 
VERNA M. HUFFMAN of Ottawa, 
who received her master's degree in 
public health nursing at the University 
of Michigan this year, was chosen by 
her classmates and faculty to receive 
the Emilie Gleason Sargent Prize. It 
is awarded annually to a nurse in the 
School of PubJic Health, who, bv 
strength of character. personal and 
professional integrity, and academic 
achievement, gives promise of leader- 
ship in public health nursing. 
Miss Huffman, who has conducted 
a study of the functions of public 
health nursing for the Canadian Pub- 
lic Health Association, has served as a 
World Health Organization public 
health nursing consultant to the minis- 
tries of health of federal and territorial 
governments in the West Indies and 
British Guiana, and as a public health 
nursing consultant to the Canadian 
government and to provincial depart- 
ments of health. She is presently as- 
sistant to the Chief Nursing Consul- 
tant. Department of National Health 
and Welfare, Ottawa. 


National Committees Concentrate 
on RCHS Report 
The Committee on Nursing Educa- 
tion singled out for action, in the 
1964-66 Biennium, Rerommendation 
130 of the Hall Report (see page 477, 
June issue). 
It began work on developing nation- 
al criteria for evaluating diploma 
schools of nursing. The sub-committee 
met in Ottawa in May to review the 
first draft containing eight sections - 
Philosophy and Objectives, Organiza- 
tion and Administration. Faculty, 
Students, Curriculum, Facilities. Evalu- 
ation, Records and Reports. The draft 
has been revised and will be presented 
to the full committee meeting next 
month. When final revisions have been 
made. the criteria will be published in 
booklet fonn and should be available 
next June. 
The Committee on Nursing Service 
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took as its task Recommendations 128 
and 137 (see pages 477, 478, June 
issue). Its sub-committee met in Otta- 
wa in May to begin the preparation of 
national guidelines on the functions 
and qualifications of hospital nursing 
service personnel, including the nursing 
assistant. This is part of a long tenn 
project to develop national guidelines 
on functions, standards and qualifica- 
tions of nursing personnel in all fields 
of nursing. The pubJished guidelines 
are expected to be available also next 
June. 
Three More Named to 
Accreditation Committee 
The CNA has named the three ad- 
ditional members to the Committee on 
Accreditation of Schools of Nursing: 
Miss ALICE GIRARD, Dean, Faculty of 
Nursing. University of Montreal; Miss 
MARGARET STREET, Assistant Profes- 
sor, School of Nursing, University of 
British Columbia; and MRS. BLANCHE 
DUNCANSON, Director, Nightingale 
School of Nursing, Toronto. The first 
meeting of this special committee is 
scheduled for next month (see July 
World of Nursing). 
Statistical Data Available 
"Statistical Data on Schools of 
Nursing in Canada" published annu- 
ally by the Canadian Nurses' Associa- 
tion is now available for the year 1964. 
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The tabulations are divided into 
four sections: (a) Students - admis- 
sion enrolments and graduation, (b) 
Schools - numbers, size of enrolment 
and types of programs offered, (c) 
Graduate Nurse Education - enroll- 
ment and graduations for all post-basic 
programs, and (d) Nurse Faculty - 
their preparation and programs taught. 
Copies are available from National 
Office, 74 Stanley A venue, Ottawa, at 
a cost of 50 cents. 
Publications Recently Received 
in CNA Library 
Most of the material listed below is 
available on loan from the CNA Li- 
brary. Requests should be addressed 
to: 
The Librarian 
Canadian Nurses' Association 
74 Stanley Avenue 
Ottawa 2, Canada 
AppJications for loans should give 
the month in which the publication 
was listed in THE CANADIAN NURSE. 
(Note: Language of document is shown in 
bracketed code after each entry. AlE, 
Anglah;/English; F, Français/French. OtheT 
abbreviations: C circa (about), I. leave6 (of 
mimeographed material), p. pages. v. vol- 
ume.) 
l. Allen, L. and others. A study of the 
activities of head nurses on twelve patient 
units. Saskatoon, Sask., University Hospital. 
1965. 17 I. AlE. 
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Dr. Helen Mussallem of the Canadian Nurses' Association was guest speaker at the 
Alberta Association of Registered Nurses' 47th annual meeting held at Jasper Park Lodge 
May 26-28. Dr. Mussallem is seen here with Dr. D.L. McNeil, president of the CanaJian 
Medical Association's Alberta division. and J.D. Campbell. executive director of the 
Alberta government's hospital division. 
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2. American Hospital Association. Surgi- 
Lal technical aide; instructor's manual. 
Prepared by the Council on Professional 
Practice. Chicago, 1963, cl954. 96 p. AlE. 
3. American Management Association. 
Effective communication on the job; a guide 
for supervisors and executives. Rev. ed. New 
York, cl963, 304 p. AlE. 
4. American Nurses' Association. Public 
Health Nurses' Section. Functions and qua- 
lifications in the practice of public health 
nursing. New York. 1964. 32 p. AlE. 
5. Australia. National Nursing Education 
Dil'ision of the Royal Australian Nursing 
Federation and the National Florence Night- 
ingale Committee of Australia. Bibliography 
on psychiatry and psychiatric nursing. Mel- 
bourne, 1964. 10 I. AlE. 
6. Barabas, Mary Helen. Contemporary 
head nursing. New York, Macmillan, c1962. 
189 p. AlE. 
7. Blishen, Bernard R. Survey of nurses 
1963. Extract. Ottawa, Canadian Nurses' 
Association, 1965. 5 I. A/E/F. 
8. Brick, Michael. Forum and focus for 
the junior college movement; th:: American 
Association of Junior Colleges. New York, 
Bureau of Publioations, Teachers CoUege, 
Columbia University, 1964. 222 p. AlE. 
9. Canada. Dominion Bureau of Statis- 
tics. Cen'sus of Canada, 1961; vol. 3, pt. 2 
Labour foroe, industry groups by detailed 
occupation and sex, Canada and provinces. 
Ottawa. Queen's Printer, 1965. 162 p. 
AlEIF. 
10. Canada. Dominion Bureau of Statis- 
tics. Census of Oanada 1961; vol. 7, pt. 
I, general review, citienship in Canada, 
Ottawa, 1965. 33 p_ A/E/F. 
II. Callada. Dominion Bureau of Statis- 
tics. Vital statistics, 1963. Ottawa, Queen's 
Printer, 1965. 213 p. AlE IF. 
12. Canada. Dominion Bureau of Statis- 
tics. Instructions and definitions for the an- 
nual return of hospitals. 1964. Ottawa, 
Queen's Printer. 2 v. AlE. 
13. Canada. Dept. of Labour. Economics 
and Research Branch. Collective agreement 
provisions in major manufacturing establish- 
ments. Ottawa, Queen's Printer, 1964, cl965. 
61 p. (Its Labour management research 
serie'S report no. 5). AlE. 
14. Canadian Association for Adult Edu- 
cation. Health of a nation project kit. To- 
ronto. 1965. AlE. 
15. Canadian Institute on Public Affairs. 
11th winter conference, Toronto, 1965. 
Middle power in the market place. A dis- 
cussion of Oanadian trade policies. Ed. by 
Gordon Hawkins, Toronto, 1965. 60 p. 
AlE. 
16. C'lmlilative index to nursinl? litera- 
ture; subject headings. 2d ed. Glendale, 
Calif.. Glendale Sanitarium and Hospital, 
1964. 64 p. AlE. 
17. DOU.ft, JollII Lovett, ed. Contempora- 
ry p'ychi'3try; ten radio lectures heard on 
CBC University of the Air. Toronto, Cana- 
di.m Broadc.asting Corp., cl964. 119 p. AlE. 
18. Foran, J. K. Jeanne Mance or the 
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angel of the colony. Foundress of the Hôtel 
Dieu Hospital, Montreal, pioneer nurse of 
North America 1642-1673. Montreal, The 
Religious Hospitallers of St. Joseph, Hôtel- 
Dieu, Montreal. Printed by the Herald 
Press, 1931. 192 p. AlE. 
19. Gt. Brit. Central Youth Employment 
Executive. Nursing fur men. 2d ed., Lon- 
don, H. M. Stat
onery Off., 1962. 32 p. 
AlE. 
20. Habenstein, Robert W. and Edwin A. 
Christ. ProfessionalizeT, traditionalizer and 
utilizer; an interpreti-ve study of the work 
of the general duty nurse in non-metropoli- 
tan central Missouri general hospitals. 2d ed. 
Columbia, Mo., University of Missouri, 
1963. 171 p. AlE. 
21. Hanson, Eric J. The public finance 
aspects of health services in Canada. Ot- 
tawa, Queen's Printer, 1963. 206 p. (Royal 
Commission on Health Services, Study). 
AlE. 
22. Harvard Business Review. Guide
ts 
to executive growth. Booton, Mass., c1955- 
1962, 106 p. AlE. 
23. International Labour Office. Collec- 
tive bargaining; a workers' education ma- 
nual, Geneva, 1960. 158 p. AlE. 
24. International Labour Office. Intro- 
duction to work study. Geneva, 1964. i.e., 
1957. 355 p. AlE. 
25. Judek, Stanislaw. Les effectifs médi- 
oaux au Oanada. Ottawa, Imprimeur de la 
Reine, 1964. 435 p. (Commission royale 
d'enquête sur les services de .santé, Etude) F. 
26. Kunderman, Eleanor. Philosophy of 
nursing education. New York, Teachers Col- 
lege, Columbia University, 1963. 20 I. AlE. 
27. Labour College of Canada. Report 
of the second term. May 8-July 31, 1964. 
Montreal, 1964. 25 p. AlE. 
28. Lewis, Norman, ed. The new Roget's 
thesaurus of the English language in dic- 
tionary form. Rev. Garden City, Garden 
City Books, cl961. 552 p. AlE. 
29. Lorrain, Léon. Le langage des af- 
faires. 2d ed. revue et augmentée. Montreal, 
Editions pedagogia, 1962. 152 p. F. 
30. MacNeill, R. G. The role of the 
Civil Service Commission in pay determina- 
tion under collective bargaining. An address 
to Sixth Triennial Convention, Dept. of 
VeteI'ans Affairs Employees National As- 
sociation, Calgary, 1965. 13 I. AlE. 
31. Mansion, J. E., ed. Harrap's shorter 
French and English dic
ionary. French- 
English; English-French complete in one 
volume with new supplements. London, 
Harrap, [964. 940 p. A/E/F. 
32. Michael, Donald N. Cybernation; the 
silent conquest. Santa Barbara, Oalif. Centeor 
for the Study of Democratic Institutions, 
c1962. 46 p. AlE. 
33. Millot, H. L. Selection of student 
nurses; a review of some studies relating 
to the selection of the general nursing stu- 
dent. Melbourne, National Nursing Educa- 
tion Division of the Royal Australi'an 
Nursing Federation and the National Flo- 
rence Nightingale Committee of Australia. 


1963. 24 1. AlE. 
34. Moffatt, Donald F. New dimensions 
in administration. Paper presented at second 
annual convention Regional Hospital Coun- 
oil, no. 10, June 3, 1964. Ottawa, 1964. 
14 1. AlE. 
35. National League for Nursing. Crite- 
.ria for the evaluation of educational pro- 
grams in nursing leading to an associate 
degree. New York, 1962. 12 p. AlE. 
36. National League for Nursing. Dept. 
of Diploma and Associate Degree Pro- 
grams. Evaluation, the whys and the ways. 
Report of the 1964 Regional workshops of 
the Council of Member Agencies of the 
Dept. of Diploma and Associ'ate Degree 
Programs. New York, 1965. 60 p. AlE. 
37. Ontario. Royal Commission on 
Compulsory Arbitration in Disputes Affect- 
ing Hospitals and their Employees. Report, 
Toronto, 1964. 62 p. AlE. 
38. World Health Orl?anization. Region- 
al Office for Europe. The role of health 
workers and soci'al wrokers in meeting fa- 
mily needs. Report on a seminar organized 
jointly by the United Nations and the Re- 
gional Office for Europe of the World 
Health Organization, Geneva, 19-24 Oct. 
1959. Copenhagen, 1964. 226 p. AIEIF. 
39. World Health Organization. Regio- 
nal Office for Europe. The training and 
use of auxiliary nursing personnel. Report 
on a -seminaT sponsored by the Regional 
Office for Europe of the World Health 
Organization in collaboration with the go- 
vernment of Spain, Escurial, 1962. Copen- 
hagen, 1963. 60 p. A/E/F. 
40. Pings, Vern M. Nursing libraries, a 
review of the literature, 1900-1963. Detroit, 
Wayne State University School of Medicine, 
Library and Biomedical Information Ser- 
vice Centre, 1964. 36 I. AlE. 
41. Quebec, Royal Commission of Inqui- 
ry on Education. Report, Quebec, Queen's 
Printer, 1963-65. 2 v. AlE. 
42. Quo Vadis School of Nursing, To- 
ronto. The Quo Vadis School of Nursing; 
a progress report, February 28, 1965. To- 
ronto, 1965. 31 I. AlE. 
43. Registered Nurses' Association of 
British Columbia. Labour reIations manual. 
Vancouver, 1965. I v. (various pagings). 
AlE. 
44. Registered Nurses' Association of 
Ontario. About nursing as a career; ques- 
tions and answers; an aid to Ontario gui- 
dance counsellors. Toronto, 1964. I v. (va- 
rious pagings). AlE. 
45. Registered Nurses' Association of 
Ontario. The report of the province-wide 
study on nursing, 1963-64. Toronto, 1965. 
210 p. AlE. 
46. Registered Nurses' Association of 
Ontario. Middlesex Country Chapter. A 
brief to the committee on aging, Legislative 
Assemb[y, Provine:: of Ontario. Toronto. 
1965. 25 1. AlE. 
47. Robinson, F. G. and E. Haltrect. 
Staff research in Canadian degre::-granting 
universities and colleges. Ottawa, Canadian 
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Council for Research in Education, 1964. 
54 1. AlE. 
48. Rouaix, Paul. Dictionnaire-manuel 
des idées suggérées paT les mots contenant 
tous les mots de la langue française grou- 
pés d'après les 5oos. 27ème éd. Paris, Ar- 
mand Co.in, 1964.538 p. F. 
49. Saskatchewan Hospital Association. 
Choosing a hospital and rehabilitation ca- 
reer. Regina, 1965. 41 p. A/E. 
50. Sherk, Marjorie. A study of nurses' 
attitudes and knowledge regarding colIective 
bargaining. Saskatoon, Sask., Univ. of Sas- 
katchewan, 1965. 14 1. A/E. 
51. Simmons, Leo W. and Virginia Hen- 
derson. Nursing research: a survey and as- 
sessment. New York, Appleton-Century- 
Crof1ls, 1964. 461 p. A/E. 
52. Toronto. University. School of Nurs- 
ing. B. Sc. N. University of Toronto. 14 p. 
A/E. 
53. Toronto. University. School of Nurs- 
ing. D::gree course for graduates of diploma 
schools of nursing. Toronto, 1965.5 1. A/E. 
54. U. S. Dept. of Health, Education and 
Welfare. Public Health Service. Hospital 
administrative research. Washington, U. S. 
Gov't. Print. Off. 1964. 48 p. A/E. 
55. U. S. Dept. of Health, Education and 
Welfare. Public Health Service. Division of 
Nursing. Nurses in public health. Number 
and educational preparation of nurses em- 
ployed for public health work in the United 
States, Puerto Rico, The Virgin Islands and 
Guam on January, 1964. Washington. U. S. 


Gov't. Print. Off. 1965.59 p. A/E. 
56. U. S. Dept. of Health, Education and 
Welfare. Public Health Service. Division 
of Nursing. Health manpower source book, 
section 18, manpower in the 1960's, by 
Division of Public Health Methods in coo- 
peration with Division of Dental Public 
Health and Resources and Division of 
Nursing. Washington, U. S. Gov't. Print. 
Off. 1964. 67 p. A/E. 
57. Western Interstate Commission for 
Higher Education. Graduate education and 
the west. Boulder, Col., 1964. 24 p. A/E. 
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Request Form for "Accession List" 


Director in Chief 


VICTORIAN ORDER OF NURSES 
FOR CANADA 


5 Blackburn Avenue 
O"awa 2, Ontario 


CANADIAN NURSES' ASSOCIATION LIBRARY 


Send to: 
LIBRARIAN, Canadian Nurses' Association, 74 Stanley Avenue, Ottawa 2, Ontario. 
Please lend me the following publications, listed in the issue of "Accession 
list, Conadian Nurses' Association library, 74 Stonley Avenue, Ottowa 2, Ontario," or add my name to the 
waiting list to receive them when available: 


Item 
No. 


Author 


Short title (for identification) 


Requests for loans will be filled in order of receipt. 
Reference ond restricted moteriol must be used in the CNA library. 
Borrower 
Position 
Address 
Date requested 
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EMPLOYMENT OPPORTUNITIES 


ADVERTISING 


RA TES 


Canada and Bermuda: 
$7.50 for 6 lines or less; $1.00 for each additional line 
U.S.A. and Foreign: 
$10.00 for 6 lines or less; $2.00 for each additional line 
Rates for display advertisements on request 
All advertisements published in both English and French issues. Closing 
date for insertion or cancellation orders, TWO MONTHS prior to date af 
publication. 


The Canadian Nurses' Association has not yet reviewed the personnel poli- 
cies 0/ the hospitals and agencies advertising in the Journal. For authentic 
information, prospective applicants should apply to the Registered Nurses' 
Association of the Pro
'ince in K'hich they are interested in working. 


Address correspondence fo: 


THE CANADIAN NURSE JOURNAL 


ALBERTA 


Registered Nurses (Immediately) to fill staff vacancies 
and for summer relief in 50-bed active treatment 
hospital in beautifully situated town On the Atha- 
basea River close to popular lake resorts; bus 
service twice daily to Edmonton (2'12 hours). Salary 
range $330.$390 depending on experience. O.R. and 
Obs. experience an asset. 5 day, 40 hour week, 
revolving shifts; full maintenance in nurses' residence 
including laundering of uniforms $35 per month; 
M.S.I., Blue Cross, and pension plan in effect. 
Apply or write for further information and per- 
sonnel policies to: Matron.Administrator, Municipal 
Hospitol, Athabosca, Alberta. }-I-I 
Registered Nurses for a 51-bed active treatment 
hospital, situated in east central Alberta. Salary 
range from $340.$385 commensurate with experience. 
Sick Leave and pension benefits available, 40
hour 
work week, 21 days annual vacation plus .tatutory 
holidays, full maintenance in new nurses' residence 
for $30/m. For further information, kindly contact: 
W. N. Soranchuk, Administrator, Municipal Hospital, 
ELK POINT, Alberta. 1-3
-1 


Registered Nurses for General Duty and Operating 
Room in modern 2oo-bed General Hospital in south- 
ern Alberta city 60 miles from the mountains. Salary 
range $330 - $390 with recognition for previous ex- 
perience. Policies in accordance with AHRN recom- 
mendations. Write to: Associate Director of Nursing 
Service, Lethbridge Municipal Hospitol, Lethbrid'le, 
Alberta. 1.57-1 
REGISTERED NURSES (2) (immediately) for 22-bed ac- 
tive treatment hospital. Solory $345-$410/m. Expe- 
r;ence recognized, full maintenance at $35/m. MSI 
and Blue Cross in effect. Apply: Director of Nursing. 
Municipal Hospital, Manning, Alberta. 1-59-1 
Registered Nurses for Oyen Municipal Hospital, basic 
salary $350 to $410, past experience recognized, 
board and room $40. Apply: Administrator, Oven 
Municipal Hospital, Oven, Alberto. 1.68- I 
REGISTERED NURSES for 44-bed active treatment 
hospit
l: Solary range from $335 up with experience 
recogmtlon. Good personnel policies, Pension, Medical 
and Hospital izotion plans, 40 hour week excellent 
sick leave and hol iday schedule. Apply: Holy Crass 
Hospital, Box 339, Spirit River, Al be rta. 1-81-1 
Registered Nurses (immediately) for 54-bed hos- 
pital. Basic salary $330 per month with 4 annual 
incren:'ents to $390, increment adjusted to previous 
experience. Group Medical, hospitalization and pen- 
sion plans. 40-hour week, 31 days vacation after 
one year, accommodation in residence $35. Apply: 
Director of Nursing, Municipal Hospital, Vermilion, 
Al berto. 1-90-2 
REGISTERED NUi-SES for General Duty, positions are 
available on a variety of services. Excellent per- 
sonnel policies and working conditions. Salary scale 
$330 - $390, previous experience is recognized. 


6 -? 
;J_ 


AUGUST 1965 


1522 Sherbrooke Street West, Montreal 25, Quebec 


Apply to: Assistant Personnel Director, Royal 
Alexandra Hospital, Edmonton, Alberta. 1-33.9 
General Duty Nurses for well-equipped 60-bed hospital 
in active town of 3,500. Salary $330-$390 for Alberto 
registered; $320 for non-Alberta registered. New se- 
parate residence, excellent personnel policies and 
working conditions. Apply to: Director of Nursing, 
Brooks General ;iospital, Brooks, Alberta. 1-13-1 
GENERAL DUTY NURSES - salary range $3,780 to 
$4,500 per onnum. 40 hour wark week, modern liv- 
ing-in facilities available at moderate rates, if de- 
sired. Civil Service holiday, sick leave Clnd pension 
benefits. Apply to: Baker Memorial Sanatarium, De- 
partment of Public Health, Calgary, Alberta. 1-14-3 
General Duty Nurses (2) for modern 22 bed active 
hospital in East Central Alberta, on Highway 12. 
Salary schedule $350 - $390, 40 hour week, pension 
plan and group M.S.I. Full maintenance in nurses' 
residence $30, available. Apply to: Matron.Adminis- 
trator, Consort Municipal Hospital, Box 310, Consort, 
Alberta. 1-24.1 


General Duty Nurses for modern 25-bed hospital. 
Salary range $355.$400. New staff residence. Full 
maintenance $35, personnel policies as per AARN. 
Apply to the: Director of Nurses, Municipal Hospital, 
Coronation, Alberta. I -25- I 
General Duty Nurses and Certified Nursing Aides 
for modern 70.bed hospital. Salary $355 and $230 
respectively; credit for experience; shift differential 
for R.N.'s., liberal policies, accommodation avail. 
able. For further particulars apply to: Administrator, 
Providence Hospital, High Prairie, Alberta. 1-45-1 
Graduate Nurses. Salary: $330 to $390/m. 5 day, 
40-hr. wk., 31 days paid vacation after 12 mo. 
continuous employment, also generous sick time and 
pension benefits. For further particulars please apply 
to: M. Hawkes, R.N., Superintendent of Nurses, Mu- 
nicipal Hospital, Drumheller, Alberta. 1-31 -2 
NURSES required for combined public health and 
minor treatment services for northern Alberta com- 
munities. Starting salary in relation to training and 
experience. Holiday, sick leave and pension benefits 
in accordance with Provincial Public Service regula- 
tions. Good accommodation and utilities provided. 
Apply to: Director of Public Helath Nursing, Depart- 
ment of Public Health, Administration Building, Ed- 
monton, Alberta. 1.33-16 


BRITISH COLUMBIA 
OPERATING ROOM SUPERVISOR required August 
15, 1965 for 0 busy department in 146-bed hospital. 
Applicants should have experience and preferably 
a postgraduate course in O.R. Management and 
Technique. Operating Room Nurse' also required 
September I, 1965, RNABC personnel pol icies in 
effect. Apply to: Director of Nursing, General Hospi- 
tal, Chilliwack, British Columbia. 2-13-1 


HEAD NURSE for small, active psychiatric unit in a 
General Hospital, associated with district Mental 
Health Clinic. University preparation desirable. Posi- 
tion open in October. For further information apply 
to: Director of Nursing, Kelowna General Hospital, 
Kelowna, British Columbio. 2-34-1 A 


Nurse to be a Head Matron at a residentia' boys' 
school on Vancouver Island. Ideal living conditions 
and good prospects. Apply to: Box "E", The Cana- 
dian Nurse Journal, 1522 Sherbrooke Street West, 
Montreal 25, Quebec. 2-73.23 
Operating Room Head Nurse ($390-S471) and General 
Duty Nurses for fully accredited JJ3-bed hospital 
(82 beds in use) in N.W. B.C. Excellent fishing, 
skiing, skating, curling and bowl ing. Hot-springs 
swimming nearby. Salaries: B.C. Registered $355- 
$428. Non-Registered $340. Room and board $50. 
Apply: Director of Nursing, General Hospital, Kiti- 
mat, British Columbia. 2-36-1 A 
Registered Nurses for General Hospital with School 
of Nursing, sillJated in the Interior af British Ca- 
lumbia. large expansion proiect due to open this 
year. Personnel policies as recommended by RNABC. 
For further information apply to: Director of Nurs. 
ing, Royal Inland Hospital, Kamloops, British Co- 
lumbia. 2-32-1 
Registered Nurses or Graduate Nurses for 75.bed 
hospital completed in September 1962. Salary B.C. 
Registered Nurse $340.$413. Non-B.C. Registered 
Nurse $325. RNABC pol icies in effect, group medical 
health plan, superannuation. Very active fOwn in 
Cariboo ranching country, excellent personnel poli- 
cies. Apply: Director of Nursing, Cariboo Memorial 
Hospital, Box 430, Williams Loke, British COlu2-'


i 


Registered Nurses for General Duty in active small 
hospital. Salary $325, B.C. registered $340, RNABC 
policies in effect, residence ovailable. Apply: Ad. 
ministrator, Lady Minto Hospital, Ashcroft, British 
Columbia. 2-4- I 
Registered Nurses for General Duty (2) for 30-bed 
active hospital. RNABC policy in effect. Apply: 
Director of Nursing, Creston Volley Hospifal, Cres. 
ton, British Columbia. 2 16-1 
General Duty Nurses: Appl ications for future refer- 
ence for 60.bed accredited hospital in resort area 
Vancouver Island. Economical residence and cafe. 
teria. Quote month of planned move and time 
needed to arrive. YOU ,onfirm acceptance when 
vaconcy offered. Hospitol brochure on request. Apply: 
Director of Nursing, District Hospital, Campbell River, 
British Columbia. 2-9.1 
General Duty Nu,ses for active 30.bed hospital. 
RNABC policies and schedules in effect, also North. 
ern allowance. Accommodations available in res. 
idence. Apply: Director of Nursing, General Hospital, 
Fort Nelson, British Columbia. 2-23- I 
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 lin..' ('oa('hman 
LUX-OPAQUE TERYLENE TAFFETA 
#0722. . . short sleeves 
#3722.. .3/4 sleeves 
Sizes: 8-20.. .at $14.98 
#20722. . . short sleeves 
#23722. . .3/4 sleeves 
Tall Sizes: 10T-20T. .al $15.98 


COMBED WASH & WEAR 
"IMPERIAL" BENGALINE 
with PERMA-WEAR finish 
#0522. . . short sleeves 
#3522. . .3/4 sleeves 
Sizes: 8-20.. .at $11.98 
#30522. . . short sleeves 
#23522 .3/4 sleeves 
Tall Sizes: 10T-2OT.. .aI$12.98 


ERE ARE NONE FINER 


,hilt into fa
hion 
-OPAQUE TERYLENE TAFFETA 
12. . short sleeves 
.urs: White. Blue. Aqua, Black 
s: 6-20. .aI$12.98 

BED WASH & WEAR BENGALINE 
PERMA-WEAR finish 
12. . short sleeves 
s. 6-20.. .at $8.98 
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WHAT'S YOURS? 
If you're nonnaJ/y a beer drinker, but 
the persons you're with are drinking high- 
balls. which will you choose? This and 
related questions were reoently studied in 
an endeavor to ascertain the effects of 
"group nonns" on an individual's drinking 
habits. 
It was found, to begin with, that most 
people do their drinking in social situa- 
tions. And it was found, too - to a degree 
- that their choioe of beverage on such 
occasions is detennined by what "everybody 
else is having." Thus, at parties, 76 per 
cent of the group studied drank highballs 
(the conventional party drink), although 
aotually 64 per cent of them preferred 
wine [and a large per oent preferred beeT]. 
In private drinking situations. however, even 
where a "social norm" exists, the indivi- 
dual tends to drink what he himself prefers. 
One interesting sidelight of the study is 
the postulation of a "new and interesting 
occasion" for drinking: while watching 

elevision. This is not considered "drink- 
ing alone" in the usual sense of the word, 
beoause - under these circumstances - 
drinking is not the primary activity. Beer 
seems to be the favorite television bevera- 
ge, but it isn't clear whether this represents 
a new "social norm" or just means that 
more beer drinkers like to drink while 
watching television! - Fink. R. Modifica- 
tions of Alcoholic Beverage Choice in 
Social and Nonsooial Situations. Quart. J. 
Stud. Alcohol, 26:80-94, March 1965 as 
abstracted in Amer. J. Nurs., 65:132, June 
1965. 


A HUNGRY GIFT 
Even gratitude has its pitfalls. Most gra- 
teful patients content themselves with cho- 
colates all round. letters to the press or 
thanks to the matron, but some wish to 
be more ambitious. A friend, devotedly 
nursed after a very bad car smash. wished 
to show his appreciation Ì'O the matron. 
She was a tropical fish fanatic, and after 
ascertaining which fish she already had, he 
went Ollt and. on expert advice. bought 
676 SEPTEMBER 1965 


her some new ones. Her gratitude and 
his glow of virtue knew no bounds. 
He was therefoJ1e rather surprised at the 
air of constraint which greeted him when 
he returned for his out-patient appoint- 
ment. People regarded him much as a Mas- 
ter of the Foxhounds would look at a man 
with a pocket full of aniseed. Finally, all 
Was made dreadfully clear. A sister sidled 
up to him and whispered "You know those 
tropical fish you bought matron?" "Yes?" 
"Well, your tropi'cal fish have eaten all her 
tropical fish". - Jottings by Gadfly. Nurs. 
Times. 61:715, May 21,1965. 


EAR BETTER THAN REAR 
We warn you now. If you have a pre- 
monition that you might be hospitalized in 
the near future, you had bener start shin- 
ing up your ears. According to The Horner 
Newsleller, researchers have demonstrated 
that temperatures taken by ear are more 
reliable than those taken by conventional 
methods. 
In their study the researchers compared 
rectal and ear temp::ratur::s in a group of 
sailors wearing decontamination suits and 
gas masks. The suits shut off the body's 
cooling system, allowing a more accurate 
appraisal of heat tolerance. It was found 
that the rectal temperature "lagged behind." 
sometimes by as much as 40 o F. The re- 
searchers concluded that "in cases where 
a close watch on rapidly changing tempe- 
rature is critioal, J1ectal temperature is not 
a good indicator of a person's condition." 


DYNAMICS OF ALCOHOLISM 
Alcoholism represents an individual's 
defense against his real illness - isola- 
tion. lack of adequa
e self-image and iden- 
tity. lack of sense of personal worth. and 
inability to fonn adequate and satisfactory 
relationships with his fellowmen. Addictive 
drinking may be manifested by plateau 
drinking. where the individual is rarely 
really drunk or really sober. or spree 
drinking. which usually has to be stopped 
by some outside power and more often 
leads to legal and social difficulties. 


. 


. 


Despite diverse underlying psychopath 
ology and environmental circumstances 
alcoholics have many difficulties in com 
mono including, (I) lack of real identit} 
except as an alcoholic; (2) relatively lo\/, 
ego strength; (3) trem::ndous ability tc 
remain unaware of their own feelings; (4' 
marked feelings of insecurity and isolation 
with subsequent needs to control; (5) ina- 
bility to anticipate delayed gratification 
and a well-Iearned pattern of relief b... 
alcohol. 
Medical oare i
 essential. All alcoholics, 
except possibly those with advanced organic 
brain damage and chronic schizophrenia, 
can be helped if treatment routines are 
adequate in time, interest, and approach. 
- Fox, V. The Dynamks of Alcoholism. 
Sth. Med. J. 57:914-916. 1964 as abstracted 
in Mod. Med. Can., 20:83, June, 1965. 


NURSERY RHYME NEUROSES 
As an avid reader of novels for forty 
years (writes "Peripatetic Correspondent" 
in The Lancet), I am used to fictional cha- 
racters being physically ill O'r mentally dis- 
turbed. But I cherished the illusion that my 
childhood favorites in nursery rhymes were 
all normal. I had a rude shock on glan- 
cing through them the other day. 
Little Miss Muffet had arachno-phobia. 
Humpty-Dumpty had vertigo and osteoma- 
lacia. Little Boy Blue had a ventricular 
septal defect. All the children in ring-a- 
ring of roses had allergic rhinitis. Jack 
Sprat probably had diabetes and his wife. 
besides being pathologically obese, suffered 
from some psychological marital maladjust- 
ment. Little Polly Flinders had syringo- 
myela. Dr. Foster, who. on the way to 
Gloucester did not notice a puddle deep 
enough to cover half his body. obviously 
had bilateral cataracts. The Little Girl with 
the little curl was schizophrenic. Little 
Jack Horner most likely had a congenital 
flexion-deformity of his thumb. 
And search as r did for just one perfectly 
normal individual - even among the ani- 
mals - my efforts were in vain. - Nurs- 
ing Mirror, 120:264, June 1965. 
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A 
CHALLENGING 
FUTURE 
AWAITS 
yOU... 
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TH NURSING IN 
E CANADIAN 
MEDICAL S FORCES 
ERVICE 


Send for this informative booklet, which outlines the nursing and 
career opportunities in the Canadian Forces Medical Service. Visit, 
wrtte or call your nearest Canadian Armed Forces Recruiting Centre 
or write to: THE SURGEON GENERAL, DEPARTMENT OF NATIONAL 
DEFENCE, OTTAWA, ONTARIO. 




\jURSING 


TEXTS 


From 


Saunders 


raluable, Effective Aids for the Modern Nursing Curriculum! 


Leifer - 
PRINCIPLES and 
TECHNIQUES in 
PEDIATRIC NURSING 


By GLORIA lEIFER, R.N., City U. of 
New York ot Hunter College 


Miller and Avery- 
GYNECOLOGY 
and GYNECOLOGIC 
NURSING 


By NORMAN F. MillER, M.D., U. of 
Michigon Medicol School ond HAZEL 
AVERY, R.N., U. of Michígon Schoo' 
of Nursing 


Jacob and francone- 
STRUCTURE 
and fUNCTION 
IN MAN 


By STANLEY w. JACOB, M.D. ond 
CLARICE A. FRANC ONE, both of the 
University of Oregon Medico' Schoo' 


Price - 
I The ART. SCIENCE. 
and SPIRIT of 
NURSING 


By ALICE L. PRICE, R.N., Hill-Rom 
Co., Inc., Botesville, Indiano 


This new guidebook provides practical in- 
struction on 141 specific procedures used 
exclusively in nursing care of the young 
patient. Whether the reader is a practicing 
pediatric nurse, preparing for this specialty, 
or simply wants to improve her proficiency 
in care of children, she'll find this volume 
invaluable. 
Virtually every techni-que peculiar to pedi- 
atric nursing service is covered here: how 


This extensively improved New (5th) Edi- 
tion emphasizes fundarr.ental nursing care 
for the gynecologic patient. Virtually every 
gynecologic disorder is thoroughly discuss- 
ed. Nursing care aspects have been expand- 
ed, strengthened, and revised. Insight into 
each gynecologic condition is provided and 
nursing techniques are related to both 
the physical and J>5ychologic needs of the 
patient. 
Organ physiology and normal gland func- 
tions are fully discussed (including a new 


This superb new anatomy and physiology 
text is designed for the beginning student 
of nursing. Magnificently illustrated, it 
clearly illumina
 anatomy and physiology 
as one integrated subjed. A regional ap- 
proach is utilized throughout. Clear dis- 
cussions explain cell structure, the genetic 
code, preservation of tissue, the major body 
systems, fluids and electrolytes, etc. Dr. 
Jacob has, at all times, held the text to a 
level readily understood by beginning stu- 
dents. 


Written for the beginning nursing student, 
this popular nursing arts text will heighten 
her enthusiasm for her career and for her 
individual role as a vital force in caring 
for the sick. The author thoroughly covers 
basic preclinical, clinical, and advanced 
procedures - from correct care and use of 
hospital equipment to diagnostic tests and 
post-operative care for patients. Every 
modern concept of nursing is included, and 


Gladly Sent to Teachers on Approval! 


w. B. SAUNDERS COMPANY 


West Washington Square, Philadelphia, Pennsylvania 19105 
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NEW 
BOOKS 
NEW 
EDITIONS 


to record vital signs of infants and new- 
borns, how to milk the trachea of mucus, 
how to wean the child from the respirator, 
etc. 
Emphasis thoughout is on tlxlay's concepts 
of hospital care and therapy, while the 
language is kept clear and easily under- 
standable. 


About 210 pp., 100 iIIus., about $4.BS 
On Press 


chapter on Endocrine Gynecology) to foster 
a better understanding of such common 
complaints as hypermenorrhea, polymenor- 
r
a, and amenorrhea. Pre- and post- 
operative care are fully covered. In ad- 
dition to a new chapter on Health Super- 
vision, this extensively revised text offers 
new material on care of the patient with 
carcinoma, venereal disease, and vesico- 
vaginal fistula. 
About 465 pp., 253 iIIus., obout $7.05 
Just Reody 


Over 600 illustrations (many in color) illu- 
minate the anatomy of the entire body, 
and range from accurate depiction of 
epitheli'!ll tissue, to beautifully clear present- 
ations of the thoracic, abdominal, and pel- 
vic cavities. Each chapter includes a short 
outline of its content. a comprehensive 
summary of important points, and helpful 
questions for study and review. 
538 pp., Over 600 iIIus., $7.60 Just Published 


all are solidly oriented towards today's 
curriculum needs. This New (3rd) Edition 
has been extensively revised and rewritten, 
including addition of two totally new chap- 
ters - Scientific Principles of Nursing and 
Legal Responsibilities of the Nurse. Topic 
outlines, vocabularies, and suggested ref- 
erence assignments are provided for each 
chapter. 
579 pp., about 259 iIIus., $6.50 Just Published 


Canadian Representative: 


McAinsh and Co., Ltd. 
1835 Yonge St., Toronto 7 
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BOPLANT 
(SQUIBB) 
Description - Sterile processed bovine bone or cartilage for grafting 
procedures in orthopedic and reconstructive surgery. It is aseptically 
obtained from young calves or calf embryos, from herds certified free 
from tuberculosis and accredited free from brucellosis. Boplont is 
specially processed to reduce antigenicity, cellular debris and lipid 
content to a minimum without affecting the structural integrity Or 
strength of bone matrix. The result is sterile heterograft material 
suitable for grafting procedures requiring bone or cartilage implants. 
Boplant is available in the following forms: large cortical implants; 
small cortical implants; cortical matchsticks; rib matchsticks; cancellous 
slobs; ground cancellous bone; embryo orbital chips; embryo orbit and 
mandibles; ond embryo cartilage. 
Indicotions - Boplant is indicated in procedures requiring bone or 
cartilage implants. The range of types and sizes available permits wide 
latitude in the choice of the implant most suitable for any given 
procedure in orthopedic surgery, rhinoplasty and maxillo-facial-recon- 
st.uctive surgery. 
Sid. Effects - The incidence of postoperative infection is low. There 
have been no clinical reports of sensitization in patients receiving 
surgibone, although there is the theoretical possibility of hypersensitivity 
occurring on repeated implants and in older patients, particularly those 
who have hod tetanus antitoxin. 
It is suggested that, prior to using surgibone, patients should be 
questioned about sensitivity to bovine or equine serum. 
For further information write E. R. Squibb & Sons, ltd., P.O. Box 
599, Montreal, Quebec. 
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PAPER NURSES' CAP 
(BUSSE) 
Description - A new, one-time-use cap for nurses. These disposable, 
starched paper cops are said to cost less than laundering and solve 
one of the troublesome chores of nurses. They are available in one 
standard style. Busse Hospital Disposables, Inc., Great Neck, N.Y. } 102}, 
will supply further information. 
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TOOTHETTE 
(FAMilY HEALTH lAB.) 
Description - A hygienic, self-contained, disposable teeth cleaning 
device. A non-foaming, pleasant-tasting toothpowder is added within 
the cells of the special polyester cleaning head. Natural mouth saliva 
acts as a wetting agent and the absorbent cleaning head takes up 
excess saliva, thus leaving the mouth and teeth clean and refreshed 
after use and requiring no after-rinse. 
For further information write: Family Health laboratories, Box 334, 
london, Ontario. 


FlAGYl 
(POUlENC) 
Indicotions - A specific treatment for all infections due to Tricho- 
monads. It is effective per oral route and thus indicated for Tricho- 
moniosis in man as well as in woman. Urethritis and vaginitis due 
to trichomonos constitute its main two indications. 
Description - Flagyl, (1-2'hydroxyethyl)-2-methyl-5-nitroimidazole or 
metronidazole, is a synthetic drug. It is the only anti-trichomonas known 
at present to impart trichomonacidal activity to urine and serum. 
Available in oral tablets of 250 mg. or vaginal tablets of 500 mg. 
Dosoge - In women: Mixed treatment per systemic and local routes. 
Oral treatment: 1 tablet b.i.d. far 10 days. local treatment: 1 vaginal 
tablet inserted deep into the vagina q.h.s. for 10 to 20 consecutive 
days, even during menstruation. In order to facilitate disintegration 
of the insert, it is recommended to immerse it in water for a few 
seconds just before introduction into the vagina. In men: Oral Treat- 
ment: 1 tab. b.i.d. for ) 0 consecutive days. If necessary, the dose 
may be increased to 750 mg. or even } Gm. per day, and the ten- 
doy course may be repeated. 
Note - In order to ovoid reinfestation, it is recommended to treat 
the portner systematically even though laboratory tests foil to disclose 
the present of the parasites. 
Further information is available by writing to: Poulenc Ltd., 8580 
Esplanade, Montreal 11, Quebec. 


ElASTOPlAST SKIN TRACTION KIT 
(SMITH & NEPHEW) 
Description - A prepared, standard extension kit containing material 
for initiating skin traction. Use of the Elastoplast Skin Traction Kit 
may replace skeletal traction for all purposes where skin surfaces 
are intact. Up to 30 or 40 Ibs. of traction pull is often possible 
where full-length extensions are used. Kits are available in individual 
cartons. 
Further information may be obtained fram Smith & Nephew ltd., 
2100 52nd Ave., lachine, Quebec. 


DISPOSABLE CATHETER IRRIGATION TRAY 
(BARD) 
Description - A new, disposable catheter irrigation set-up with a 
50cc. piston-type syringe. Hospitals now have a choice of Bard Irriga- 
tion Trays: one with a piston syringe or one with a bulb-type irrigating 
syringe. The trays are one-stop, patient-ready products designed to meet 
the highest standards of patient core. Each tray contains a syringe, 
disposable drape, container for the irrigation fluid and collecting boat 
and is preassembled in a compact, convenient sterile unit. 
For additional information, write C.R. Bard, I nt., Dept. 4}, Murray 
Hill, N.J. 
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in hemorrhoids 
anorectal comfort 
in minutes... 


Prompt and 
long-lasting relief 
of pain, itching and 
general discomfort 


N&R
E... 


What can 
.. I take for 
q 
heartburn 

 or acid 
. \ indigestion? 


Anusol 


The answer- TUMS! These mild, minty 
tablets are so practical to recommend 
because they're fast acting, long lasting 
and safe - made of the finest antacid 
ingredients. They're economical too- 
only a few cents buys enough for several 
doses. And they leave no aftertaste- 
DO water or glass needed. 


(suppositories and ointment) 


Anusol will not mask 
symptoms of serious 
rectal pathology. 


_TORONTO. CANADA 


The following films are available on 
loan from: 
The Canadian Heart Foundation, 
1130 Bay Street, 
Toronto 5. Onto 
The films are suitable for use in schools of 
nursing. and several would be useful to show 
to lay audiences as part of a health educa- 
tion program. When ordering film, please 
give the order number when it is indicated. 
The Story of an Open Heart Operation 
- } 6 mm. 15 minutes. color, sound. This 
film. produced by and at the Children's 
Hospital of Winnipeg. in cooperation with 
the Canadian Red Cross and the Manitoba 
Heart Foundation. follows a young patient, 
Patricia. through the preparatory steps and 
performance of an open heart operation 
(with heart lung machine), to repair an 
abnonnal opening between her two atria, 
the collecting chambers of the heart. She 
makes an excellent recovery and is dis- 
charged home on the tenth day. 
SlmJ..es - 16 mm. 6 minutes. color, 
sound. Animated drawings explain what 
happens when a stroke occurs. usually as 
a result of athrosc1erosis. (EM 173) 
Varicose Veitls - 16 mm. 6 minutes, 
color. sound. Animated diagrams show how 
the valves in the veins work and how vari- 
cose veins develop. (EM:!12) 
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Films 


Take Three Hearts - 16 mm. 27 min- 
utes. black and white, sound. By drama- 
tizing the stories of three individuals af- 
fected by heart disease, this film describes 
how 10001 Heart Association are able to 
help heart patients face and solve their 
varied problems. (EMI85) 
Disorders of the Heart Beat - 16 mrn. 
20 minutes, color. sound. The normal heart 
beat mechanism is reviewed and four types 
of common cardiac irregularities are pre- 
sented with emphasis on mechanism. recog- 
nition and significance. (EMI70) 
Open Heart Surgery for Congenital and 
Acquired Heart Diseases - 16 mm. 24 min- 
utes. color. sound. Produced by Dr. John 
C. Callaghan. University of Alberta. Ed- 
monton. Demonstrates the use of the heart 
lung bypass procedure in six different con- 
ditions. These are: atrial septal defect. pul- 
monary stenosis. ventricular septal defect. 
Tetralogy of Fallo!. mitral regurgitation and 
aortic stenosis. 
William Han'ey and the Circulation of 
the Blond - 16 mm. 45 minutes. color, 
sound. Made in commemoration of the ter- 
centenary of Harvey''S death. this film uses 
the pictures and text from Harvey's Treatise 
and his experiments are re-enacted. (EM 120) 
Myocardial Infarction - The Nurses' 
Role - 16 mm. 42 minutes, black and 


for the tummy 


white. sound (2 reels). Produced by the 
American Heart Association with support 
from the United States Public Health Serv- 
ice. 1963. Reel I - Acute Phase - 26 
minutes; Reel II - Hospital Convalescence 
- 17 minutes. This film demonstrates the 
way
 in which the nurse can contribute to 
the physical and emotional care of the pa- 
tient with myocardial infarction. From the 
time of his heart attack on the job until 
his hospital discharge. the nurse supports 
the ratient through periods of apprehension. 
frustration and final cheerfulness. (EM33 I) 
Prel'entiotl of Disabilitv from the Stroke 
- 16 mm. 28 minutes, black and wh
te. 
sound. This film is correlated with the 
booklet Strike Back at Stroke. It demon- 
strates the exercises in the booklet develop- 
ed by experts in the field of rehabilitation. 
(EM232) 
Of Men and Minds - 16 mm. 30 min- 
utes, color. sound. Documentary showing 
the search for the hagfish. a sea creature 
found in the Pacific. The chemical extract 
from the main heart of this animal has been 
found capable of initiating a heart-beat in 
s
veral kinds of animals and of restoring 
an abnonnal frog heart to normal rhythm. 
From this chemical pacemaker scientists 
hope to gain knowledge to advance their 
work with hearts of mammals. (F\f327) 
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Applied Anatomy and Physiology for Nurses 
by Peter E. Sylvester, M.R.C. (Eng.), 
L.C.R.P. (Lond.) D.C.H. 301 pages. 
Blackwell Scientific Publications, Oxford. 
1964. 


Rn'iewed by Marguerite Delisle, School 
of Nursing, Hotel Dieu, Arthabaska. 


The functioning of the human body, from 
conception to maturity, is described. The 
author's objective is to promore understand- 
ing of good nursing care by creating a 
clear-cut parallel between normal structure 
and the most common modifications, bet- 
ween physiological function and parhological 
disturbances. A brief discussion of inves- 
tigative procedures concludes the work. The 
underlying principles of anatomy and phy- 
siology are not included. 
The style of writing is clear and concise. 
Scientific detail has been kept to a min- 
imum. IIlusrrations are simple, pertinent. 
As a basic textbook, the arrangement of 
contents might be confusing to the student. 
If the reader has had previous study in 
biology, rhe arrangement is quite logical. It 
is simply a matter of adding pathological 
details to earlier knowledge. Study of the 
cell, the embryo and cellular environment 
can then be succeeded by study of the 
urinary system regardless of the order of the 
chapters. 
This text is designed to assist: 
I. The student nurse who, as she reads, 
will discover the relationships that exist 
between her various courses of study; 
2. the nursing instructor who is concern- 
ed with presenting a comprehensive picture 
of a pathological condition; 
3. the nurse who has not practised ac- 
tively for some time. Her knowledge wilI 
be updated withour the tedium of examin- 
ing a number of books whose contents may 
present dry or difficult reading. 


Handbook for Psychiatric Nurses, 9th ed., 
Brian Ackner, Ed. 368 pages. London, 
Baillière, Tindall & Co. 1964. 
Reviewed by Miss G. Harder, St. Boniface 
General Hospital, St. Boniface, Manitoba. 


This is the mosr recent of a series, known 
in Britain as "Handbooks for Mental 
Nurses," compiled and edited by Dr. 
Ackner, for the Royal Medico-Psychological 
Association, for use as a "standard textbook 
for the student psychiatric nurse." Ir is 
"designed to cover the many changes that 
have occurred" and aims to reflect the 
growing emphasis on the importance of the 
nurse in the therapeutic programs. 
While the "Role of the Psychiatric Nurse" 
is discussed as chapter two, the total text 
reflects the knowledge and areas of interest 
of the contributors - thirreen psychiatrists, 


and one each in the field of nursing, social 
work and psychology. The major portion of 
the book is devoted to comprehensive basic 
information in descriptive psychiatry. This 
covers the familiar areas as well as the 
newly-emerging fields of child and ado!
s- 
cent psychiatry, alcoholism, drug addiction, 
and the importance of therapeutic environ- 
ment. The nursing care of the patient and 
the responsibiliries of the nurse are briefly 
outlined at the end of each chapter that 
deals with a psychiatric condition. 
An extensive glossary provides excellent 
detail for ready reference. A limired biblio- 
graphy, consisting mainly of textbooks in 
psychiatric nursing, psychiatry and psycho- 
logy, precedes the glossary. Unusual features 
are found in the chapter "Drug Therapy." 
Information on weights and measures in 
the merric system, and a long list of ab- 
breviations commonly used in writing pres- 
criptions have been included. An interest- 
ing insight into British practices and provi- 
sions for the protection and rehabilitation 
of the mentally ill and mentally subnormal, 
is presented in excellenr chapters "Legal 
and Administrative Aspects" and "Social 
Work and Community Care." 
The beginning student in psychiatry will 
find this a useful reference book because 
all material is clearly presented in an easily 
read, well-organized manner, coupled with 
conciseness. 


Opportunities in Nursing Careers by M. 
Olga Weiss, R.N. 128 pages. New York. 
Educational Books Division of Universal 
Publishing and Distributing Corporation. 
1964. 


Re
'iewed by Miss Frances Howard, Nurs. 
ing Secretary, Canadian Nurses' Associa- 
tion, Ottawa, Onto 


Miss Weiss, formerly on the editorial 
staff of Nursing Outlook, and now a free- 
lance writer in nursing, has added to her 
list of literary achievements a text on nurs- 
ing as a career. Although directed to a 
career-Sl"eking audience, this text is equally 
valuable to individuals engaged in career 
guidance and counseling programs. Its value, 
however, is limited for Canadian readers. 
Specific information concerning schools of 
nursing is related 1'0 the American system 
of nursing education. Nevertheless, the 
general guide.lines regarding admission re- 
quirements. course content and opportunities 
following graduation are applicable to the 
Canadian scene. 
The reviewer is disappointed in the nega- 
tive approach to the question, "What is 
nursing?" Interest in and a desire to help 
people is known to be a major factor in the 
selection of nursing as a career. A posirive 
description of the therapeutic role nursing 
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plays in health services might be preferable 
to statements such as "nursing is not 
romantic" and "nursing is nor easy." The 
author describes the many opportunities 
offered the registered nurse in the health 
services. The method of presentation com- 
pensates for the negative introduction to a 
profession rooted in fundamental physical 
and mental human needs. 
This text is recommended as a useful 
complement to literary resources for gui- 
dance counselors and nurses responsible for 
interpreting a career in nursing. Canadian 
students using this text will need additional 
interpretation of Canadian programs in nurs- 
ing education. 


Human Body and Its Functions - A Pro- 
grammed Course. 101 pages. Toronto, 
Encyclopaedia Brittanica Press, 151 Bloor 
St. West, Toronto 5, Ont. 1964. 
Re
'ieK'ed by IIJ iss Pin sent, Science In- 

tructor, Montreal General Hospital, 
Montreal, Que. 


This programmed text in anatomy and 
physiology is designed to serve as an 
authoritative source of information for 
general educational purposes. It provides 
a general picture and serves as a basis on 
which a more derailed study of these sub- 
jects can be built. 
The subject is presented according to 
the systems of .the body. The simple and 
repetitious presentation of a complex sub- 
ject makes ir valuable for the student who 
has had no background in biology. It 
familiarizes her with the new terminology 
and the basic points are made clearly. 
The frequent repetition of subject matter 
is used in differenr sentences so that the 
meaning can be clearly understood. 
This book is helpful for the beginning 
student of anatomy and physiology and for 
those students who have difficulty learning 
basic facts. It would be, therefore, valuable 
in a library where it is available for rhe 
students who need it. 


Personal, Impersonal, and Interpersonal 
Relations: A Guide for Nurses, 2d. ed., 
by Genevieve Burton, R.N., Ed. D. 260 
pages. New York, Springer Publishing 
Company. 1964. 


Since human relations are of paramount 
importance in a hospital department, this 
book would be a useful guide in the preven- 
tion of conflicrs, misunderstandings and 
friction. The author has collected case 
material illustrating constructive human 
relationships based on daily experience on 
a hospital ward. They are presented in a 
simple and logical way. 
What are human relarions in nursing? 
How can the nurse relate theories and con- 
cepts of psychodynamics to her work and 
to her own life? How can the nurse use 
valuable counseling tools in interpersonal 
relations with rhe patient and his family? 
These are the main questions. Perusal should 
lead to an increased understanding of one's 
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reactions, to a ful1er development of one's 
potential, and to a better understanding of 
others. 


Recreation: A Medical Viewpoint by Paul 
Hahn. 98 pages. Teachers Col1ege, 
Columbia University. Bureau of Publica- 
rions. New York. 1965. 
This well-written, paper-bound small book 
analyzes man's need for recreation in this 
modern world. Dr. Hahn convincingly points 
out that man requires fun and playas a 
part of his existence. He shows that this 
basic want must be met in all life situations 
and deplores the sociological concept that 
the sick man has not earned his righr to 
have recreation. 
Dr. Hahn states: "Having fun is a basic 
human need, present in everyone, sick or 
wel1. For the sick, this need is not met by 
the medical profession or by any of the 
supportive hospiral disciplines." He later 
goes on "If all work and no play makes 
Jack a dull boy, all treatment and no fun 
makes him a dul1 patient, lengthening his 
illness, prolonging his convalescence and 
delaying his return to health." 
Dr. Hahn, in a chapter on The Modern 
Health Team, points our that there is need 
for recreational workers who are not part 
of the therapeutic team but who participate 
in the meeting of a basic need - recreation 
- just as the dietitian meets the nutritional 
need of the patient with a fractured femur. 
Although written mainly for the recrea- 
tional worker, and although primarily con- 
cerned with the long-term hospiral patient, 
the concepts expressed in this book are 
extremely valuable to all nurses. 


Drugs and Solutions: A Programed Intro- 
duction for Nurses by Claire Keane, R.N. 
and Sybil Fletcher, R.N., 196 pages. 
W. B. Saunders publication, available in 
Canada through McAinsh of Toronto and 
Vancouver. 1965. 
This paper-back text of programmed in- 
struction is divided into seven sections: 
Introduction to Systems of Measurement; 
The Apothecaries' System; The Metric Sys- 
tem; Exchanging Units of Weight and 
Measure between the Apothecaries' and the 
Metric Systems; Preparing Solutions for 
Parenteral Administration; Preparing Drugs 
Measured in Unit"S; Preparing Large 
Amounts of Solutions. 
In each section, the content is broken 
down into short, logically organized units 
called frames. Each frame asks a question 
and the studenr is expected to answer each 
question before moving on to the next. 
The correct answer for each frame appears 
in a special column beside the question 
frame. A "Post-test on Systems of Measure- 
ment'" page is included at the end of each 
section for further self-testing. 
This should be a valuable text for stu- 
dents entering schools of nursing or for 
first-year students. It would also be help- 
ful as a review for more senior students as 
wel1 as for graduate nurses. 
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POSEY TIDY GOWN 
A long.sleeved gown mode of heavy conton 
flannel. loops at ends of sleeves permit at- 
tochment to side roil of bed spring. Prevents 
patient from scratching, or removing diaper, 
catheter, etc., yet allows comfort and free- 
dom of movement. During eating, sleeves 
may be rolled up to ollow for use of hands. 
A sling ottoched to front section of garment 
may be used to suppor' patient's arms when 
they are folded across the front, with strops 
attached to loops in each sleeve to prevent 
use of arms. Short-length, w
ist design for 
use on incontinent patients. Available in 
closed or open-bock models. Small, medium, 
large or extra-Iorge sizes. 
POSEY TIDY GOWN, CAT. NO. P-755, $19.50. 
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POSEY SAFETY VEST 
Designed to hold a patient comfortably and 
securely in a regular rchair or wheel chair. A 
simple friction buckle (out of patient's reach) 
prevents patient from getting or falling out of 
chair. Available in small, medium and large 
sizes in cotton or "ylon. Posey Safety Vest 
(Nylon) Cot. No. 4153N, $5.40 eoch. Posey 
Safety Vest (Cotton) Cot. No. 4153C, $5.40 
eoch. 
Write for free illustrated Catalog 
About Other Posey Hospital Equipment 
J. T. POSEY COMPANY 
Dept. CNJ 
39 S. SANTA ANITA AVENUE 
PASADENA, CALIFORNIA 91107 
AVAILABLE FROM SELECTED 
SURGICAL SUPPLY DEALERS. 
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Lellers to the Editor lJre welcome. Only 
SIGNED lellers will be considered for 
publication. Name will be withheld from 
the puh/ished leller at the writer's request. 


D
ar Editor: 
We hear so much lately about the chang- 
ing role and concepts of nursing. So much 
confusion, frustration and planning is going 
on. The more I listen to knowledgeable 
people tal"- the more I believe we must 
come up with a really simple "unadultera- 
ted" plan. 
I feel a basic requirement is necessdry. 
A grade XII university program would be 
adequdt;:, followed by a two-year course 
in nursing. This should prepare a girl suf- 
ficiently trained to do bedside nursing of 
our patients, with supervision. We could 
call this diploma "A". After one or two 
years of experience at this level, if she 
wished to go further in nursing, another 
two-year course should be available to her. 
Some girls are going to be completely 
satisfied to remain here at this first level, 
whereas others are going to become dis- 
satisfied at this level. There must be this 
choice which they can make. 
The second two-year course would gra- 
duate a nurse with a diploma "B." This 
would entitle her to become a charge nurse, 
a public health nurse or head of any unit 
or departmenr. After another year of ex- 
perience at this level. if she still wishes 
to go on further, then the next step would 
be to go back to school for another year 
to specialize in whichever field she is 
most interested, perhaps as instructor, su- 
pervisor or director of nurses. She would 
have a diploma "C" following this course. 
This plan would mean every nurse if 
started at the same level would have the 
same experience. One would know what 
was meant by the word "nurse." The 
administration would know by your diplo- 
ma what qualifications you had. To me 
the word "nurse" would have a meaning, 
a true ring! Now the patients say "nurse 
did this, nurse did that" - 80 per cent 
of the time they are speaking of a nurse's 
aide or nurse-helper. This person very 
often has had no training whatever, except 
that given on the ward after she came to 
that hospital for employment! There is 
far too much confusion as t:o who is the 
nurse, what specific duties each person 
has, and what their real function is. 
Many young girls say, "I'd like to be a 
bedside nurse so I guess I'll have to take 
the practioal nurse training." She takes this 
and, after 2 years, or less, doing this type 
of work some of these girls become dissa- 
tisfied with their job. What can they do? 
They do not have the basic requirements 
to go on to become a nurse so they are 
stopped at this level! Perhaps they would 



 


have been extremely good nurses. If we had 
a basic two-year course for bedside nurses, 
I feel we would get a great many more 
girls to go into nursing. 
Also with this suggested "ladder" type of 
education, each head nurse or supervisor 
would have had the same theory and the 
practical experiences as each one of her 
nursing staff. She should become an excel- 
lent supervisor or teacher. 
This system of five years of schooling 
and at least two years' experience would 
turn out nurses whom we could feel very 
proud to call our leaders. Nurses would 
have job satisfaction as they could remain 
at any level or go on as they desired. 
There would be no cutting off or limiting 
of a personality. They could attain the level 
they found most satisfying to them. 
In order to feel they have attained a 
goal, I feel they must pay for it on the 
same basis as other professions: pay their 
tuition fees, books, board and room, etc. 
If a girl can not pay for a straight two-year 
course. could we not have six-month courses 
so that if she wished she could train for 
six months, work for six months and then 
go back to school for the second six months, 
and so on. The two-year course could be 
made up so th'at a student could take it 
in four p1rts, consecutively or at inter- 
vals of not more than six months apart. 
What about today's nurses with the R.N. 
certificate? I say after this system is endor- 
sed each R.N. should be analyzed as to 
whether she merits an "A," "B," or "C" 
diploma. Her experience should count, of 
course, 'but cert'ain criteria could be set 
up in which a nurse could be told "you 
will be placed in diploma "A," "B," or "C"; 
however, with a further six months course 
you .can obtain your "B" or "C" by doing 
such-and-such . . ." 
This two-year basic nursing program 
could be conducted in the present hospital 
school, and then the further two-year and 
one-year courses could be carried out in 
universities with field experience as needed. 
To me, as 'a nurse working at the chapter 
level, this appears to be a simple solution 
to straighten out the nursing profession on 
a Dominion-wide basis. However I realize 
I am looking from the bottom up and the 
picture may be very different looking from 
top downwards and therefore there could 
be much I do not see. - Mrs. Irene Brown, 
R.N., President of M.S.A. Chapter, RNABC, 
Abbotsford, B.C. 


Dear Editor: 
We hear everyday, "There are just not 
enough nurses in hospitals to give proper 
patient care." I will agree fully with this 
statement. But who stops to think why? 
Hospitals all over Canada are turning out 
more nurses every year. Just what is hap- 
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")Cning to them? Being a new R.N. and 
lnxious to see and learn more about nursing 
lncl Canadian people in general, I decided 
to go directly from the east to the west 
coast. When I came to this decision I im- 
medi-ately wrote the Nurses' Association of 
British Columbia for my application. Today, 
two months later, I am still awaiting word 
on my heligibility for registration:' At pre- 
sent I am registered in two provinces, Nova 
Scotia and Prince Edward Island. My 
records are clear. having passed my R.N 
exams, and I am a graduate of a weIl- 
known school of nursing. Why the hold up? 
If there is a shortage of nurses everywhere, 
such incidents as this should be avoided. 
People say to me hY ou are so lucky to 
be a nurse. you can go anywhere and get 
work:' If only this were true! Possibly 
if I arrived in Vancouver and looked for 
work I could work at graduate nurses' 
salary until it was finally decided that I 
was eligible for registration. Why work as 
a graduate nurse when only last year I 
received my papers stating T was a regis- 
tered nurse? 
I was under the impression when I 
wrote my R.N:s that these same exams 
were recognized all across Canada and in 
the U.S.A. as well. If this is true. why 
must we register separately in each province. 
pay fees in each province. and go through 
so much red tape. At times I feel like 
a criminal instead of a Florence Nightingale! 
Perhaps I should forget my ambitions 
to travel and extend my nursing experience. 
Maybe they don't really need me in this 
profession. Perhaps I should get married. 
forget about nursing. traveling, etc., and 
settle down to raising a family and being a 
full-time houseVoife. This would at least give 
me a feeling of being needed and wanted. 
The point I'm trying to get across is 
this. If every nurse or even 90 per cent 
worked at least two years following their 
training. the problem of nurse shortage 
might be avoided. If a nursing career was 
made more exciting and one was made to 
feel really needed and wanted, perhaps more 
nurses who have recently added the coveted 
R.N. to their name would be able to work 
and also fulfil their ambitions to travel 
and meet people. The opportunities to meet 
and learn about people are unlimited in 
nursing. In what other profession can you 
become personally involved with such a 
large number of the population? 
I can remember well the many hours 
spent discussing what we would do and 
where we would go when we completed 
our training. Little did we know what trou- 
ble and waiting we would have. Gradually, 
by talking to other nurses, and writing for 
information to different parts of the country 
we learned. You must be good at letter 
writing, have oodles of nickles to buy 
stamps, and also have loads of patience 
and then perhaps you can get work else- 
where. Of course, you should stay at each 
hospital six months - preferably a year 
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- or you will not get a reference. What 
use is a reference when you are an R.N.? 
Oh, you need these references. little nurse! 
You must state where you have worked 
for the past two to five years, and every 
hospital you mention is written to - just 
for the records of course! 
If you have loads of perseverance, per- 
haps you can go thousands of miles away 
and stick out the recommended one year - 
but, for heaven's sake, at the end of that 
year get out of this terrible existence. Run 
to that guy back home and forget your 
urge to travel. There you were a whole 
year, many miles away from home and what 
did you see -and learn? Well, you certainly 
know what the four walls of your apart- 
ment look like, and the quickest way to 
get home after you come off 3-11, or 4-12. 
You did meet a lot of people in the hos- 
pital where you worked, but, this is only 
one city in our very big nation. 
To spend a year of my life this way 
doesn't really appeal to me. It would be 
wonderful to think I could go west and 
work until I felt I had learned something 
about the people and the hospitals there 
and then travel on to other cities and 
towns and do likewise. In one year just 
think of the area one could cover and the 
experiences one would have. How can an 
ambition such as this ever be fulfilled if 
there is a two-month waiting period in 
each province and each hospital expects 
their staff to stay one year. Also, the cost 
of registration in each province would be 
at least $250 if you wished to spend some 
time in each province. 
I don"t really know if there is an answer 
to this problem. Is a Canadian registration, 
which would be recognized in any province, 
possible to obtain? If not, why not? We 
all write the same R. N. exams, and all 
schools of nursing are recognized through- 
out the nation. Each province and each 
R.N. are members of the Canadian Nurses' 
Association, so what is the problem? 
If it were possible to work in any hos- 
pital in Canada - provided they needed 
the staff. of course - for an indefinite 
length of time. many more young nurses 
would give it a try, and not give up 
their nursing careers to get married. 
We must make our profession seem invit- 
ing and exciting if we want and need nurses. 
We must be made to feel ourselves the 
value of an R.N. behind our name. The 
only way this aim is possible is to work 
together as a Canadian Association not as 
separate provincial associations. - Judith 
A. MacDonald. R.N.. P.E.I. 


Dear Editor: 
May I please be allowed to disagree with 
correspondent Grace Taylor of Ottawa in 
her letter to Random Comments. [May, 65] 
In a discussion of a nurse who did not 
care for bedside nursing a thought struck 
Grace Taylor and I quote "Some nurses 
still appreciate the fact that a nurse is 
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Cyrano I 1\ 
would have loved itl 


NeO-Synephrine 


(brand 01 phenylephrine) hydrochloride 


Cyrlno de Bergerle WI. I sensl. 
tive min. He. espeeilUy, would hlv. 
Ippreeilted the gentle .II.ctive 
aetion 01 NEO-SYNEPHRINE to 
unstull his pe.rless proboscis. 


NEQ-SYNEPHRINE Nasal Spray 
gives prompt, dependable decon- 
gestion of the nasal membranes for 
the fast symptomatic relief of hay 
fever, head colds and sinusitis. The 
first spray shrinks the turbinates, re- 
stores nasal ventilation and stops 
mouth breathing. The second spray, 
a few seconds later, improves sinus 
ventilation and drainage, Excessive 
rhinorrhea is reduced. 


FOR ADULTS: 
NEO -SYNEPHRINE ANTI HISTAMINIC 
%% SOLUTION in 20 mi. plastic sprays 
and glass dropper bottles 30 ml. 
FOR CHILDREN: 
NEO-SYNEPHRINE PEDIATRIC %')6 
SOLUTION in 20 ml. plastic sprays and 
15 mI. dropper bottles. 
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worthless, possibly even an unworthy mem- 
ber of the profession, if she doesn't like 
b:xlside nursing:. 
This is very unfak to the many wonderful 
nurses who serve faithfully in clinics, as 
operating room nurses, emergency or in 
occupational health. These nurses all know 
how to do b::dside nursing, but are of much 
more value in their chosen field. Since we 
are all endowed with our own special skill 
we achieve more by developing it, just as 
the nurse who enjoys bedside nursing 
achieves her goal. 
Nursing is a "many splendored thing." 
- Constance Sandford. Reg. N.. Onto 


D
dr Editor: 
Your articles on burns were most inte- 
resting and eduoational. I thoroughly en- 
joyed reading them. 
But the eye-catcher of the May edition 
was "To Shave or Not To Shave." It 
brought back "painful" memories! I was 
at the wrong end of the raZ()1" a few times 
and each time I felt like the 16th customer! 
Irs an unpleasant experience - espeÓally 
when one is in labor. Now they have done 
a good survey and I do hope they will put 
an end to this ordeal 
I want to concur with Mrs. Thomson's 
letter regarding difficulty of obtaining recip- 


I 
I 
I 
I 


\ 


J 
l 


I, 


_-... .e\ 
'''.\ 
... }" 


 




/ 


 


.Prices quoted are Sunested Retail Prices 


For name of your nearest dealer, write: 
NATURALIZER DIVISION, BROWN SHOE 
COMPANY OF CANADA, lTD., PERTH. ONTARIO 


6BB 


SEPTEMBER 1965 


rocal registration. There are a great num- 
ber of us R.N.'s who move constantly 
across Canada and it certainly would make 
things easier for everyone if our own pro- 
vincial credentials were accepted across 
the country. D.V.A. Hospitals welcome 
everyone on that basis, and their standard 
of nursing is certainly very high. 
What is the procedure in the U.S. on 
that matter? - FB., Winnipeg, Man. 


Dear Editor: 
It was with pride that I read many 
references to L'tNFtRMtÈRE CANADIENNE 
recently while perusing a nursing textbook 
published in Paris. - Suzanne Giroux, 
Assistant Secretary, ANPQ. 
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Pearl Julien (Adams) Allen '25, Dau- 
phin General Hospital, Dauphin, Man. 
Pearl (Bell) Beek '02, Chipman Memo- 
rial Hospital. SI. Stephen. N.B. 
Minnie Evelyn (Cormack) Chapman 
'28, Royal Inland Hospital. Kamloops, 
B.C. 
Margaret Armstrong Coltart '08, Winni- 
p::g General Hospital, Man. 
Amy Louise Conroy '10, Montreal Ho- 
moeorathic Hospital, P.Q. 
Lucie E. (Gagnon) Dudemaine '51, Hôtel- 
Dieu, Chicoutimi. P. Q. 
Gertrude (Ackers) Earl '32, Ontario Hos- 
pital. Cobourg. Onto 
StElla Frances Kathleen (Racske) EI- 
I;ott '36, Misericordia General Hospital, 
Winnip
g, Man. 
Frances (Reed) Fisher '21, Ann Marga- 
ret Josephine (Scott) Jennings '40, Flo- 
rence (Perry) Labetter ' 14. Catherine Sa- 
rah MacLeod, Beatrice Adelaide Moores 
'20, Montreal General Hospital, P.Q. 
Christine F. Fullerton '24, Saint John Gen- 
eral Hospital, N.B. 
Christine G:lthilde (Roemer) Giebelhau- 
ser '53, Regina Grey Nuns' Hospital, Sask. 
Blanche (Wesley) Harrison '18, Mary 
MacArthur Malkin '34, Kingston General 
Hospital, Onto 
Françoise Hétu '35, Hôpital St-Luc, Mont- 
réal. P.Q. 
Rolande Marceau '45, Hôpital St-François 
d'Assise, Québec, P.Q. 
Gisèle Noiseux '59. Hôpital Général de 
Verdun, P.Q. 
Margaret Ann (Fawcett) Oakes '31, Gene- 
ral Hospital, Sault Ste. Marie. Onto 
Elizabeth H. (Haight) Porritt '13, St. 
Boniface Hospital, Man. 
Diana Robichaud '38, Hôpital St-Charles, 
St-Hyacinthe, P.Q. 
Sister Joseph-Emilien '35, Hôpital du Sa- 
cre-Coeur, Cartiervielle, P.Q. 
Laura (Senecal) Verreau It '24, Hôpital 
Notre-Dame, Montréal, P.Q. 
Florienne Dora Walker '33, Grace Hos- 
pital, Windsor, Onto 
THE CANADIAN NURSE 
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Special offer to Nurses...Save 10 C with coupon below 


[w rIRllNNllJN


8ll
N
rìllN>>
llò

l}
Y
)))1îY.ff
lll{}
yyryYJ

lJ
 I 

-, JJO 
 , E 

 
 ff 
 
r-:--, -g 

3 ({J) 

 


 lOt OFF GRIFFIN SHOE POLISH WITH =:g 

 ê- _ :: THE REVOLUTIONARY NEW APPLICATOR 
 'FFl iI ; ' - _ 
 
 
< " TO THE DEALER: BOYLE-MIDWAY (CANAOA) LTO_ w,II red..m thIS UII II =-> 
coupon for lOt plus 2f. handlinE. provldlfll you have complied with the 
terms of the offer InwOlces provine purchlSe of suffiCient stoe"- to cover 
 
the redemption of toupons must be sublT'.Ued ,f reQlIltSted. 
FOR REDEMPTION: M.,llo. HERBERT A WATTS LTO. BOX 2140. 
 


 TORONTO. ONTARIO Anrolheropplocohon conol,loI" treud Coupon cosh -,' , ; =
 
p. _ value I 20c This aU.' expires Dee 31. 1965 ( ::= 
 

_ GN.2 

 
- 
 
ê3a aa



a&
N1R
Nl&{l
{tRa

&a{1
mRl1HlÛl(t(ÎJ1(d

l(llllltl(l d

 




Ie tÆ.e 


SALARIES AND STANDARDS 
The Registered Nurses' Association of 
B.C. has asked its Bargaining Committee to 
endeavor to raise the salary rates of head 
nurses to the same level as those of the 
hospital clinical instructors, provided that 
the level of preparation is the same. 
Considerable discussion at the annual 
RNABC meeting evolved on two sides of 
the question: 
that nursing service leadership required 
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at least as much preparation as that in 
nursing education; and 
that the tremendous need for prepared 
people in nursing education warranted the 
use of a higher salary to attract people to 
the field. 
Following the discussions it was agreed 
by a majority that the standards of nursing 
service would be improved through the 
equating of salaries, and the recommenda- 
tion was passed. 
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beg i ns with 
weight watching' 
Weight control and general well-being 
depend on avoiding extra calories. 
Using Sucaryl means you can keep 
an attractive silhouette, maintain your 
ideal weight-yet go right on enjoying 
fully sweetened, natural-tasting foods 
and beverages. 


Sucaryl Sweetens 
Without Calories! 


Sucaryl contains no calories at all. 
Whether you are just watching your 
weight, or are on a prescribed low- 
sugar diet, you can use Sucaryl in 
tablet, liquid or granulated form in 
cooking, freezing or canning, as well 
as in coffee and tea. It is not affected 
by heat or cold, has no bitter taste or 
after-taste. 


LookforSucarylatyour 
drug store-and ask 
for your (ree copy of 
the 32-page colour 
booklet, "Calorie- 
Saving Recipes with 
Sucaryl" . 
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Hallfa. . Montr.al . Toronto. Winnipeg. Vancouver 


THE 'FLU IS COMING 
Increased outbreaks of influenza may be 
expected in the coming season. The last 
major epidemic of Type A influenza occur- 
red in 1962-63 in North America (1963-64 
on the West Coast). In view of the 2-to 3- 
year periodicity of the disease, therefore, 
it is recommended that influenza immuniza- 
tion and control measures be readied for 
the 1965-66 season. 
Groups which experience a high mortali- 
ty from epidemic influenza include persons 
who suffer from chronic debilitating dis- 
eases (including diseases of the heart and 
circulatory systems, the lungs and the me- 
tabolic systems); persons in the older age 
groups; pregnant women; and patients in 
nursing homes, chronic diseas:: hospitals 
and other such environments. 
Influenza vaccines are available. It is 
suggested that vaccination should begin in 
September and be completed by mid-Decem- 
ber for maximum effectiveness during the 
winter months. 


"EMERGENCY!" 
Hospitals in more than 80 Ontario com- 
munities will be making a concerted effort 
this summer to explain the workings of 
their emergency service to the public. They 
believe that widespread uncertainty abaut 
the purpose and set-up of hospital emergen- 
cy departments not only leads to public 
relations problems but can also have an 
adverse effect on the patient. 
110 clear up some of these misunderstand- 
ings and help people to make the best use 
of their available emergency services, hos- 
pitals will have distributed some 200,000 
information folders through schools, banks, 
doctors' offices and other community or- 
ganizations during the past 'Summer. 
Cal1ed simply "Emergency!", the eye- 
catçhing red-and-white pamphlet answers 
such questions as, "What is an Emergency?" 
"What Should I Do?" "Will it take Long?" 
and "Will there be a Bill?" It has been 
prepared special1y by the Ontario Hospital 
Association, the voluntary organization of 
all the hospitals in the province. 
In announcing the public information 
program, Stanley W. Martin. Executive Sec- 
retary-Treasurer of the Ontario Hospital 
Association, stated that hospitals every- 
where are faced by an increasing tendency 
of patients to tum to the hospital rather 
than the doctor's office for first aid care. 
"This is created by the public's growing 
awareness of the hospital as a community 
health centre," Mr. Martin said. "Of course, 
it also causes problems of staffing and ad- 
ministration to mllintain around-the-clock 
service." 
The new folder is an attempt to provide 
information about emergency services in a 
straight-forward manner. At the same time 
hospitals also recognize that their emergen- 
cy staffs have obligations too - especially 
to keep patients and relatives personally in- 
formed of procedures and delays. 
THE CANADIAN NURSE 
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. One dose successfully eradicates most pinworm infections . Convenient and economical for 
family, group, or institutional use. Easy to take in tablet or strawberry-flavoured suspension form. 
"pyrvinium pamoate (Vanquin) has been found to be the treatment of choice. It was well accepted. no toxi\. 
effects were found and a cure rate of 100% was obtained ... Note: Tablets should be swallowed whole to avoid 
staining teeth. Parents and patients should be told that VANQUIN will colour stools a bright red. Suspension. if 
spilled. will stain most materials. VANQUIN is available in suspension or tablet form. The pleasant tasting, straw- 
berry-flavoured suspension contains the pamoate equivalent of 10 mg. pyrvinium base pe r cc., in l-oz. and 2-oz . 
bottles. The sugar-coated tablets each contain the pamoate equivalent of 50 
g. pyr- I I 
v' ium .. - ., . - ,f 12, 25, and 100, PARKE-DAVIS 
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taken at bedtime 
works gently 
to produce a normal 
bowel movement 
in the morning, 


. TORONTO, CANADA 


BITTER VACCINE'S AGAINST RABIES 
In many parts of the world rabies con- 
tinues to be a grave menace to humans 
and animals, and a challenge to medical 
scientists who have long been seeking better 
methods of fighting it. The considerable 
progress made has been reviewed recently 
by an Expert Committee on Rabies con- 
vened by the World Health Organization. 
New laboratory techniques, especially tis- 
sue culture and the use of the electron 
microscope, have shed much light in the 
past five years on the nature of the rabies 
virus and the dynamics of infection in the 
cell. Practioal results include the develop- 
ment of experimental vaccines for human 
beings. These will, it is hoped, replace the 
crude biological preparations in use since 
the time of Pasteur. The treatment, still in 
use today, involves between 14 and 21 in- 
jections of brain suspensions, usually pre- 
pared from sheep that have been infected 
with rabies. In persons who are sensitive 
to injections of nerve tissue. side effects 
are frequent and in rare cases may cause 
paralysis and death. The development of 
tissue culture vaccines promises to eliminate 
most side effects and to reduce the number 
of vaccinations needed. 
At present the best post-exposure treat- 
ment for human beings is ronsidered to be 
a combination of vaccine and serum. The 
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Expert Committee found that this treatment 
is improved if one or two booster doses of 
vaccine are given at 10 and 20 or more 
days after the last inoculation of the pre- 
scribed course. The booster does overcome 
interference with the vaccine by the serum 
and ensure long-term immunity, especially 
important since the incubation period of 
rabies may be many months. 
New information is also available on the 
local treatment of bites by rabid animals. 
The most important single measure, the ex- 
perts agreed, is to wash the wound thorough- 
ly with soap solution as soon as possible, 
and apply effective antiseptics, particularly 
the quartenary ammonium compounds, as 
well as serum. 
Investigators responsible for new ad- 
vances in rabies research consider that one 
of the most striking developments of recent 
years is the fluorescent antibody test which 
makes it possible quickly and accurately 
to diagnose rabies in a biting animal. This 
test is widely employed in diagnostic labora- 
tories throughout the world and has proved 
its value. Physicians treating patients that 
have been bitten can now find out within 
a few hours if the responsible animal was 
infected with rabies. The test has also been 
useful in studies of wildlife rabies. parti- 
cularly in such animals as the bat. skunk. 
fox and mongoose. 


WOMEN AND CANCER 
Cancer mortality among women has been 
slowly, but definitely, declining in the 
United States. From 1950 to 1962, the 
death rate from cancer among women fell 
10 per cent. Some reduction occurred in 
the entire range of adult ages, a1though 
decreases were slight at the oldest age6. 
The encouraging gains stemmed from 
reductions in mortality from malignancies 
of the digestive system and of the uterus, 
statisticians reported. The death rate from 
stomach cancer showed the greatest de- 
crease - 37 per cent - among white 
females; for cancer of the rectum the re- 
duction was somewhat less. For uterine 
cancer, the death rate fell by more than 
one-fourth. Other reductions. although not 
as sizable. were recorded in death rates 
from cancer of the intestines. and the bil- 
iary passages and liver. 
Mortality from breast cancer. the leading 
site of malignancy among women. has re- 
mained relatively stable over many years. 
There is evidence of increases. however. in 
the death rates from cancer of a number of 
the less common sites. Mortality from lung 
cancer rose by one-fouth. Smaller increases 
were recorded in the death rate from leu- 
kemia and from cancers of the pancreas 
and of the brain. - Metropolitnn Life 
Inmrnnce Press Relense. 
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PERSONAL, TECHNICAL ASSISTANCE 
FROM DAVIS & GECK 
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for every Canadian hospital is 
always available, to help make sure 
you have the appropriate 
Davis & Geck Sutures on hand. 
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Â SUPER-CLEAN HOSPITAL ROOM 
A new controlled--environment room in 
the children's section of St. Vi.ncent's Hos- 
pital and Medical Center, of New York is 
one of the cleanest in the world. Its air is 
fittered 99.97 per cent dean of partides as 
minute as .3 microns. The rose-colored paint 
on its walls and even its bed clothing are 
designed to avoid sensi
izing young anergy 
victims. Th:: room is part of a $500,000 
program seeki.ng new ways to diagnose and 
treat asthma and other chronic allergic 
diseases in children. After experiencing 
symptomatic recovery in the super-dean at- 
mosphere, whose oxygen content can be 
increased to 40 per cent, patients will be 
subjec
ed to a series of provocation tests, 
without their knowing it. Temperature, hu- 
midity and. other faotors will be changed 
while investigators watch through one-way 
windows and closed-ci-rcuit television and 
study delicate recording instruments. Con- 
trolled amounts of irritants, pollens and 
other disturbing factoni oan also be intro- 
duced. 
Diseases that wiU be watched include 
chronic lung ailments, bronchitis, hay fever, 
infantile eczma, dennatol08Ïcai allergies 
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that 'Stem from food, drugs .and inhalants, 
and irritations triggered by such common- 
place occurrences as exposure to insecti- 
cides, paint fumes, household and cleaning 
agents, and air pollutants. 
Based on technology perfected in design- 
ing environme.ntal simulation equipment for 
the spaoe program, the environmental room 
outwardly looks like many other pediatric 
rooms. It is big enough for four beds and 
has its own lavatory. In a corner are games 
and other playthings that appea.1 to children. 
The differences start with pink-colored 
metallic walls, coated with a special epoxy 
paint. Ent::ring the room requires passing 
through a decontaminating air shower. 
Linens and bedding are of special lint-free 
materia:}, and even food coming into the 
room is sterilized in a special pass-through. 
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The room's temperature can be controlled 
from plus 40 to plus 120 degrees Fahren- 
heit for ordinary occupancy. Temperature 
can be rais::d to 250"F. for complete bac- 
terial and viral deansing. 


NEW MASTER'S COURSE 


The School of Nursing of the University 
of Montreal has approved the program 
for a master degree course in nursing. 
Only one option will be offered at present: 
"the administration of hospital nursing 
service." New options will be added as 
qualified teaching personnel are available. 
Courses are scheduled to start in Sep- 
tember, 1965 and applicants holding a 
bachelor degree in nursing may apply. Only 
regular (full time) students will be accep- 
ted and the number of applicants will be 
limited. For further information, write: 
Dean, School of Nursing, University of 
Montreal. 


1965 - INTERNATIONAL 
COOPERATION YEAR 
''The world depends on cooperation and 
not on conflict." These words of the late 
Prime Minister Nehru of India were deliver- 
ed to the United Nations in 1961, when he 
proposed setting aside a year to encourage 
groups and organizations to participate in 
international activities. The year 1965 was 
designated as International Cooperation 
Year by the U.N. 
Canadians have been involved with pre- 
parations and projects for I.CY. since its 
inception. Schools, towns and various asso- 
ciations have "twinned" themselves with 
similar groups in other countries; Quebec 
has many groups working with projects for 
Rwanda; the Women's Liason Committee 
for I.C.Y., with headquarters in Toronto, is 
concentrating on children's libraries and 
book and art exchanges under a program 
called "Sharing Our Care for Children"; 
Canadian Save the Children Fund has made 
a grant of $9,000 for a Rehydration Cen- 
tre for Infants in the Gaza Strip. 
How can nurses promote international co- 
operation? By supporting on-going projects 
and initiating new ones. Schools of nursing, 
alumnae, and hospital nurses' associations 
can "twin" themselves with similar groups in 
other countries. In return for material aid, 
such as books or medical supplies, they 
could gain an understanding of the needs, 
living conditions, and health problems of 
others. 
At present, the student nurses' association 
at The Montreal General Hospital is in the 
process of "twinning" itself with a school 
of nursing in Columbia, South America. 
Perhaps other student or graduate associa- 
tions will help nurses from other countries 
to come to Canada in 1969 for the Interna- 
tional Congress of Nursing. 
To be effective, "twinning" must be plan- 
ned on a responsible basis. Both groups 


should be willing to sustain the relationship 
over a prolonged period. Any association 
interested in "twinning" itself with another 
should write to: International Cooperation 
Year, 75 Sparks St., Ottawa 4, Ontario. 
Nursing textbooks are needed by schools 
of nursing in many foreign countries. For 
information about sending such books, write 
to the I.C.Y. office. 
We can foster international understanding 
by inviting personnel from other countries 
to speak to groups of nurses about health 
problems, treatment, and nursing care in 
their homelands. A courteous and simple 
gesture would be to invite foreign students 
into our homes for meals and friendship. 
Some students return to their own countries 
after a few years in Canada without ever 
entering a Canadian home. Naturally, they 
get the impression that Canada and Cana- 
dians are unfriendly. There is so much we 
could learn from these visitors to our coun- 
try if we only would take time to talk and 
listen. - CATHERINE G. FRANCIS, R.N., 
Montreal. Quebec. 


NOW AVAILABLE 


The nurses of New Brunswick are proud 
to be able to share with nurses across the 
country, Portrait of Nursing, A Plan for 
the Education of Nurses in the Province of 
New Brunswick, by Dr. Katherine Mac- 
Laggan, Director of the School of Nursing. 
University of New Brunswick. They are 
convinced that it will be of interest and 
value to those who are committed to the 
development of nursing education and 
nursing service in Canada. 
Portrait of Nursing is åvailable from 
the NBARN. 231 Saunders Street, Frederic- 
ton, N .B. The price, which includes mail- 
ing charges, is $3.50. 


NEW DRUG REGULA nONS 


Because of the probable association be- 
tween the incidence of serious small bowel 
uiceration and the use of coated tablets 
containing potassium salts (with or without 
thiazide diul'etics), the Food and Drug 
Directol'ate of the Department of National 
Health and Welfare has recommended that 
a waming be included with such products. 
The warning would state that such an as- 
sociation exists and advise that such prepa- 
rations be used only when adequate dietary 
supplementation is not practical. 
The Canadian Drug Advisory Committee 
has also asked the Food and Drug Direct- 
orate to request that labels of Aminopyrine 
and Dipyrone should include warnings 
about the risk of fata1 agranulocytosis and 
to advise of the need for frequent blood 
studies and close observation for early phy- 
sical signs of agranulocytosis. 
The Directorate has also recommended 
that the maximum amount of Vitamin D 
permitted in drug products advertised to 
(Continued on page 696) 
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Steri/sol 
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Therapeutic 
oral antiseptic 


mouth wash and gargle 


Effective in the treatment of: 
Sore throats due to colds. . . 
conker sores-irritated and 
bleeding gums. . . bod breoJh. 
See your dentist twice a year. 
Active inr,etli.nl.. H...I,din. 0.1". Alcohol'" 
CONTENTS 14 FLUID OUNCES 
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a major breakthrough in 
the field of Oral Hygiene. 
Only Sterisol contains 
"Hexetidine," a synthetic 
antimicrobial with long 
lasting antibacterial, 
antifungal activity. 


I 


IN DENTAL PRACTICE: 
o Periodontics: Adjunctive therapy following 
instrumentation 
o Orthodontics: To relieve gingival irritation 
o Prosthodontics: To clean the gingiva prior to 
impression 
o Oral Surgery: To reduce post operative healing time 
IN MEDICAL PRACTICE: 
o Tonsillitis, Pharyngitis, Ulcerative stomatitis. 
Laryngitis: 
To relieve the symptomatic pain and irritation. 
o Tonsillectomy and Oral Surgery: To reduce irritation, 
possibility of infection and to decrease post operative 
healing time. 


o Oral Prophylaxis: To reduce the incidence and/or 
severity of sore throats and common colds. 
IN ROUTINE ORAL HYGIENE: 


o Controls bad breath up to 10 hours 
o Relieves irritated and bleeding gums, canker sores 
o Maintains good oral hygiene 
o Long Lasting-Effective-Refreshing 

 


WARNER-CHILCOTT LABORATORIES LIMITED 
ORAL PRODUCTS DIVISION 
TORONTO. CANADA 



(Cvntinued from paRe 694) 
the general public be reduced to a level 
which does not exceed the daily require- 
ment for the vitamin. Medical authorities 
have expressed concern recently about the 
association b::tween excess intake of Vita- 
min D and certain abnormalities in ohil- 
dren. For a number of years, circumstanti.al 
evidence has existed relating dietary vita- 
mi,n D intake to pathogenesis of mild in- 
fantile hypercalcemia. Recently, however, a 
severe disorder has been observed in infants. 
characterized not only by hypercalcemia 
but also by heart and mental defects. There 
are suggestions that this severe conditio.n 


, t !fOurfeet. 
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........ 
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may arise /1/ uterv, anù t"'lt its m;curance 
may be related to the intake or metabolism 
of vitamin D by the mother during preg- 
nancy. 
It is possible that the maximum amounts 
for other vitamins permitted in drug pro- 
ducts advertised to the general public will 
be changed. 


DALHOUSIE RECEIVES GRANT 
A grant of $420,000 in U.S. funds, a 
gift of the W. K. Kellogg Foundation to 
Dalhousie University of Halifax, will add 
a comprehensive health sciences library 
building to the new and enlarged Medical 
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Wondersole .s contoured 
to match the shape of your 
foot. Your body weight is dis- 
tributed evenly along its entire 
length for complete support. 
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What a difference Air Step's new Wondersole makes to your 
general feeling of well-being. It lets you walk on the entire 
bottom of your foot instead of just the heel and ball. This 
allows you to walk and stand longer without strain. 
For the name of your nearest Air Step dealer, write Air Step 
Division, Brown Shoe Company of Canada, Ltd., Perth, 
O"""O
.Ç;
8 
 w:
t:' 
THE SHOE WITH THE MAGIC SOLE .Prices quoted are Suggested Retail Prices. 
Air Step Division, Brown Shoe Company of Canada Ltd., Perth, Ontario 
696 SEPTEMBER 1965 


MEDIC 
$14.99' 


WARD 
$15.99' 


Centre to be constructeù on the Dalhousie 
Campus. It is hoped that the several-build- 
ing facility will prove an effective means 
of enlarging the supply of physidans, den- 
tists, nurses, and other health personnel in 
Canada's Atl.antic provinces and thus im- 
prove health care for the people of Nova 
Scotia, New Brunswick, Newfoundland, and 
Prince Edward Island. 
The $8 million cost of the main facility 
- to be called the Sir Charles Tupp.."T 
Building - will be met by commitments of 
$2 1 12 million each from the Centennial 
Committee of the Government of Canada 
and the Government of Nova Scotia, with 
the remaining $3 million to be raised by 
Dalhousie University from alumni, the pub- 
lic. business institutions, and foundations. 
The Kellogg Foundation's grant will make 
possible the two-'Story health sciences libra- 
ry section in the new fifteen-!)tory building, 
which will serve all the health areas at 
Dalhousie and function as a reference cen- 
tre for the health professions of the four 
provinces. The section will contain 21,000 
square feet. have facilities for 100,000 vol- 
umes. with annual subscription of 1.500 
periodicals. It will be particularly adapted 
to facilitate the University's rapidly grow- 
ing continuing education programs for 
health personnel in the Atlantic provinces. 
The vintage 1922 buildings of Dalhousie 
Medical School were originally des.igned for 
incoming classes of fifty medical and ten 
dental students and it has been possible to 
improvise and to enlarge facilities only 
slightly as the number of students increased. 
Now it is imperative that new buildings be 
constructed to make it possible to increase 
the medical class to 96 and the dental class 
to 30 enrollees. The new construction also 
will pennit enlargement of the class in 
pharmacy to 50. in nursing to 25. in occu- 
pational therapy to 15, in denta1 hygiene 
to 24 . . . and a new course in medical tech- 
nology will accommodate 24 students. Even 
though there is only one medical and dental 
school to serve the four provinces and 
their 95,000 square miles of thinly distri- 
buted population totalling nearly two mil- 
lion people. it is beli'eved the new Medical- 
Dental Centre will make much more ade- 
quate the numbers of these practitioners 
and related personnel. 


HANDBOOK ON CROSS-INFECTION 
A new 20-page booklet, "Protect Your- 
self Against Contact Infection," has been 
prepared by the Professional Tape Com- 
pany. Written a'S a guide for hospital, lab- 
oratory and clinic personnel, this booklet 
outlines basic procedures which have prov- 
ed effective in controlling cross-infection. 
The text was researched from authoritative 
sources and is fuUy referenced. Attractively 
illustrated with original drawings, this book 
could be used a5 a teaching aid and in- 
struction manual. Free copies are available 
on request from the Professional Tape 
Company, Inc., 355 East Burlington Road. 
Riverside. Illinois 60546. 
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NEW SAFETY IN 
PROLONGED IV THERAPY 
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Venipuncture is achieved usin9 en. 
tire Buffalo Needle a..embly. After 
insertion. needle is disengaged from 
cannula. Tabs provide easy 9 ri pping. 
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Cannula is left indwellin9 for Intra- 
venous fluid administrations via IV 
set or rubber capped syringe 
adapter. 
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C ,nnula can be close<! between 
administrations by use of stylet. 
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SAFETY 


Indwelling Intravenous Plastic Cannula 


BUFFALO NEEDLE 
STERILE - Ready to Use. . . Disposable 
. Nylon and polypropylene construction decreases occur- 
rence of Phlebitis and eliminates irritation. (Nylon - 
large and medium sizes; Polypropylene - small size.) 


. One piece cannula construction prevents tube disengaging 
or being severed from hub while in the vein.. 


. Can be disassembled and reassembled in case of a venous 
obstruction. 


. Eliminates need for repeated venipuncture during pro- 
longed IV thearapy and caudal anesthesia. Cannula can- 
not be disloged. 


OArchives of Surgery 86:177 (Feb. 1963) "Accidental Loss of a Plasl1c 
Tube into Venous System," R. W. Taylor, M.D. & C. A. Rutherford, 
M.D. 
SIZES: BN-2620 26 ga. Needle 20 ga. cannula x I" long 
BN.1915 19 ga. Needle 15 ga. cannula x 11h" long 
BN-I713 17 ga. Needle 13 ga. cannula x 2 1 / 2 " long 
Stylets available for appropriate cannula sizes: BNS-26, BNS-19, BNS-17. 
Syringe adapter (rubber capped) fits all cannula sizes: BNA-IO. 
Indwelling Catheter (extra long) for appropriate needle sizes: BNC-26. 
BNC.19, BNC-17. 
Individually packaged and color coded for easy Identification of size. 
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1700 LEWIS ROAD . NIAGARA FALLS, ONT. 
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improved 
DISPOSABLE 
FOOTPRINTER 


Now you can get perfect newborn foot- 
prints more easily than ever before. 
Hollister's all-new Disposable Foot- 
Printer is ready for instant use the 
moment you lift it from its new space- 
saving dispenser box. A firm base and 
rigid sides make it easy to hold, and 
the new shallow cavity gives you just 
the right amount of Ready-Rolled@ 
Ink for a perfect set of correlated 
mother-baby prints. 


Write for free samples, using your 
hospital or professional letterhead. 
1 jIoUlSTER.. 
HOLLISTER INCORPORATED: 833 N. ORLEANS ST., CHICAGO, ILLINOIS 60610 
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September 13-14, 1965 
CNA SOCIAL AND EcONOMIC WELFARE 
COMMITTEE 
ÛTTAWA, ONT. 


* * * 


September 16-18, 1965 
CNA SUB-EXECUTIVE MEETING 
OTTAWA. ONT. 


* . * 


September 27-29. 1965 
CANADIAN WORKSHOP ON CEREBRAL PALSY 
STE. ADELE. P.Q. 
* * * 
September 29 - October I, 1965 
ANNUAL MEETING 
ASSOCIATION OF NURSES OF THE 
PROVINCE OF QUEBEC 
MONTREAL, P.Q. 
* * * 
October 6. 1965 
ANNUAL MEETING 
ASSOCIATION OF NURSES OF 
PRINCE EDWARD ISLAND, 
CHARLOTTETOWN. P.E.!. 
* * * 
October 31 - November 4, 1965 
SECOND CANADIAN CONFERENCE ON 
CHILDREN, 
QUEBEC, P.Q. 
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ILEOSTOMY 
MANAGEMENT 
SYSTEM 
WeiiÍÂøva 


with SEMI-DISPOSABLE 
Dr DISPOSABLE POUCHES 
The most convenient, lightest, ileostomy 
management system available. The pouch 
may be removed while the face plate re- 
mains cemented to the body. Write for 
details, educational folder _._ 
and Free sample pouch.- \ 
 
request #550 CN offer. 


UNI7FD SURGICAL SUPPLIES co.. INC 
PORT CHESTER. NEW vORK 
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A COMPLETE OVERHAUL 


(An Amusing Letter) 
ETcerpts from a letter written by a patient 
in a large city hospital to his friends bad.. 
home. 
This "spring check-up" is nearly over 
and the old crate will soon be out of the 
garage and on the road again. The head 
mechanic was in today and told me that 
his men still are working on the engine 
and chassis but hope to polish her off 
tomorrow. So far, they have not found 
anything radically wrong, except that the 
oil pump (liver) may be a little enlarged. 
I will probably have to change to a new 
type of oil - non-alcoholic. 
Firsl day in, they flushed out the rear- 
end differential three times, put the car on 
the pit' and went over it with the light. 
Then they put a lot of wires on t'he coil and 
spark plugs to see if there was any trouble 
there. Finding nothing wrong, they thought 
of carburetor t'rouble and took a lot of 
samples. Meantime, I am quite sure those 
boys were punching more time on the clock 
than they spent on the car. Later on, one 
of the service men went over the chassis, 
looked at the headlights and went all around 
trying to locate winter squeaks. He took a 
lot of notes as t'o the age of the old bus, 
etc. 
Then he investigated the crank-ease (gall 
bladder) to see if any nuts and bolts had 
been left in at the factory. Apparently all 
was well. 
Sunday int'ervened. but I had to pay 
storage anyway. The night mechanic (a very 
cheerful chap) decided that the rear end 
differential was not flushed out enough 
and did the job at II :00 p.m. and again at 
6:00 a.m. 
On Monday, one of the chief mechanics 
went over t'he circulation system, taking 
some oil out of the engine. some water 
from the radiator and adding some anti- 
freeze (glucose). Did this six times but il 
seems the gas and oil are mixing o.k. He 
had drained most of the water from the 
radiator and had difficulty in geUing the 
last few drops. Then they decided to go 
over the transmission on Tuesday. They 
did a flush job on il firsr, then using one 
of Iheir special hoses they gave her a shot 
of barium (I suppose that's good for the 
transmission - I wouldn't know). Ap- 
oarenlly the head mechanic is keeping the 
re
ult
 of Ihis job to himself. unlil I pay 
my bill. 
Today Ihey have the old craIe up on the 
hoist. planning to go over rhe work they 
lefl off doing last week. I am promised 
delivery early tomorrow aflernoon. Anyway, 
she is having a good rest after being on the 
go for so long and I don't think I will trade 
her in rhis year. But [ get darned mad at 
her at times! 


Best wishes. 
John. 
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NBARN 
TO STUDY PORTRAIT OF NURSING 
At the NBARN annual meeting in SI. 
Slephen in June. it was resolved that no 
new diploma programs of nursing or 
changes in length of the present programs 
of nursing be approved by the association 
until an appoimed committee had comple- 
ted its examination of Portrait L,j Nursing. 
The latter, a study of nursing in New 
Brunswick, is the doctoral thesis of Kathe- 
rine MacLaggan the first New Brunswick 
nurse to receive the degree of Doctor of 
Education. As the NBARN president M. 
Jean Anderson pointed out in her address 
to the assembly, Portrait of Nursing is 
more than a study of nursing in New 
Brunswick. It is a plan for nursing educa- 
tion anywhere." 
The NBARN recorded the largest mem- 
bership in its hislory as of December 31, 
1964: 2,891 aclive members, 120 associale 
members. and 791 non-active members. Of 
the active members, 63.5 per cent are 
married. A review of attendance figures at 
chapter and provincial annual meeting.. 
indicaled that more members are partici- 
pating in Iheir professional affairs. 
In January, J 965, a special committee on 
social and economic welfare was appointed 
10 advance the professional and material 
welfare of members and the welfare of 
of nursing as
istams. This committee is 
slated to become a standing committee. 
Already, it has reviewed considerable ma- 
terial concerning collective bargaining and 
professional associations, and has expressed 
the belief that nurses must work collect- 
ively to obtain economic security, and that 
the association must remain in control of 
its own professional and economic welfare. 
An educational program is being plan- 
ned to acquaint every member with the 
need for collective action. Under the New 
Brunswick Labour Relations Act, which is 
presently being revised, nursing and other 
profes
ions are prevented from collective 
bargaining. According to Ihe report of this 
special committee, "Most other provinces 
now permit nurses to bargain collectively, 
and New Brunswick may follow this Irend." 
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* America'. mOlt popular penonaUzed badge.. 
* Unsurpoued quality, smooth rounded edues. 
. Featherweight. won't "flop", lies flat. 
* Deepl T. engraved, lacquered, won't yellow. 
* Comp ete satisfaction guaranteed. Group 
quantity discounts: write for color folde,. 
Order 2 identical badges (same name) at dis- 
caunt prices as precautian and added canvenience. 
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It's not only you who knows 
you are well dressed, wearing 
Bland Tailored Uniforms, but 
everyone who sees you, knows at 
a glance the superior cut and 
eleqance of your dress. 


I t doesn't cost any more to be 
well dressed; wearing Bland uni- 
forms ensures this. They wear 
twice as long. 


Made and sold by 


BLAND AND COMPANY LTD. 
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1435 St. Alexander Street 
Montreal, Canada 
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HAS 
f 


BARD'S New Intubation Training Kit now available FREE 


The unique, life-size intubation training panel permits actual passage of tubing 
into simulated body cavities while viewing the process in relation to the anatomy. 
With "IT" you can teach intubation techniques easily, exactly. And a complete 
"IT" Kit is FREE to hospitals with each 20 case order of BARDIC@ Plastic Tubes. 
. 
EACH 1t KIT' CONTAINS: 


Training Panel, Carrying Case, a representative line 
of BARDIC Plastic Tubes for demonstrating with 
the Training Panel, a new BARD Technical Manual, 
and a large, full-color anatomical product reference 
wall chart. 


Please have your BARD representative pro- 
vide me with further information on how to 
obtain the new"IT" KIT FREE. 


Name 


INTEGRITY 
> (f) 
"'" rr1 

 BARD 
 
:> ñ 
o rr1 
SINCE 1907 
c. R. BARD, INC. 
MURRAY HILL.N.J. 
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Street 


City 


State 


Zip Code 



B-5112-65 


Dulcolax 
(brand of bisacodyl) 
Dulcolax Suppositories 10 mg 
Dulcolax Suppositories for 
Children 5 mg 
Dulcolax Tablets 5 mg 


. 
, 


Nurses like you use 
Dulcolax@ 
the laxative to replace enemas 


In hospitals throughout the country nurses appreciate the 
time and effort they can save by replacing the enema with 
reliable and effective Dulcolax Suppositories. 
It takes only seconds to insert a suppository, compared to 
the time required for the preparation and administration of 
an enema and the cleaning of equipment. 
Your patients will certainly be grateful to be spared the dis- 
comfort, embarrassment and inconvenience of an enema. 
And you will appreciate the extra time it gives you every day. 


Boehringer lngelheim Products 
Division of Geigy (Canada) Limited. Montreal 
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Alice Girard, Dean, Faculté de Nursing, Université de Montréal. President: CNA, 1958-60; ICN, 1965. 
Getting to know someone at a time when her interest and attention are focused solely on attaining a special 
objective provides an excellent opportunity to detennine her personal authority, her inner strength. My earliest 
association with Miss Kerr gave me a chance to go beyond this and observe her ability to adjust. her powers of 
objectivity, her breadth of vision. [ found her well-endowed with all of these qualities. 
This meeting took place some years ago when the Executive of the Canadian Nurses' Association and the mem- 
bers of the Journal Board got together to discuss the possibility of producing a separate issue of the JOURNAL in the 
French language. THE CANADIAN NURSE was already operating at a deficit; a French issue was unlikely to prove 
profitable and neither qualified personnel nor money were available to initiate the venture. Opinion was divided 
as to the wisdom of having a separate French issue and as to the policies to be established in relation to editorial 
material. Would there be simply translation of articles from one language to another or would articles be written 
specifically for publication in one language or the other? 
It was within this setting that I came to know the JOURNAL'S executive director. She devised, studied and 
suggested one plan after another, looking for a way to reconcile differences of opinion while, at the same time, 
protecting the interests of the JOURNAL, its readers and the Association. She made concessions as the need arose but 
never to the detriment of underlying principles and always with the achievement of common objectives in mind. 
In the end the French issue became a reality. 
Problems were many when preparations for the new issue first got underway. It was largely due to the exe- 
cutive director's business acumen and her firm determination to succeed that a French edition, equal in all respects 
to its English counterpart, was achieved. For this we owe her our grateful thanks. 
For the past three years, in my capacity as chainnan of the Journal Board, I have had the pleasure of working 
very closely with Miss Kerr. Our frequent meetings and our discussions of the problems that inevitably accom- 
pany the editing and administration of two editions of the JOURNAL confinned my original impressions of her. She 
possessed a very thorough knowledge of the work of the JOURNAL. Her first concern, always, was its 
welfare but the opinions of others were respected even when they differed from her own. Once convinced of the 
soundness of an idea, she willingly shifted her viewpoint. 
During these years, [ came to appreciate a trait in Miss Kerr's personality that many have been unaware of, 
but which endeared her to me - her sensitiveness. All too often it was hidden behind her role as business woman. 
It emerged only on more intimate relationship. 
It is my hope that Miss Kerr will plan her life in retirement with that same skill which built the JOURNAL, bit 
by bit, to its present stature. It will remain as an ever-present witness to her success and as a constant reminder 
to us all of our debt of gratitude to her. 
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Dr. Rae Chittick, Professor of Nursing, University of Ghana. President, CNA 1946-48. 
My association with Miss Kerr goes back many years before she became editor of THE CANADIAN NURSE. 
Once upon a time, on the suggestion of a publishing company, we undertook to collaborate in the writing of a 
book on health education. This hazardous project never reached maturity, but it was the beginning of many years 
of friendship and collaboration in a more general way. 
Miss Kerr is a person one does not forget readily, for she has unique and distinctive characteristics that leave a 
lasting impression. She is a woman of purpose who works in a fearless and forthright way. The overwhelming 
strength of her convictions is tempered by a wann and generous nature and by a largeness of spirit that is rare 
among people. Few jobs put one more in the public eye than the publishing business and the editor of a profes- 
sional journal is particularly vulnerable to censure and criticism. People take pen-in-hand more readily to castigate 
than to commend. Miss Kerr has the exceptional ability to accept criticism with equanimity and without reproach 
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or recnmmation. In fact, objections from readers were met with new resources and a fresh supply of enthusiasm to 
improve the JOURNAL and please her readers. 
In the journalistic world, the most practical tribute to an editor is the steady increase in circulation. This tribute 
has been paid to Miss Kerr many times over. The phenomenal growth of the magazine during her period as 
Editor and Business Mana
er has astounded the Journal Board and be<:ome a source of pride to members of the 
Canadian Nurses' AssociatIon. This growth did not just happen, but is the result of a vision and the courage to make 
the vision come true. Miss Kerr saw that a first-rate journal could not be produced without the assured subscrip- 
tions of all members of the Canadian Nurses' Association, and in her drive to this goal she never once faltered nor 
lost faith in the possibility of its realization. She traveled back and forth across Canada speaking at provincial meet- 
ings, chapter meetings and to individual nurses wherever she found them. She faced successfully the big undertak- 
ing of producing the JOURNAL in French so that French-speaking nurses would become subscribers. It was a grand day 
for Miss Kerr and a grand day for all us in the nursing profession when every provincial association had voted to 
include the subscription fee in the annual dues. 
Armed with the prospect of a buoyant circulation, Miss Kerr set out to increase the sale of adverstising space 
which pays a large part of the cost of producing the JOURNAL. Her success in this area was evident in each suc- 
ceeding issue of the magazine. With an increased income Miss Kerr turned her attention to improving the pro- 
duct and so the JOURNAL grew in size, changed its format to increase reader appeal, and widened the scope of its 
editorial content. With these changes came increased costs and the columns of figures in the financial statements 
became wider and wider. Faced with more and more arithmetic, the Journal Board was hard put to grasp the mag- 
nitude of the undertaking; but as reports became bigger and more complex the members of the Board became less 
and less concerned. Miss Kerr had won everyone's confidence in her ability to manage the financial affairs of the 
JOURNAL. Her astute business sense saw where she could cut costs and what she must do to increase the revenue 
of the magazine. Today THE CANADIAN NURSE is flourishing business and the credit must go to Margaret Kerr whose 
competent hand has guided its development for more than two decades. 
In this far place where I am working now, the JOURNAL in its new format comes to me as a work of art, an 
art that has been perfected by many years of hard work, courage to initiate change, perseverance in the face of 
difficulty, but most of all by love for the job and pride in the exceIlence of the product. As a member of the Can- 
adian Nurses' Association I pay tribute to Margaret Kerr's long and devoted service and express my gratitude for 
the pleasure the JOURNAL has brought to me over the years. As a friend, I wish her great happiness in her "second 
career" which I know she will pursue with spirit and enthusiasm. 
Helen M. Carpenter, Director, University of Toronto School of Nursing. President, CNA 1960-62. 
I remember Margaret Kerr most of all for her buoyant, outgoing disposition. her keen mind and forceful per- 
sonality. The combination of these traits seemed to make it possible for her to maintain a multiplicity of interests 
throughout a busy professional life. 
In nursing, Margaret will be known primarily as editor and executive director of the Canadian Nurse Journal. 
However, she will also be known for her work in public health nursing in British Columbia, and for her contribution 
to nursing education at the University of British Columbia School of Nursing. In addition, she will be remembered 
for her interest in parliamentary procedure, the intricacies of which were made more widely known to nurses 
through the articles she prepared for the JOURNAL, and more effectively used through her zeal in educating officers, 
and executive and committee members of nursing associations at both national and provincial levels, in the use 
of these procedures. 
Margaret Kerr has always seemed to have abundant energy and a zeal for life. Her interests ranged far beyond 
those related to nursing and the nursing profession, to include music, literature, travel and many others. Typical 
of her zest for life was her announcement concerning her retirement plans, made to the Executive of the Canadian 
Nurses' Association in 1962, well in advance of the proposed retirement date. Included in her immediate post- 
retirement plans were travel to her favorite countries, residence in her favorite province and a return to study at 
her alma mater, the University of British Columbia. I trust these plans will come to fruition and that Margaret will 
continue to live a fuIl and active life with opportunity for leisure as weIl as for cultural, educational, social, and 
professional interests. 
E. A. Electa MacLennan, Director and Associate Professor, Dalhousie University School of Nursing, 
President, CNA 1962-64 
It has been my privilege to know Margaret Kerr since the days she taught at university and throughout her 
21 years as Editor and Business Manager of the JOURNAL - a span of 30 years. 
Having shared an apartment during the early years of her editorship. I can speak feelingly and authoritatively 
of her selfless devotion to the truly great task of editing a publication which she firmly believed should and could 
mold opinion of so important a segment of society as Canada's nurses. 
I vividly recaIl the long hours of labor with the "blue" pencil and the "pin-dummy" - vacations always 
cut short or taken piecemeal because the JOURNAL must meet "the deadline." Her reward she counted not in terms 
of medals or degrees but in circulation figures. 
No field of nursing was overlooked by the Editor; all received her maximum support and on many occasions 
she gave the necessary leadership to the new endeavor. Perhaps no nurse in Canada has been so intimately associated 
with as many provincial nurses' associations in the development of their professional registration or practice acts. 
Her "legalistic" mind quickly detected flaws in any reasoning and her extensive experience was generously shared 
with the local committees. 
One of her greatest gifts is the gift of interpretation. Her vision and understanding in professional matters 
made her an invaluable member of the national executive body, a vantage point from which her influence has 
extended from coast to coast and beyond the boundaries of Canada. 
I wish to add my voice to the chorus of good wishes which is hailing M.E.K. on the eve of her well-deser- 
ved retirement. 
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A. Isobel MacLeod, Director of Nursing, The Montreal General Hospital, and President, Canadian Nurses' Association. 
Throughout Canada and in many parts of the world, there is a company of nurses with a common heritage. 
It is the experience of having been students of Margaret Kerr's. As one of these students. it is a privilege to pay a 
tribute to Margaret on her retirement from active nursing. 
The year we studied under Margaret's guidance was just the beginning of an educational and happy relationship. 
Throughout the years, Margaret has kept in touch with many of her students through personal contact, correspondence 
and her famous Christmas letter. Her students have been just as keen to maintain the relationship and have never 
missed an opportunity to visit her when at all possible. Over the years, these visiting students have heard themselves 
introduced as "a fonner student of mine" which is now affectionately abbreviated to "F.S.O.M." a badge of distinc- 
tion for all who can claim it. They belong to a club with a priceless heritage. 
What are the ingredients of this heritage? They are found in the relationship between teacher and pupil which 
is the basis of good teaching. Margaret has, in generous measure, the ability to inspire. Thus she was able to 
transmit to her students at the University of British Columbia, her enthusiasm for the role of the public health 
nurse. We who were her students felt this inspiration as we caught a vision of what we could contribute to hu- 
man happiness as we helped individuals and families to attain their maximum deg.ree of health and fulfill- 
ment. This dynamic concept of nursing has transcended the boundaries of public health, for Mar- 
garet Kerr's students have radiated into many fields and wherever they go they carry her outlook with them. 
Each of this privileged company of nurses was exposed to the same influence without being cast in the same 
mold. Margaret had a respect for her students as individuals, and this was reflected in the student's growing self- 
awareness of her potentialities. Such a teacher-student relationship gave confidence to the student because her teacher 
saw her worth. It helped her to find professional fulfillment through knowing where she could contribute most. 
How grateful we are, too, for Margaret's great zest for life! She loved work and play and gave herself un stint- 
ingly to both. She taught us as students to take our work seriously, but to keep it in perspective and to salt it 
with humor. She taught us not only to enjoy our work but she taught us the importance of recreation too. 
One could speak of other influences a teacher might be expected to have: an influence in developing high 
ideals, the capacity to grow, the desire to continue learning, a sense of responsibility, skill in working with others, 
appreciation of human worth. All this was given to us to the limit of our capacity. But her greatest gift was the sti- 
mulus which led us each to develop our personal qualities in our own way. 
We who have the privilege of belonging to the club of "F.S.O.M.'s" join in expressing our gratitude and 
in wishing Margaret the long and happy retirement she deserves. 


Helen K. Mussallem r Executive Director, Canadian Nurses' Association. 
I am most delighted to have this opportunity to write a few words about a woman who helped me as a student 
to understand what nursing is in its broadest sense. 
Margaret Kerr came to the Vancouver General Hospital School of Nursing to lecture to the students on Com- 
munity Health and Social Needs. None of us can ever forget this vibrant woman who taught us to see that nurs- 
ing extended beyond the walls of the hospital. She was a nurse who seemed to be free of the stiff restraints of 
nursing, who lived 'an exciting life in nursing, and who broke down that barrier between teacher and student with 
her warmth and enthusiasm. 
I looked forward to her lectures, as did all her students, not only for their content, but because of the wa} 
she was able to communicate with us so easily. 
Miss Kerr has touched my life in many ways since my student days and I am one who stands taller because I 
knew her. 
Thank you, Margaret Kerr. 


Helen G. McArthur, National Director of Nursing Services, Canadian Red Cross Society; Past President, Canadian 
Nurses' Association r 1950-54. 
There are some people whose personality may be summed up in two or three words. Not so Margaret Kerr 
whom I have known personally for more than 30 years. As one of her students, I found her a dynamic instructor 
in the broad aspects of public health nursing who drew from each member of the class more than any of us realized 
we had to give. Her demands upon us kindled our professional enthusiasm not only to be teachers of health in the 
community but to be interpreters of the goals of nursing. She made me become a "speaker"; she made me under- 
stand the values of parliamentary procedure and later, during my tenn as CNA president. continued to see that [ 
practised it. 
When she left the university to become our editor, Margaret believed that she was really expanding her class- 
room to include all the nurses of Canada. With characteristic vigor. she pressed the value of the JOURNAL to every 
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nurse so that for many years now each member of the Canadian Nurses' Association has an opportunity to read her 
own JOURNAL. This has served as a unifying force for the nursing profession in Canada. 
Margaret is a stubborn woman who sticks to her principles against all odds. Sometimes she has been wrong, 
many times she has been right - a symbol of integrity to those of us around her. She is a warm person, a gracious 
hostess, a devil at bridge who can play all night and still be fresh for the next day's work. She is a friend who 
never wears thin. 


Lyle Creelman, Chief, Nursing, World Health Organization. 
A faculty member of a university school of nursing has a wide influence. At the University of British Columbia, 
Margaret Kerr certainly made a great impact on her students. While teaching the principles of public health nursing, 
she gave a sound basis on which they could build their future contribution to the development of health services, 
wherever their place of work or special field of interest. 
In becoming editor of THE CANADIAN NURSE, Margaret broadened her opportunities for influence in nursing. 
The JOURNAL has grown and is read by an increasing number of nurses in many countries throughout the world. 
She recognized the need of the nursing profession in Canada to have a bilingual official organ and under her gui 
dance the wise decision was taken to publish the JOURNAL in French as well as in English. This has greatly increased 
its value to world nursing. 
I am sure that all nurses who know Margaret Kerr - either personally, as former students. or through the pages 
of the JOURNAL - would wish her a happy retirement and the possibility of using her boundless enthusiasm for 
pursuits of personal interest. 
Trenna G. Hunter, Director, Public Health Nursing, Metropolitan Health Service, Vancouver, B.C. 
President, CNA 1956-58. 
Twenty-six years ago, a new class of public health nursing students was being enrolled at the University of 
British Columbia. The date was September. 1939. War had just been declared and there was much concern on the 
part of students and staff alike as to whether they should be engaged in an academic life when the world might 
need their services at any moment. Fortunately, the recruitment offices were not encouraging the enlistment of in- 
experienced student nurses, and so our consciences were clear. We began our year of study. Margaret Kerr was the 
professor who had the chief responsibility for turning us into acceptable first level public health nurses. We remem- 
ber her as a person bursting with energy, enthusiastic. dynamic and in the forefront with her ideas about education 
and public health generally. 
One course that she .felt was essential was "Public Speaking"; many and varied were her assignments. The one 
I have occasion to recall most vividly was a talk to a group of girls on the "Biological Aspects of Marriage." The 
request had really been for Miss Kerr, herself. but she generously thought it would be "good experience" for me. 
It was! Nowadays talks on "Sex Education" are very much a part of a public health nurse's work; but twenty-six 
years ago, Margaret was really ahead of the times. Her own excellent training as a vocalist, her splended diction 
and her imposing appearance had given her quite an advantage on the speaker's platform and she hoped - vainly. 
I'm afraid - that some of us might emulate her 
rformance. 
Margaret's generosity extended far beyond her work in the classroom. She was a good friend to all students and 
shared the hospitality of her home and her much-loved car with all of us. 
She taught us to think, to question the establishment, and to participate. She really made public health nurs- 
ing a lively and fascinating topic and many of us who have made public health our career have blessed her for the 
good background she gave us in that year. 
Among my other pleasant memories of Margaret Kerr are those connected with my duties as President of the 
Canadian Nurses' Association. What a romfort it was to have Margaret as our Parliamentarian and present at all exe- 
cutive and annual meetings. We knew if we strayed from "Roberts Rules," Margaret would be there to lead us 
back firmly to the right procedure! 
Her prodigious memory and sensible down-to-earth observations saved us many a time from decisions that 
might have ignored history. 
It is with many pleasant memories that I add my tribute to Margaret Kerr and wish her well in her retirement. 
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Sixty years ago this year, a new 
journal made its appearance in Canada 
under the sponsorship of the alumnae 
association of the Toronto General 
Hospital. The nursing profession in this 
country was in its early stage of or- 
ganization. Tired of practising in isola- 
tion or semi-isolation, its members 
had begun to form local or regional 
graduate nurse and alumnae associa- 
tions. They wanted the opportunity to 
exchange opinions, discuss their com- 
mon problems, and enjoy the compa- 
nionship of others in the same field. 
The leaders of the day had already 
begun to envision a broader scheme 
of organization that would link Cana- 
dian nurses from coast to coast, raise 
standards of performance and establish 
nursing on a sound professional basis. 
Improving communication was an ob- 
vious step in that direction. So it was 
that Mary Agnes Sniveley, the ener- 
getic and far-sighted superintendent of 
nurses of Toronto General Hospital, 
conceived the idea of a publication for 
nurses, about nursing and directed 
by nurses. Her enthusiasm won the 
support of her alumnae association 
and, in March 1905, THE CANADIAN 
NURSE was born. It was the hope of 
the founders: 
That this magazine may aid in uniting and 
uplifting the profession and in keeping 
alive that esprit de corps and desire to 
grow better and wiser in work and life, 
which should always remain to us a daily 
ideal. 
The JOURNAL began life as a quar- 
terly publication in the hands of a 
business firm - the Commercial 
Press. Its first editor was a doctor, 
with a nurse, Miss Minnie Christie, 
as the business manager. The appoint- 


Miss MacGregor was assistant, then as- 
sociate editor for nine years before em- 
barking on a new career in library work 
last September. 
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ment of Dr. Helen MacMurchy as 
editor was a bit of diplomacy. The 
medical profession had been openly 
critical of the venture, apparently re- 
sentful of this show of independent 
thinking. The first editorial board was 
composed entirely of nurses and it 
exercised complete control over con- 
tent and policy. The editor's tradi- 
tional authority had yet to be estab- 
lished. The minutes of the Committee 
on Publication record meetings, held 
for the purpose of reading, discussing 
and approving contents prior to ac- 
ceptance for the current month's issue. 
Nor was life without its problems. The 
Committee found it necessary to "gen- 
tly remind the Members of the Alum- 
nae Ass'n that the JOURNAL is the af- 
fair, not of one or two but of all . . ." 
And then there was the author who 
objected to the removal of two words 
from her article and indignantly de- 
manded its return! The two words? 
"Some superintendents!" 
Taking a national viewpoint, the 
Committee proposed, during this first 
year of operation, "that the business 
manager should ask each Association 
in Canada to appoint us their Official 
Organ . . ." Building up the subscrip- 
tion list was a major concern as was 
the procurement of advertising - the 
financial life-blood. The possibility of 
having someone who would concern 
herself only with this latter aspect was 
discussed but no one person could be 
found who was willing to take on the 
job. 
From 1905 to 1910, publication 
appears to have proceeded fairly 
smoothly. In May 1910, provision was 
made for the appointment of a nurse 
as associate editor to work with Dr. 
MacMurchy. It was hoped. eventua1ly, 
she would take over editorial duties 
on a full-time basis. The appointee 
was Miss Bella Crosby, a Toronto 
private duty nurse. Following Dr. 


Year 


MacMurchy's resignation, she became 
editor, but still on a part-time basis. 
By now, the JOURNAL was appearing 
as a monthly publication, having 
changed its schedule of issues in 1907. 
One of Miss Crosby's early projects 
was a visit to several cities throughout 
Ontario, as well as a meeting with 
nurses in Montreal. Her object was to 
stress the national character of the 
JOURNAL and solicit support for it. 
It is interesting to note some the 
matters with which "The Canadian 
Nurse Editorial Board" concerned 
itself at this time. The members made 
it their business to investigate a hos- 
pital started by two untrained women 
and to point out to the matron why 
nurses graduating from it could not 
be recognized. They made their dis- 
pleasure known concerning an ap- 
pointment in the Army Nursing Re- 
serve and were sufficiently influential 
to command a letter of explanation 
and the hope that such a mistake 
would not occur again. They took an 
interest in a hospital dispute that had 
culminated in the resignation of the 
superintendent of nursing and saw to 
it that her successor was thoroughly 
briefed as to existing conditions. They 
felt themselves representative of the 
profession and acted accordingly. 
The minutes of the Editorial Board 
for April 1914 give the first hint of 
things to come in the JOURNAL'S fu- 
ture. A letter was read from a cor- 
respondent in British Columbia com- 
menting on the non-national character 
of the publication. It suggested that 
much more support would be forth- 
coming from that area if ownership 
was in the hands of the Canadian Na- 
tional Association of Trained Nurses. 
In June of that same year the directors 
of the Board held a special meeting to 
consider an offer of purchase from 
the C.N.A.T.N. In November, a Com- 
mittee from the Association attended 
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the annual meeting of the Editorial 
Board. The steps toward.. purchase 
moved on slowly but surely. 
The sale price was set at $2000. 
Business men who were consulted felt 
this was exorbitant. The Association 
was of the opinion that it would cost 
much more than this to initiate an 
entirely new publication. Various or- 
ganizations affiliated with CN.A T.N. 
were approached for their viewpoints 
concerning the advisability of pur- 
chase and the amounts that they would 
be willing to pledge. Reaction was 
favorable and the necessary funds were 
made available. At the annual meeting 
of the Association in 1916. the final 
decision was taken. The JOURNAL be- 
came the property of the National as- 
sociation. 
The first editor under new owner- 
ship. still on a part-time basis, was 
Miss Helen Randal. She was a gradu- 
ate of Royal Victoria Hospital. Mont- 
real and. at that time. secretary- 
registrar of the Graduate Nurses' As- 
sociation of British Columbia. Her 
first report was decidedly on the 
gloomy side: no money to meet publi- 
cation expenses; little information 
available about former advertisers and 
contract expiry dates; a mailing list 
filled with delinquent subscribers or 
those in receipt of complimentary 
copies. However, the Association paid 
the bills for the first two months of 
operation and the JOURNAL bank 
account was able to meet the costs of 
the third month. One month later 
there was enough to authorize the 
editor to withdraw a small amount 
toward her salary! 
The subscriber list stood at 1800. 
The answer to financial problems lay 
in increased advertising. The editor 
wistfully contemplated the effects that 
a doubled circulation could produce. 
She received various suggestions as to 
how the number of subscribers might 
be built up. One was to make the 
cost of subscription a part of every 
nurse's fee to her nursing organization. 
Miss Randa] carried on through eight 
years marked by paper shortages. 
rising production costs. and Joss of 
subscribers through military service. 
When she resigned in 1924 there were 
] 950 subscribers. 
In the meantime the CN.AT.N. 
had experienced certain changes. one 
being a change of name. It was now 
known as the Canadian Nurses' As- 
sociation and it was sufficiently active 
to require the services of a fun-time 
executive secretarv. The first person 
to hold this position was Miss Jean 
S. Wilson. Winnipeg. She agreed to 
take over editorial duties from Miss 
Randa] as well. CN.A headquarters 
moved to Montreal in 1932 and the 
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duties of editor and executive secretary 
were finally separated. In 1933 Miss 
Ethel Johns, a distinguished graduate 
of Winnipeg Genera] Hospital. became 
the first full-time editor and business 
manager. 
A guiding principle of financial poli- 
cy for the JOURNAL was that it should 
be entirely self-supporting. The reports 
prepared by Miss Johns for the bien- 
nial conventions of the CNA highlight 
the problems encountered and her 
eventual success in realizing this aim. 
It involved increasing the circulation 
and obtaining more advertising. In 
1936 the JOURNAL was finally able to 
pay its own way completely. although 
the bank balance reached a dangerous- 
ly low ebb. A loan of $210 from the 
CNA, which was eventually returned 
unused. offered the necessary protec- 
tion. As Miss Johns pointed out, how- 
ever. in her 1938 report. this financial 
achievement had been won only at 
the expense of very rigid economy and 
not as a result of increase in earnings. 
Something had to be done to stimulate 
more interest in THE CANADIAN NURSE. 
The editor had conducted a confiden- 
tial enquiry in an attempt to find out 
why nurses failed to renew their sub- 
scriptions. She presented her findings 
to the Association and was subse- 
quently authorized to make changes in 
fonnat at her own discretion. She was 
also. incidentally. granted permission 
to have clerical assistance and suitable 
office accommodation. Changes in for- 
mat were apparently responsible for 
the increasing rate of circulation and 
improvements in advertising contracts 
that she was able to report in 1940. 
Provincial Canadian Nurse Commit- 
tees proved very helpful to the editor 
at this time since they undertook to 
campaign for subscriptions. act as ]iai- 
son between the various provinces and 
the JOURNAL office. carry out publicity 
programs. and obtain editorial mate- 
rial. The 1940 biennia] meeting was 
special for another reason as well. The 
JOURNAL was not only "out of the 
red" but had an emergency reserve 
fund of over $3.000! The editor's chief 
concern was how this happy state of 
affairs was to be maintained. 
When Miss Johns retired in 1944, 
the mailing list stood at 5,000 and she 
had brought the JOURNAL triumphant- 
ly through one of the worst oeriods of 
economic depression experienced by 
this country. One big problem remain- 
ed to be solved - how to awaken 
Canadian nurses to a sense of respOn- 
sibi]ity towards their JOURNAL Miss 
Wilson had voiced her COil cern in 
1932 as she DreDared to hand over 
her editorial duties to Miss Johns: 
The non-support revealed in subscriptions 
has been the frequent cause of serious 


que!'.tioning by the y,riter. It is understood 
that our nurses are unanimous in wishing 
to have a national nursing journal owned 
and published by the C.madian Nurses' 
Association. Then, surely, each one should 
be able to afford a bit Jess than four cents 
a week toward an annual subscription. 
It fell to Miss Johns' successor, 
Miss Margaret E. Kerr. to find a solu- 
tion. 
A graduate of Vancouver General 
Hospital. University of British Colum- 
bia. and Columbia University, the new 
editor left a teaching position with 
U.B.C to accept responsibilities that 
were to become increasingly arduous 
and more demanding as the JOURNAL 
entered a phase of marked expansion. 
Her first editorial established a view- 
point that was to influence JOURNAL 
policy perhaps mOre than any other 
factor throughout the ensuing 21 years 
of her administration: 
Since the Canadian Nurses' Association 
owns and pubJishes the JOURNAL, each 
individual member of that Association has 
a certain degree of responsibility. 
The Editorial Board of the JOURNAL 
agreed with her. It was to culminate 
in one of the most rigorous and suc- 
cessfu] "selling" programs that the 
JOURNAL is ever likely to experience. 
The early years of the new editor's 
tenure were occupied with the ever- 
present problems of increasing sub- 
scriptions and building up advertising. 
As early as December 1944, she dis- 
cussed the idea of subscription through 
fees with the Board. It was considered 
favorably but the decision was against 
any action at that time. In the mean- 
time. as funds permitted. a financial 
backlog was slowly built up. Legal 
advice concerning the advisability of 
incorporating the JOURNAL resulted in 
some study being given to the matter 
by the Canadian Nurses' Association. 
on the understanding that the JOUR- 
NAL would pay any expenses involved. 
The final decision was against incor- 
poration however. since this would in- 
volve corporation taxes. a financial 
burden which the JOURNAL was not 
prepared to assume. The backlog of 
funds was to constitute protection for 
the editorial and business board and. 
possib]v the CNA. since it was felt 
that liability would faU here in the 
event of financial failure. 
By 1949 the idea of subscription- 
through-fees was receiving even more 
favorable consideration by the Board 
and the editor was empowered to put 
the campaign into effect. It was a per- 
sona] "mission" carried out by some- 
one who had absolute faith in the 
value of the JOl'RN \L to each nurse. 
Here. in her own words. is a sum- 
marv of the "why" and the "how" 
of the venture. 
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You have asked me why and how the 
pattern of subscriptions-through-fees was 
developed. "Why" is easy to answer. It 
had been demonstrated by almost every 
other profession in Canada that the best 
way to ensure that all of their members 
were aware of developments within their 
organization wa's to include the price of a 
subscription in the fees paid. It was a 
relatively painless method for them. Why 
not try it in nursing? 
Every aspect of the proposal was discus- 
sed with first the Journal Board, then with 
the CNA Executive Committee. Some 
wondered how such a program could even 
be started. let alone continued until all ten 
provincial nurses' associations were parti- 
cipating. I felt that it was essentj,al to make 
haste slowly - spread the program over 
a number of years. We did just that, be- 
ginning wi,th New Brunswick, one of the 
smaller associations in 1950 and culminat- 
ing in the pledge to the nurses of Quebec 
that we would produce an "essentially 
identical" French edition. That promise be- 
came a reality in June 1959 when the first 
issue of L'INFIRMIÈRE CANADIENNE was 
published. 
While many individuals in each province 
gave wonderful help. basically I believed 
it was my job to go to the provinces, to 
speak to as many groups of nurses as I 
could reach, and literally sell the idea to 
the individual nurses wherever I could 
meet with them. A oardinal principle of 
salesmanship, I was told, is that you truly 
believe in the value of the produot or idea 
you are selling. I was not selling subscrip- 
tions - I wanted to develop a feeling of 
professional responsibility for their own 
nursing journal in as many nurses as po6- 
sible. The overwhelming majorities in favor 
of the plan in every province indicated 
that nurses in general concurred in my 
belief, my faith in the value of their journal. 
How far did I travel? How many 
speeches did I make? How many nurses 
did I reach? J haven't the remotest idea 
of any counts. I do know that in addition 
to the talks with graduate groups, I visited 
and talked to students and staff members 
in every English language school of nursing 
across Canada. SUZJanne Giroux gave noble 
assistance in similar interpretations with 
the French language schools. 
I still beli>eve very sincerely in the 
whole program of subscriptions-through- 
fees. Since every member of every provin- 
cial nU'rses' associartion can read her own 
copy of the JOURNAL in the language of 
her choice, I believe an awareness, an 
understanding of the rapid developments 
has been stimulated that augurs well for 
the future of our profession in Canada. 
A similar pattern of procedure was 
followed throughout. First, the per- 
sonal contact with nurses, the explana- 
tion of the role of the JOURNAL and 
how the plan of subscription-through- 
fees could be put into effect. Then the 
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proposal became a matter for decision 
by the provincial association. It was 
usually brought to a vote at a general 
meeting and, if approved, the plan 
went into operation. The fact that a 
provincial association did not neces- 
sarily accept the plan on its first in- 
troduotion was demonstrative of its 
inherent right to detennine its own 
course. There was no pressure on it to 
accept. Prince Edward Island, for 
example, voted the issue down the first 
time it was introduced, then accepted 
it unanimously one year later. 
The ultimate success of the entire 
campaign with the entry of the last 
association to accept the plan in 1959 
must surely be looked upon as a 
personal success for the editor. It had 
called for thousands of miles of travel 
requiring considerable physical endur- 
ance, and countless "talks" and more 
fonnat addresses. When it was an over, 
the subscriber list stood at: English 
48,797, French 7,958 in June, 1959. 
The JOURNAL could be a much 
more effective professional tool than 
it had ever been previously. 
The acceptance of the plan by the 
Quebec nurses had been contingent 
upon the development of an edition 
in the French language, even though 
at least one article and releases from 
National Office had appeared in 
French in every issue of THE CANADIAN 
NURSE beginning in April, 1946. A 
separate magazine was the next big 
milestone in the JOURNAL'S history. It 
was an exciting, frequently frustrating, 
but always stimulating experience for 
those most closely associated with its 
production. It involved new staff, new 
printing schedules, location of French- 
speaking authors, translation problems. 
an ever-increasing work load in all 
departments, new friends, new ideas: 
The six years that have elapsed since 
its first appearance has seen L'INFIR- 
MIÈRE CANADIENNE solidly established. 
Its readers are indicating their support 
and aonreciation through their grow- 
ing willingness to contribute in various 
ways. 
A longer subscriber list showed its 
effect in other ways than a simple in- 
crease in figures and income. Larger 
quarters became one necessity, more 
staff of all kinds, another. The Can- 
adian Nurses' Association decided to 
move its headquarters to Ottawa in 
1954. The original plan called for 
the Association to acquire a house, 
after which the JOURNAL offices would 
also move and become tenants of the 
Association. When this failed to mate- 
rialize immediately, inquiries were 
made concerning other accommoda- 
tion but Ottawa rents proved too costly 
for JOURNAL finances - with the re- 
sult that it remained in Montreal, but 


in larger quarters. A CNA grant in 
1952, had made possible the appoint- 
ment of a field representative and 
assistant editor for a 14-month period. 
The first full-time assistant editor was 
appointed in 1955 and, at the same 
time, provision was made for the ap- 
pointment of a much-needed circula- 
tion manager. From that point on, 
staff numbers increased steadily both 
on the professional and clerical levels 
to cope with the increasing workload. 
Naturally, the much enlarged circula- 
tion lists caught the eye of commer- 
cial advertisers while professional 
agencies used the JOURNAL pages with 
increasing frequency in their some- 
times desperate hunt for staff. The 
necessity of appointing an advertising 
manager attested to the growing im- 
portance of this aspect of JOURNAL 
business. The editor's title was fonnal- 
Iy changed to that of executive director 
and editor in 1958 in recognition of 
the administrative demands being 
made upon her by JOURNAL business. 
In 1958 an amendment to the CNA 
bylaw under which the JOURNAL op- 
erates provided for the appointment 
of a group of nurses known as edit- 
orial advisers. The earlier provincial 
Canadian Nurse Committees had serv- 
ed a useful purpose but they had been 
dissolved some years previously as 
their efforts became less effective. 
Now, a new pattern of liaison between 
the JOURNAL and i,ts subscribers was 
adopted. Each provincial association, 
with the -exception of Quebec which 
had two representatives, appointed a 
member responsible to it but recog- 
nized as the official spokesman for 
the JOURNAL in her area. It was her 
duty to keep the magazine informed 
of nursing developments in her prov- 
ince; to assist in securing authors and 
articles; to interpret the policies of 
the publication as necessary. This has 
proven to be a most successful ven- 
ture. The advisers have made the task 
of securing editorial material immeas- 
urably easier; they have been most 
helpful in providing explanation of 
JOURNAL activities and objectives; they 
are invaluable as interpreters of the 
wi<;hes of subscribers regarding edit- 
orial content. This latter function is 
all-important in helping to ensure that 
THE CANADIAN NURSE meets the needs 
of its readers. 
From its earliest inception, the for- 
tunes of the JOURNAL were entrusted 
to an editorial board composed entire- 
ly of nurses. This group appears to 
have exercised strong control over 
JOURNAL activity in the early years, 
and understandably so, since the edit- 
orial staff was made uo of busy people 
working on a part-time basis. The 
separation of the duties of executive 
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secretary and editor paved the way for 
the appointment of a full-time editor 
and eventual change in the role of the 
Board. Reorganization in 1944 result- 
ed in the Board assuming major res- 
ponsibi]ity for financial aspects of 
JOURNAL administration. po]icy-mak- 
ing. and staffing, to a degree. The 
editor was granted the traditional free- 
dom to make final decisions in respect 
to editorial material. Suggestions by 
the Board concerning editorial content 
were respected. but the wishes of sub- 
scribers had to be considered as well. 
Subsequent decisions related to Board 
membership resulted in the selection of 
the majority of members within a 
geographic area in close proximity to 
the JOURNAL headquarters. This meant 
that the editor could contact the chair- 
man and a majority of the members 
very quickly in event of an emergency. 
A decision taken in 1956 further 
strengthened the work of the Board. It 
was "recommended to CNA that the 
Board be considered a permanent body 
with replacement of members as they 
resign being the policy." The Board 
has been a continuing source of sup- 
port and encouragement to the editor. 
particularly so during these latter years 
of rapid expansion. Policy decisions 
of particular interest included the fo]- 
lowing: 
I. Publication of articles of a religious 
nature: Nothing that savors of sectarianism 
should be included; material dealing with 
religion in the life of a nurse. couched in 
general tellTls. may be included. 
2. On the advice of the lawyer. no action 
regarding copyrighting of articles appearing 
in the JOURNAL is to be taken. 
3. That tobacco products be taken off 
the list of products that may not be ac- 
cepted for advertising purposes; that the 
restriction be continued for contraceptive 
devices and alcoholic beverages. 
4. The Journal should build up a back- 
log of bonds equivalent in amount to the 
IOtal amount of subscriptions owed at the 
end of each fiscal year. 
S. A statement should be published on 
the title page of each issue of the JOURNAL 
to the effect that the ideas expressed in 
Ihe various articles do not necessarily re- 
present the policy or views of THE CANA- 
DIAN NURSF or of Ihe Canadian Nurses' 
Association. 
In 1960. the stated purposes of the 
JOURNAL were reviewed and revised 
to accord with its expanded role: 
I. To be the channel through which Ca- 
nadian nurses. and others. are infollTled 
about the policies and objectives of the 
Canadian Nurses' Association and pertinent 
activities of the profession. with emphasis 
on nati011al aspects. 
2. To keep nurses infollTled on issues 
facing the profession and on the steps 
heing taken to meet them. 
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3. To record developments in nursing 
s
rvice and nursing education. with descrip- 
tions of studies and research projects. 
4. To provìde up-to-date. scientific. ac- 
curate infollTlation relating to health and 
illness. 
5. To provide information regarding in- 
ternational nursing affairs and serve as a 
m::dium for the promotion of understanding 
between the nurses of Canada and those 
of oth
r countries. 
As the years have come and gone, 
the executive editor and her staff have 
shared the pleasure of the JOURNAL'S 
growing popularity abroad as well as 
at home. A Board decision at an ear- 
lier date had resulted in complimentary 
copies reaching the headquarters of- 
fice of every nation a] association ho]d- 
ing membership in the ICN. These 
form only a small proportion of the 
present total of foreign subscribers. At 
latest count the JOURNAL is reaching 
113 countries outside Canada. The 
respect for it as a professional pub- 
lication has been manifested in other 
ways. With increasing frequency, staff 
members find reprints of JOURNAL 
articles appearing in other nursing 
magazines originating in foreign coun- 
tries. Occasionally. the usual editorial 
courtesy of acknowledging the source 
of the reprint is overlooked or forgot- 
ten but this causes little concern to the 
staff. The decision to forego the pro- 
tection of copyright and allow nurses 
in other lands access to helpful in- 
formation at will appears more than 
justified. It seems infinitely more im- 
portant and more in keeping with 
nursing philosophy and ethics to share 
our knowledge as widely as possible. 
As she has traveled abroad to parti- 
cipate in international meetings. the 
executive director has had the heart- 
warming experience of personal tri- 
butes to the JOURNAL from nurses in 
many lands who are struggling to es- 
tablish similar publications and who 
have sough her advice. her encourage- 
ment, and her comfort in meeting their 
problems. 
The acceptance of the plan of sub- 
scription-through-fees by an provinces 
did not by any means spell the end 
to any significant growth in circula- 
tion. Each year brings its flock of 
new graduates; its quota of married 
women returning to active duty; its 
inactive nurses who seek to keep a 
tie with their profession through its 
official publication. At the time of 
writing the JOURNAL goes on its way 
each month to a total of 59.985 Eng- 
lish-speaking and 14,196 French- 
speaking subscribers. Still virtually 
untapped is the very large body of 
student nurses who should. surely. be 
introduced in some depth to the JOUR- 
NAL, the National Association and the 


work of both during their formative 
years. Some advances have been 
made in this direction. Much remains 
to be done. 
1965! and the 60th anniversary 
year! It is being marked by many 
changes for the JOURNAL, some with 
overtones of sadness. The very definite 
change in format is, of course, one of 
the major innovations. The finalization 
of plans to place the JOURNAL offices 
and those of the Association under 
one roof is another. This will be ac- 
complished in the very near future. 
The retirement of Miss Kerr from her 
post as executive director has brought 
associated revisions in the administra- 
tive organization of the JOURNAL and 
in its pattern of staffing. One thing 
remains unchanged. The CANADIAN 
NURSE is still a professional journal 
for Canadian nurses directed by pro- 
fessional staff. This is as it should be, 
as it must be. if it is to continue to 
serve you - the members of the As- 
sociation and the owners of the JOUR- 
NAL. There have been. and there will 
continue to be. changes as the JOUR- 
NAL adjusts to new demands, new de- 
velopments in communication. This is 
where those skilled in the technical 
aspects of production and manage- 
ment may be helpful. However. in 
relation to editorial content, it is in- 
teresting to note the views expressed 
in an article on professional journal- 
ism by our friends in the medical field: 
The wise editor fights down any temp- 
tation to dabble in policy-making in the 
Slame spirit as he ejects anyone who. how- 
ever well intentioned. attempts to climb 
into the editorial chair.. The journal is 
not a weapon which a faction may capture 
and use to impose its view of policy on 
others. To everyone's credit, attempts to 
use it as such are rare; however. it is of 
the utmost importance that all concerned 
realize that the journal will have failed in 
its high,.r purposes if it allows itself to 
become anyone's âme damnée.. 
This is your JOUR"JAL. Its future is 
in your hands. As it passes another 
important milestone. those whose pro- 
fessional energies are spent in serving 
you through its pages. look with assur- 
ance for your continued support and 
guidance. 
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The huge Festival Hall in Frankfurt, 
Germany, draped with the flags of the 
member associations, was the setting 
for the 13th quadrennial Congress of 
the International Council of Nurses. In 
dignified procession, the presidents of 
the national associations took their 
places on the stage, each one conscious 
of her role as an ambassador of her 
country in the sessions to come. Except 
for a few latecomers, participants had 
filled the hall by 9:45 A.M. on that 
opening day. Mingled with the modern 
dress of many delegates were a wide 
variety of uniforms and picturesque 
national costumes. 
A guard of honor made up of stu- 
dent nurses, looking smart and fresh in 
their pretty blue and white uniforms, 
formed an escort for the official guests. 
Leading the procession was Dr. Eliza- 
beth Schwarzhaupt, Federal Minister 
of Health, followed by the honorary 
members of the ICN, Dr. Heinrich 
Lübke, President of the Federal Re- 
public of Germany and his wife, as 
well as sevecal other dignitaries. As 
they took their places, the orchestra 
played the German national anthem 
and th
 "Egmont Overture." 
Addresses of Welcome 
Miss Alice Clamageran, President 
of the ICN, welcomed the 5,500 dele- 
gates from 58 national nursing associa- 
tions who had gathered for the occa- 
sion. She expressed the wish that the 
spirit of universality inherent in ICN 
might lead to lasting friendships among 
the delegates themselves and with the 
public. She praised the wonderful ef- 
forts of the working party of the Ger- 
man Nurses' Federation and the in- 
valuable assistance of German civil 
authorities, all of whom had striven to 
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make this Congress an unparalleled 
success. Miss Ruth Elster, President 
of the German Nurses' Federation, 
thanked the President of the German 
Republic for the honor accorded dele- 
gates through his presence in Frank- 
furt on this special occasion, since Dr. 
Lübke had interrupted a busy schedule 
to be there. 
In his address, the President com- 
mented that it was the third time that 
his country had had the honor and 
pleasure of greating ICN delegates and 
he welcomed them most warmly. He 
also remarked that the strained rela- 
tionships existing between nations of 
the East and of the West would be 
very obvious to the visitors and no- 
where more conspicuous than in Ger- 
many itself as a result of the division 
of Berlin. On behalf of the German 
people, he asked for sympathetic un- 
derstanding. 
Mr. Heinrich Hemsath, Minister of 
Work, Social Welfare and Health, State 
of Hessen, thanked the ICN for having 
granted its patronage to the city of 
Frankfurt. He expressed the wish that 
forthcoming deliberations would help 
solve the various problems facing the 
profession. In his address of welcome 
and good wishes, the Lord Mayor of 
Frankfurt, Professor Brundert, stress- 
ed the importance of the international 
and political aspects of the Congress. 
He voiced the hope that it would 
bring a deeper knowledge of a profes- 
sion that already commands the re- 
spect and admiration of the public 
which it serves. 
Miss Helen Nussbaum, ICN General 
Secretary, took the roll call of mem- 
ber countries represented at the Con- 
gress. A total of 58 members and nine 
associate members responded. 


The President's Report 
In presenting her report, Miss Cla- 
mageran listed the main items to be 
discussed by the Grand Council: 
I. Acceptance of the definitions of 
"the nurse" and "basic nursing educa- 
tion. " 
2. Acceptance of revisions in the 
constitution and by-laws. 
3. Recommended transfer of the gen- 
eral headquarters of ICN to Geneva. 
Reviewing the achievements of the 
various committees, the president em- 
phasized the value of the field work 
accomplished on each continent: the 
sharing of new ideas; the projects car- 
ried out; the reports prepared; special 
progress in the area of translation and 
hence, in improved communication. 
She reminded her listeners of the se- 
riousness of the decisions that they 
must make and of the importance of 
doing so in full cognizance of rapid 
social change. Miss Clamageran re- 
ferred to the theme of the Congress 
and expressed the hope that commu- 
nications established during the ses- 
sions would extend to all participants. 
She thanked the invited guests and all 
who, in one way or another, had con- 
tributed to the making of a successful 
meeting. Opening ceremonies conclud- 
ed with the orchestra playing Grieg's 
Huldigungsmarch. 
Grand Council Sessions 
Prior to the formal start of these 
sessions, messages of welcome were 
read. A minute of silence was observ- 
ed in memory of deceased members. 
Miss Lyle Creelman, representing the 
World Health Organization, brought 
greetings from the director general and 
reviewed the work of this agency. Miss 
Yvonne Hentsch, League of Red Cross 
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Societies, as well as other representa- 
tives of international bodies added 
their greetings and good wishes. Miss 
Clamageran thanked each one on 
behalf of the delegates. 
A Resolutions Committee was ap- 
pointed and the agenda received form- 
al appro\ al. The minutes of the last 
Congress, held in Melbourne, Austra- 
lia, were read and business arising 
from them disposed of. Miss Nuss- 
baum, ICN General Secretary, pre- 
sented her report and emphasized the 
achievements of headquarters person- 
nel both at home and abroad. Miss 
Marjorie Marriott, Honorary Treasur- 
er, noted that Congress expenses had 
exceeded the amount budgetted due to 
the provision of simultaneous transla- 
tion in four languages, and that re- 
gistration fees would not cover the 
deficit. She had special words of praise 
for the German Nurses' Federation for 
its success in obtaining financial back- 
ing from several official national agen- 
cies. It was proof of the high regard 
in which the Federation is held. 


Reports 
The morning session of Thursday, 
June 17, was set aside for the presen- 
tation of committee reports and their 
approval by the Grand Council. The 
definition of "the nurse," which form- 
ed part of the Enquiry into Basic 
Nursing Education, was the subject of 
much discussion. The definition as 
stated in the report of the Education 
Committee was finally accepted: 
The nurse is a person who has com- 
pleted a program of basic nursing education 
and is qualified. and authorized in her 
country to supply the most responsible serv- 
ice of a nursing nature for the promotion 
of health, the prevention of i1Iness and the 
care of the sick. (Quoted from Committee 
and Special Reports 1965, ICN.) 
The United Kingdom objected on 
the grounds that this definition exclud- 
ed certain persons who are recognized 
legally as qualified to practise in their 
own countries where the national as- 
sociations are accustomed to grouping 
them as part of the professional team. 
Miss Ingrid Hamelin, Director of the 
Florence Nightingale Education Divi- 
sion, commented on the problems 
arising from the use of the adjective 
"professional" as related to translation 
and interpretation. It was for this rea- 
son that the word was avoided in for- 
mulating the definition of "the nurse." 
Miss Jane Martin, speaking for the 
nurses of France, declared that the 
determination of "who is a nurse" was 
a very important issue which must be 
dealt with individually by each coun- 
try. She also noted the common desire 
of each country to ensure close rela- 
tionships among the members of the 
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helping professions and the need for 
research to ascertain exactly who is 
prepared to help and who should be 
responsible for overall direction. Con- 
cerning the word "professional," she 
pointed out that the medical profession 
does not have different categories with- 
in its ranks. We do not speak of "pro- 
fessional doctors"; the same situation 
should apply to nurses. 
The definition for "basic nursing 
education" was accepted without dis- 
cussion: 
The basic curriculum should provide a 
broad and sound foundation for the effect- 
ive practice of nursing and a basis for 
advanced nursing education. (Quoted from 
Committee and Special Reports 1965, p. 16.) 
The proposed removal of ICN head- 
quarters was next on the agenda. An 
anticipated reduction in administrative 
costs and the possible benefits to be 
derived through contacts with other 
international organizations were the 
main reasons underlying this recom- 
mendation. The United Kingdom, long- 
time centre for ICN activities, support- 
ed the proposal, although regretting its 
necessity. Other delegates expressed 
some anxiety over this change in loca- 
tion. Nigeria was fearful that such 
close contact with other international 
bodies might eventually threaten ICN 
independence. The Barbados was con- 
cerned with the possible reduction in 
opportunities for post-basic education. 
Miss Nicole Exchaquet (Switzerland) 
welcomed the organization to her 
country and promised the full coopera- 
tion of the Association des infirmières 
suisses. Miss Martin (France), in warm 
support of her Swiss colleague, hasten- 
ed to point out that "Geneva is in 
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Europe," and that modcrn methods of 
travel ensure ready access to other peo- 
ple and institutions. As a result there 
need be no worry about educational 
facilities. The transfer of headquarters 
was unanimously approved after a 
warm vote of thanks to the Royal Col- 
lege of Nursing and the National 
Council of Nurses of the u.K. Miss 
Creelman, on behalf of WHO and 
other international agencies situated 
in Geneva, extended a welcome and 
offered the cooperation of all those 
whom she represented. 
Miss Alice Girard, chainnan, pre- 
sented the joint report of the Nursing 
Service Committee and Division. Some 
discussion arose over the respective 
functions of nurses and auxiliary nurs- 
ing personnel. Italy suggested that the 
incoming Board of Directors should 
consider a study of the latter group as 
part of the program for the next quad- 
rennium. 
The joint report of the Social and 
Economic Welfare Committee and Di- 
vision noted the visits made to 21 
national associations during the past 
four years and the regional study of 
conditions of work and employment 
of nurses carried out in selected Euro- 
pean countries. The recommendation 
of greatest interest, however, concern- 
ed a suggested request to the Interna- 
tional Labour Organization. It was 
proposed that ILO should be asked to 
call a tripartite meeting on "Employ- 
ment and Conditions of Work of 
Nurses" with the results of the ICN 
study being used to support the re- 
quest. The tripartite form of confer- 
ence would be in accordance with ILO 
practice. It allows for participation by 
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Nigerian delegates sending telegrams Irom the 
Convention Hall 


German Federal Republic President, Dr. Heinrich Lüblce, Mile Alice 
Clamageran, immediate Past-president ICN, and Miss Ruth Elster, President 
01 German Nurses' Federation, entering Convention Hall to open General 
Assembly. 


714 


. 



 


. , . 
.. '. 
..: 
" :,'_\ 
.. 


. 
, 


r 
"tt 
j
 
,J 


--:1 


" 
. 
t;"'
i': 
( , '. . 
-å"'t- f . """"'.., 
':'lf
" 
.' * '-

 
(. -
 
 
 

I <<. \ .. ) 
l.... 
 "'" \ 
'n 


. 
I. 
.. 


.. 
.
 
 

 


Platlorm procession lollowing the opening 01 
the General Assembly 


.. . J, 


'
'''''4 
!-';"'t" 
;.... 



i 



 


Phillipine delegation. 


SEPTEMBER 1965 


- 
.. 


I- 
-'7''4: -"-. .it 

,,-" ,,"\ 


... 



.. 


. . 


.-. "' 


..,. 


.... 


< 
'\ . 


, . 



 ......... 
fÐ,
...,.
 


Conada's Miss Alice Girard - New ICN president. 
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representatives of management, em- 
ployees and government. Some mem- 
bers feared that nursing associations 
might find themselves represented by 
labor unions rather than their own 
members. Miss Margrethe Kruse (Den- 
mark) attempted to explain that ILO 
could very well invite the professional 
associations to represent their own 
members but majority opinion sup- 
ported a United Kingdom motion that 
the recommendation should be sub- 
mitted to a committee for more detail- 
ed study to ensure appropriate repre- 
sentation for nurses. A further recom- 
mendation by the Canadian delegation 
that the new Board of Directors should 
grant priority to a careful study of the 
conditions of employment and work 
for nurses was seconded by Malaysia 
and adopted unanimously. 


New ICN Members 
The highlight of this day's events 
was, beyond a doubt, the admission of 
five new members associations on the 
recommendation of the Membership 
Committee. The delegates of each of 
these national bodies rose, in turn. to 
permit identification and receive the 
applause of the other members. At the 
close of this session. Miss Elster (Ger- 
many) presented a bouquet to a mem- 
ber of the delegates from each of the 
honored countries. Peru, with a total 
of 172 delegates, led the way and was 
followed by Spain with 50 delegates. 
Hong Kong with 13, and Sierre Leone 
with its 8 delegates proudly wearing 
their colorful and graceful national 
costume. Gambia. the fifth of the as- 
sociations to achieve membership. was 
unable to have a delegate present. 
Other Reports 
The Revision of Constitution and 
By-Laws Committee. under the chair- 
manship of Miss Lillian Pettigrew 
(Canada) recommended that "consi- 
deration be given to the problem rela- 
tive to membership with ICN which 
exists for nurses in countries where 
governmental regulations do not per- 
mit a national association in which the 
voting membership is composed ex- 
clusively of nurses." (Quoted from 
Committee and Special Reports 1965, 
p. 68.) After discussion. it was agreed 
to submit this recommendation to the 
incoming Board of Directors for more 
intensive study. 
A second recommendation from this 
committee dealt with a complete revi- 
sion of the constitution and by-laws of 
ICN. The following changes included: 
Eleven elected members and four hon- 
orary members to constitute the Board of 
Directors and assume administrative duties 
for a four-year period. The executive group 
to be known as the Council of National 
VOLUME 61, NUMBER 9 


Representatives and to be made up of the 
presidents of national associations. 
The new set of regulations were de- 
signed to permit flexibility and to en- 
sure equality of representation. Voting 
procedure has been simplified and as 
a result of a reduction of the length 
of time in office, administrative respon- 
sibility has been shared more justly. 
The chairman of the Ethics of Nurs- 
ing Committee. Miss Marjorie Craven. 
deplored the fact that no author has, 
as yet, been discovered for a booklet 
on nursing ethics. However. she re- 
ported that a complete revision of the 
bibliography on nursing ethics had 
been accomplished, with a total of 300 
items in seven sections. She mentioned 
the invaluable assistance given by the 
American Nurses' Association which 
had made this achievement possible. 
Since ethics is a general principle with 
wide application, the United Kingdom 
suggested that the brochure should be 
entitled Ethics as Related to Nursing. 
This recommendation was adopted. 
The revised version of the International 
Pledge was also approved. However. 
schools of nursing were given complete 
freedom to continue the use of the 
Florence Nightingale Pledge if they 
wished. It was announced that the ad- 
jective "professional" would be delect- 
ed from the preamble to the Interna- 
tional Code of Ethics. This accorded 
with the definition of "the nurse" ac- 
cepted earlier. A slight change in the 
wording of the Code was agreed upon. 
with the removal of the phrase "in 
private life" from the following state- 
ment: "The nurse adheres to standards 
of personal ethics which reflect credit 
upon the profession." The deleted 
words had formerly appeared before 
"adheres." 
Miss Frances Rowe, chairman. Ex- 
change of Privileges for Nurses Com- 
mittee. recommended that the program 
of this Committee should be reviewed 
for possible amendments and altera- 
tions. This was accepted. 
In her report from the Public Rela- 
tions Committee, Miss Lucy Germain 
(U.S.). chairman. stressed the need to 
establish public relations programs. 
The National Nurses' Association of 
the Netherlands announced that nego- 
tiations to unite the two nursing asso- 
ciations of that country had .been suc- 
cessful and the constitution of the new 
body had received Royal assent. This 
organization was admitted to member- 
ship in the ICN. 


A Moment of Honor 
The Saturday morning session. June 
19. was devoted to the election of the 
President and the vice presidents in 
accordance with the rules of the new 
constitution. Miss Clamageran an- 


nounced the unanimous election of 
Miss Alice Girard as the new Presi- 
dent. Miss Girard came to the podium 
as the audience rose in a standing 
ovation. She was presented with a 
huge bouquet of roses and asked to 
say a few words. In reply she told the 
following anecdote: "When I became 
the director of the School of Public 
Health, Montreal, a young abbé said 
to me: 'Always remember that incense 
tarnishes the idol at the feet of which 
it burns.' When the abbé became a 
bishop. I reminded him of the saying 
again. I promise to remember it my- 
self. " 


Results of Voting 
First Vice-President: Miss Alice Clama- 
geran, France 
Second Vice-President: Miss Ruth Elster. 
Germany 
Third Vice-President: Mrs. K. A. Pratt, 
Nigeria 
Board of Directors: 
Miss Muriel B. Powell, United Kingdom 
Miss J. Eleanor Elliott. United States 
Mrs. Gerd Zetterstrom-Lagervall, Sweden 
Miss Nicole Exchaquet. Switzerland 
Miss Jane Martin, France 
Miss Flora J. Cameron, New Zealand 
Miss Nelly Goffard, Belgium 
Miss Shio Hayashi, Japan 
Miss Anna Jacob, India 
Miss Hasia Gur-Arieh, Israel 
Miss E. A. Electa MacLennan. Canada 
Membership Committee: 
Miss Virginia Arnold, United States 
Miss Barbara Fawkes, United Kingdom 
Miss Florence Udell, United Kingdom 
Miss Edith Paull, India 
Miss Marina Caruana. Italy 
Miss Rachela Hutner. Poland 
Miss Talieh Agah, Iran 
Professional Sen'ices Committee: 
Miss Margrethe Kruse. Denmark 
Miss G. M. Westbrook, United Kingdom 
Mis
 Catherine A. M. Verbeek, Holland 
Miss Renée de Roulet, Switzerland 
Miss Laura W. Barr. Canada 
Miss Elizabeth Orbell, New Zealand 
Miss Adele Herwitz, United States 
Mrs. Isobel MacLeod. President. 
CNA. invited the Council of National 
Representatives to hold the 1969 Con- 
gress in Montreal. A letter from the 
Prime Minister of Canada. Mr. Lester 
B. Pearson. supporting this invitation. 
was also read as well as official invi- 
tations from the Premier of Quebec 
and the Mayor of Montreal. Mexico, 
too, had offered its hospitality as the 
site of the next Congress but the Cana- 
dian offer had preceded. Miss Cla- 
mageran suggested that Mexico's in- 
vitation might be renewed for a later 
Congress. The 1965 session of the 
Council of National Representatives 
was declared closed following the 
voting for the committee members. 
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In the evening of this memorable 
day, religious services were held in 
various Frankfurt churches in the four 
languages of the Congress. 
Happy who, like Ulysses... 
Sunday, June 20, had been planned 
as a day of relaxation before resump- 
tion of sessions. Thus, on a bright, 
sunny morning, nearly 6,000 delegates 
boarded the trains which were to take 
them to Bingen, the point of departure 
for a promised time of enchantment, 
a cruise on the Rhine. Lorelei, the 
charming mermaid of the Rhine, seem- 
ed to play the role of fairy godmother 
to the laughing, singing, chattering 
travelers. Luncheon, featuring the fam- 
ous Rhine wine, was served, as well 
as tea in the afternoon. The orchestra 
gave both the young and not so young 
a chance to enjoy folk or modern 
music to their heart's content. It was 
an unforgettable day. We wish to take 
the opportunity to express a warm 
thank you to our colleagues of the 
German Nurses' Federation for this 
enchanting glimpse of their country. 


Keynote Sessions 
The largest crowd since the opening 
ceremonies gathered in Festival Hall 
on Monday, June 21, at 10:00 A.M. 
to hear the keynote addresses by Dr. 
Magda Kelber and Miss Jane Muntz. 
In her introductory remarks, Dr. 
Kelber commented that after the mag- 
nificent day on the Rhine, everyone 
was in a position to testify to the 
enjoyment of communication as ex- 
pressed in singing, dancing or words. 
Nevertheless, she continued, we are 
conscious of the difficulties involved in 
understanding and in being understood 
- in other words, the problems of 
communication. Communication does 
not automatically eliminate conflict 
and conflict should not be considered 
a purely negative force. Good com- 
munication can transform destructive 
strife into constructive controversy 
with creative aims. 
Our modem age has made communica- 
tion difficult. Many more people need to 
communicate many more topics of immen- 
sely greater variety and complexity to a 
multitude of recipients. We have less and 
less time to be attentive to this constant 
stream assailing us. 
In addition, there are snags inherent in 
the communication process itself. We may 
be unable to express ourselves intelligibly, 
we may have false images of our opposite 
number and therefore will not be able to 
reach him. The written word is easily mis- 
understood. Face-to-face talk, too, may lead 
to friction instead of understanding when 
underlying emotions belie the verbal mes- 
sage. Mediators such as interpreters, dis- 
cussion leaders, moderators, can facilitate 
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or hamper understanding. As recipienls, we 
can help or mar communications. We need 
to be ready and willing to listen and under- 
stand. Only our response completes the 
communication cycle. Such feedback is es- 
sential. Without it, communication ceases, 
there is no learning experience, there can 
be no certainty of real understanding, and 
there is no evaluation of achievement. 
In the nurse-patient relationship, com- 
munication is on a professional yet personal 
level. It rests on a helping relationship that 
must be transferable and terminable. In a 
professional organization, executive com- 
mittees are accountable to members from 
whom they derive authority and power. 
Education for communication must teach 
skills and help form adequate attitudes, so 
that conflict can be turned to constructive 
purposes. Basic to good communication 
with others is good communication within 
ourselves and with the sources of our being. 
This is the point at which communication 
becomes communion. "The end of words is 
to bring men to the knowledge of things 
beyond what words can attain." - Isaac 
Pennington. (Quoted from ICN Express, 
June 22 and from Committee and Special 
Reports, 1965.) 
In applying the theme "communi- 
cation or conflict" to the field of nurs- 
ing, Miss Muntz (Australia) empha- 
sized that the profession had a definite 
obligation to ensure that student and 
graduate nurses had time and oppor- 
tunity for initiation into the golden 
rules of communication. "For this to 
be achieved, there are two fundamen- 
tal requirements: first, adequate time 
for the nurse to acquire breadth and 
depth of knowledge in expertly select- 
ed aspects of the social and biologica1 
sciences and to develop the intellectual 
and interpersonal skills essential for 
effective communication; and, second- 
ly, that there are sufficient nurse- 
teachers in both the classroom and 
practice areas." (Quoted from lnter- 
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national Nursing Re
'iew, June 1965, 
p. 5 I.) Miss Muntz discussed the pro- 
cess of communication and the condi- 
tions necessary for it to be effective. 
Then. she reviewed some of the con- 
flicts that may arise when communi- 
cation is ineffective; some of the means 
of resolving conflict or using it in a 
constructive manner; finally, the only 
means possible to effective communi- 
cation and better understanding. She 
gave several examples of the types of 
role conflicts that may arise by draw- 
ing upon her experience of nursing 
education in her own country. In con- 
clusion, she posed a question for her 
audience: "Is it not the responsibility 
of professional organizations to strive 
continuously to promote the education 
of nurses at all levels. and in all areas 
of service, so that they will be able 
to communicate honestly and effective- 
ly, and so that they can face conflicts 
openly wherever and whenever they 
arise? Then, and only then, can they 
truly understand themselves, their pa- 
tients, their fellow-workers and all 
those whom they serve." 
That afternoon a fleet of 90 buses 
took delegates to various centres where 
ptofessional visits had been arranged. 
For each participant, it was a time of 
discovery and fruitful exchange of 
ideas. 


First Plenary Session 
Delegates formed into eight groups 
and then subdivided into smaller units 
to study a series of topics related to 
the Congress theme. The reports of 
these discussions were presented by 
committees at the subsequent plenary 
sessions. Problems in communication 
with the patient and his family and 
within the health team were examined. 
Miss Barbara Fawkes (U.K.) who 
presided on this occasion, reviewed the 
findings of the study groups, and then 
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threw the subject open for comments 
from the audience. Of chief interest 
were the allotment of nurses' time and 
priorities; the nurse's responsibility in 
telling a patient about his illness - 
where does it begin and end. The 
importance of treating the patient as 
a human being and not as a case was 
stressed. First impressions are decisive. 
Team members should be conscious 
of the effect of a word and a smile as 
they go about their duties. They sus- 
tain the confidence and understanding 
of the patient and ensure his coopera- 
tion. It was recommended that infor- 
mation about hospital rules and regu- 
lations, visiting hours, etc., should be 
given at the same time as details about 
admission procedure. 


Problems in communication in plan- 
ning the physical and human environ- 
ment in health service: The members 
of this study group put special stress 
on the need to have a competent nurse 
member on the hospital building com- 
mittee during the planning stage. Miss 
Anne White, the discussion leader, de- 
scribed the hospital as one of the most 
complex and costly aspects of com- 
munity life. 
A member of the audience suggest- 
ed that the architect should be invited 
to spend some time in the hospital 
before starting preparation of his plans, 
possibly as an assistant in nursing 
service. Concluding the discussion, the 
chairman recalled these words of Flo- 
rence Nightingale: "Bad sanitary, ar- 
chitectural and administrative arrange- 
ments often make it impossible to 
nurse. " 


Second Plenary Session 
Communication among and within 
nursing organizations: Miss Helen 
Mussallem chaired this discussion. Del- 
egates from Columbia, Mexico, Peru, 
and Panama presented a skit which 
effectively illustrated the difficulties ex- 
perienced by a national nursing asso- 
ciation in recruiting members. The 
vicious circle of too little money. ina- 
dequate communication, and hence too 
few interested nurses was vividly por- 
trayed. One student nurse comment- 
ed that national nursing associations 
should concern themselves more with 
student nurses. It is possible that this 
might be a partial answer to this par- 
ticular problem in communication, 
which appears to be universal. 


Communication between employer 
and employee: The panel studying this 
topic pointed out the need for nurses 
to act as a group in upholding their 
interests at all levels in order to insist 
upon their rights in the area of econo- 
mic security and all other aspects of 
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nursing service. The audience express- 
ed approval of the following points: 
the need for a strong nursing associa- 
tion capable of communication with 
employers on behalf of employees both 
at the local and national levels; the 
need to inform nurses and put them 
in a position to negotiate effectively; 
the need to understand that force of 
public opinion is a much more effect- 
ive weapon than strike action. 
Effective communication with or- 
ganized groups in society: Communi- 
cation of this type is essential if the 
profession hopes to attract new 
candidates and win moral and legal 
support for the aims of nurses. The 
nursing profession must communicate 
with other groups, keep them inform- 
ed, and not stand aloof. Some dele- 
gates urged the importance of the 
nurse's participation in political life. 
Communication with the local com- 
munity: It was noted that communi- 
cation must be based on understanding 
of the community in which it is taking 
place. Proof of this was supplied by 
nurses from India, Kenya, and Jamai- 
ca who described the process of com- 
munication in their countries. 
A summary of the group discussions 
indicated that the nurse had two roles 
to play in her community: health in- 
terpreter and responsible citizen. 


Third Plenary Session 
Education of nurses in problems of 
communication: The student's skills 
in communication can be established 
from her first arrival in the school of 
nursing. Some students may have a 
dread or fear of speaking in pu blic 
which indicates the need for practice 
in this area. Additional aspects are: 
advance preparation of a program; es- 
tablishing discipline; reading the news- 
papers and commenting on the news in 
general and not simply on matters of 
feminine interest; expressing opinions 
on events. 
One delegate felt that students as 
a whole communicate very well but 
that overly rigid forms of discipline 
imposed upon them often result in 
barriers. The attitude of some of those 
in authority also has a bearing. For 
example, the supervisor who says that 
she has not the time to stop and an- 
swer questions. Is she not simply evad- 
ing a task that she finds disagreeable? 
Sometimes, too, it is hard to admit 
that we do not know the answer to a 
query but this must be done in the in- 
terests of better teaching. A final re- 
commendation from this group was to 
the effect that the social sciences and 
even anthropology should find a larger 
place in the nursing curriculum. 


Dr. Kelber summarized the work of 
the plenary sessions and the study 
groups. Miss Clamageran spoke a few 
words of farewell and according to 
tradition gave the Watchword for the 
coming quadrennium: Tenacity. 
Tenacity at all levels, young stu- 
dents, new graduates and others . . . Be 
tenacious, accept defeat but never be 
discouraged. .. Let us unite our ef- 
forts in the service of humanity with 
tenacity. At the conclusion of her re- 
marks. the orchestra provided a dra- 
matic moment with the playing of the 
"Marseillaise. " 
The new president, Miss Girard, 
spoke briefly, concluding with a quo- 
tation from Socrates: "It is useless to 
set sail, even if the winds are favora- 
ble, if the destination is unknown." 
The playing of "0, Canada" followed. 
Representatives from the new mem- 
ber associations were invited to take 
their places on the platform. As the 
delegate from each group moved for- 
ward, she was accompanied by a 
sponsoring member from another na- 
tional association and preceded by a 
student nurse carrying the flag of her 
country. Immediately following this 
colorful ceremony. Miss Clamageran 
declared the 13th Congress at an end. 
C.B. 


ITEMS FROM THE ICN CONGRESS 
Overheard from an American lady: "The 
wonderful thing is, that when you speak, 
they understand you!"... 
A group of foreign nurses are standing 
at the station obviously waiting for the 
tram. A '21' comes along and the conductor 
appears out of the crowd, comes up to 
one of the foreign girls and, murmuring 
"Exhibition Site." bundles them all un- 
ceremoniously into the tram... 
The shop-girl in a Frankfurt grocer's is 
so busy looking at the customer's Congress 
badge that she makes a mistake in her 
arithmetic. She pauses to ask what the 
motto of the Congress is. When she is 
told that the theme is communication, she 
remarks that some polititians would do well 
to take an example from this... 
The trouble with those badges: "Excuse 
me, but you've still got the price tag on 
your jacket." . . . 
From a waiter on the 55 BOlin (the boat 
for the Rhine Trip): "Come along, now, 
finish up your wine. Things have got to be 
snappy here, just like at an operation."... 
Friendly invitation from the leader of one 
of the discussion groups: "Would anyone 
else like to come illto the microphone?" . . . 
Police to the Rescue! A forlorn group 
of nurses of various nationalities wait in 
vain for a taxi after the Opera. A police- 
van draws up and asks what the trouble is, 
listens to their tale of woe and ends up 
running them all home to their hotels. 
- from the fCN Express 
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Ryerson Poly technical Institute oc- 
cupies a city block in the heart of 
Metropolitan Toronto. [n September, 
1964, some 3,500 day-time students 
registered for the 36 courses it offered. 
Twenty of these students were enrolled 
in Canada's first diploma course in 
nursing to be offered in a multicourse 
educational institution at the post- 
secondary school level. 
The development of a nursing pro- 
gram at Ryerson was a direct out- 
growth of the briefs that were pre- 
sented to the Royal Commission on 
Health Services in 1962 by the provin- 
cial nursing organizations. Most of 
these briefs contained the recommen- 
dation that nursing courses at the 
diploma level be offered within the 
framework of an educational system. 
The University of Toronto School of 
Nursing recommended that the place of 
nursing courses in the educational sys- 
tem of the province be established by 
research. One type of institution sug- 
gested for investigation was a techno- 
logical college. The members of the 
Commission were interested in these 
recommendations and suggested that 
such research be carried out. 
The Executive Committee of the 
Registered Nurses' Association of On- 
tario and the staff of the School of 
Nursing, University of Toronto, met 
to discuss the possibility of conducting 


Miss Rowles is supervisor of the nursing 
couJ"'Se at th
 Ryerson Poly technical Insti- 
tute, Toronto, Ontario. 
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such a research project. Following 
these discussions and conversations 
with the principal of Ryerson Institute 
of Technology and officials of the 
Department of Education, a recom- 
mendation went to the annual meeting 
of the RNAO in 1963. Members were 
asked to support the employment of 
a research director for the summer of 
that year. The director would be asked 
to explore and, if possible, develop a 
program for a nursing course at Ryer- 
son Institute of Technology. 
After considerable discussion, the 
members at the annual meeting sup- 
ported the research project, on con- 
dition that membership would be con- 
sulted before any recommendations 
resulting from it were implemented. As 
a result, the "Report of the Ryerson 
Project" published by the RNAO in 
September, 1963, was presented at a 
general meeting in each district during 
the fall of 1963. In December, 1963, 
the executive, on the advice received 
from the district meetings, passed a 
resolution to the effect that RNAO 
would support the development of a 
diploma nursing course at R.I.T. 
As the person employed by the As- 
sociation to explore the possibility of 
a nursing course at Ryerson, the writer 
was aware that many members doubt- 
ed the wisdom of starting such 'a pro- 
gram. The major area of concern was 
with the maintenance of high standards 
of nursing education. The word "tech- 
nology" in the title of the Institute 
upset many nurses, since they believed 
that this was little higher in level of 


education than a vocational high 
school. Many appeared to feel that 
the tenns "technical" and "nursing" 
were incompatible. The proposed en- 
trance requirements, the length of the 
course, and the length of time devoted 
to the practice of nursing seemed, to 
many, to threaten standards. A num- 
ber of the members wondered if the 
profession's control of nursing educa- 
tion would be lost if courses were 
started in institutions administered 
under educational auspices. 
Another main area of concern was 
the future development of nursing pro- 
grams. Since Ryerson was a unique 
institution, how could its program set 
a pattern for the development of other 
nursing courses in the educational sys- 
tem? If the course could not set a 
precedent, then what was the value 
of setting up another type of diploma 
program which would pose additional 
problems in integrating nursing courses 
into a system of education for nurses 
of the future? 
While the nursing association was 
deciding whether or not to support 
the establishment of the course, the 
Institute itself was undergoing organ- 
izational changes. In January, 1964, 
the Ryerson Poly technical Institute 
Act was passed by the Provincial le- 
gislature, making the Institute self- 
governing. Although the name was 
changed, the Act did not alter the 
character of the Institute which re- 
mains a non-degree granting, post- 
secondary school educational institu- 
tion whose purpose is to prepare tech- 
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nologists or the equivalent level of 
worker for industry, business, and 
community service. 
Courses at Ryerson are essentially 
terminal in nature, that is, they are 
complete within themselves and are 
not set up as transfer courses to uni- 
versity. All courses include subjects in 
general education as well as subjects 
related specifically to the knowledge 
and skills of a particular occupation. 
The minimum entrance requirement is 
the Secondary School Graduation Dip- 
loma (Grade 12) with a 60 per cent 
average in English. history, science, 
and mathematics. However, many 
courses have set entrance standards 
beyond the minimum. Most of the 
courses are three years in length, the 
school year running from the begin- 
ning of September to the end of April. 
The majority of teaching personnel 
have a Master's degree or are working 
toward that degree. Emphasis is placed 
not only on academic qualifications 
but also on experience in the occupa- 
tional field for which the instructor is 
preparing students. 
Facilities such as a book store, gym- 
nasium, swimming pool, cafeteria, 
fully-equipped theatre, student health 
service and a large library are avail- 
able for all students. Extensive lab- 
oratories have been developed for the 
needs of various courses. For example, 
R.J.T. conducts its own nursery school 
to provide experience for students 
taking the pre-school education course; 
because a course is offered in radio 
and television programming, fully 
equipped television studios have been 
set up as well as a radio station that 
broadcasts daily. 
It was, perhaps. the obvious high 
standards of the Institute both in 
qualifications of staff and in facilities 
provided for students, that convinced 
the members of the nursing association 
of the worth of this venture. 
Following RNAO's favorable deci- 
sion, the Institute received provisional 
approval from the College of Nurses 
of Ontario to offer a nursing course, 
beginning in the fall of 1964. Teaching 
staff was then hired and essential fa- 
cilities for student experience were 
organized. 
To meet the standards of Ryerson, 
nurse instructors are required to have 
a minimum of a Bachelor's degree plus 
two years acceptable experience. For 
the 1964-65 term, three instructors 
were employed: two hold a Master's 
degree and one has a Bachelor's de- 
gree. All three have had both nursing 
and teaching experience. 
A large classroom was converted to 
a nursing laboratory which, on the ad- 
vice of the instructor-supervisor of the 
course, contained a minimum of hos- 
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pita I equipment. Arrangements were 
made with two hospitals in Toronto - 
Doctor's Hospital and Queensway 
General Hospital - for clinical ex- 
perience. A bus was provided by the 
Institute to convey students to and 
from the hospitals and other agencies 
when necessary. 
The aim of the course is to prepare 
graduates for general staff nurse posi- 
tions. This was seen as the level in 
nursing that was equivalent to the 
technologist in other occupational 
fields. It is a terminal program and is 
not designed to prepare candidates for 
transfer to degree courses in nursing. 
The minimum entrance requirement is 
that of the institute and the length of 
the course is three academic years. 
The program of studies as set for- 
ward in the "Report of the Ryerson 
Project" has been followed. Subjects 
selected include the humanities, social, 
physical and biological sciences, and 
nursing. Both correlation and sequence 
are used as a basis for the organiza- 
tion of subjects in the three years. 
The nurse instructors teach nursing 
subjects and biological science sub- 
jects, all others are taught by qualified 
staff in appropriate departments. 
The laboratory hours in the nursing 
subjects are spent in the clinical field. 
The timetable is arranged so that the 
nursing-subject hours are in large 
blocks of time. For example, second- 
year students will spend Tuesday 
morning and all day Wednesday and 
Thursday in Nursing II. 
Ratios of one instructor to every six 
students in the first year and one 
instructor to every ten students in 
the second and third years are main- 
tained in the clinical field. It is the 
responsibility of the clinical teacher 
to plan each student's assignment and 


to supervise and evaluate his or her 
performance. 
The hospitals are asked to provide 
the clinical field, orientation for stu- 
dents and instructors, conference room 
space, and lockers or change rooms. 
The course differs radically from 
most diploma programs in nursing. 
There is no restriction on age, sex, or 
marital status. Students live at home 
or find their own Jiving accommoda- 
tion. Extracurricular activities on 
campus are organized by the students' 
administrative council under the guid- 
ance of the director of student affairs. 
Nursing students are required to pay 
fees, buy their own books, provide 
their own laboratory equipment (in- 
cluding uniforms) and comply with 
the regulations of the Institute as 
must all other students. 
There is ample opportunity during 
the school day for nursing students 
to meet students in other courses. 
Through these contacts they can be 
drawn into the many clubs, athletic 
activities and special events on cam- 
pus. 
The Institute has provided the in- 
structors with the facilities, freedom, 
and cooperation necessary to the de- 
velopment of the course. The staff of 
the hospitals have been most willing 
and able to assist the students and 
instructors. The students have, on the 
whole, lived up to expectations. 
At the time of writing, the first 
year of this new course has been 
completed. Looking back over that 
year, the three nursing instructors feel 
that it has been successful. It is, of 
course, too soon to predict the future 
of the program. However, those of us 
who have taken part in the first year 
have had an interesting and challeng- 
ing task. 


COURSE OF STUDIES 
Hours per week Hours per year 
Lecture Laboratory 


First Year 
Nursing I (Introduction and adult 
medical-surgical) ... ........... 
Nutrition 
Psychology 
English ... .............. 
Biological Science I 
Microbiology 


Second Year 
Nursing II (Maternal and Child Nursing) 
Growth and Development 
Sociology ............. 
Biological Science II . __... 
Development of Western Thought 


Third Year 
Nursing III (Psychiatric, long-term illness, 
acutely ill medical-surgical adult) 
Biologioal Science TII 
Community Provisions for Health 


Total 


3 
2 
3 
4 
2 
1 
15 
3 
2 
3 
2 
3 
13 


9 
1 


360 
90 
90 
120 
120 
60 
840 
510 
120 
90 
90 
90 
900 


2 
1 
13 
14 
2 


Total 


17 


Total 


4 
2 
4 
10 


18 
1 


660 
90 
120 
870 


19 
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A gynecologist once described a woman as a two-legged backache with 
constipation. In doing so, he expertly sketched the most frequent 
combination of complaints that are heard in a doctor's office. 


Why is constipation such a common 
complaint? Why has it become almost 
a national pastime to overdose our- 
selves with cathartics? Let's face it. 
We are a constipated society and we 
use our reluctant colon almost as a 
status symbol. We guide our lights 
by our bowels! If we have not "gone" 
today. the whole day seems to have 
been ruined; something has been mis- 
sed; and every minor symptom we 
have. we relate to our irregularity. 
We have acquired this as a result of 
long conditioning. "Bowel-conscious- 
ness" has become much more manifest 
in western civilization than elsewhere. 
Why is this so? To begin with, 
our medical ancestors had limited 
knowledge and drugs at their disposal, 
and one of the first drugs to be used 
to any extend was the "purge." Early 
medicos tried to cure the vapors, the 
humors, and the flux by purging all 
the "badness" out of their patients. 
The more seriously ill patient was 
speeded to his reward, so had little 
time to complain. The less ill patient 
must have forgotten his original com- 
plaint after a night of colic and a 
morning of exhausting diarrhea. Thus 
the wonder of the doctor and his 
"cure" became generally accepted. 
Gradually, we adopted as our own 
the idea of "purging the badness" by 
emptying the bowels. The more drama- 
tic the emptying, the more complete 
the elevation of the spirit. Surely each 
of us has childhood memories of 


Dr. Good. a practIsmg obstetrician and 
gynecologist in Fredericton. N.B.. is a 
member of the medical staff of the Victoria 
Public Hospital in the same city. 
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Grandma dishing out a big dose of 
castor oil to us with the first sign 
of sniffles, toothache, lassitude or 
what-have-you. It apparently worked, 
because we lived in fear of another 
dose and always put on our best show 
of health, no matter how miserable we 
felt. Laxatives even became a fonn of 
punishment, and in our subconscious 
we associated cleaned bowels with a 
cleaned attitude. 
. With that history as a foundation, 
it was only natural that every home 
was considered complete only when 
the medicine chest carried a potent 
cathartic. The medicine makers fos- 
tered this by placing more and varied 
cathartics on the market. This notion 
has become drummed into our con- 
sciousness with much more intensity 
by the modem hucksters and their 
overwhelming advertising ability, to 
the degree where a day seldom passes 
that we are not reminded about our 
gastrointestinal tract, meticulously, 
from end-to-end. One cannot watch 
TV for very long without seeing a 
tortured face and the accompanying 
poorly-disguised blurb saying. in es- 
sence, "she ain't been to potty, to- 
day!" It is small wonder that we get 
paranoid about our colons. 
It has almost reached the point of 
no return, when one sees advertise- 
ments in magazines that direct people 
to go to centres where they can get 
"colonic irrigation." It's almost like 
service stations: "Back in and fill 'er 
up!" 
To add to the dilemma, we have 
furthered this bowel neurosis by con- 
ducting a vigorous campaign against 
cancer and underlining constipation 


as one of the dreadful symptoms. Also, 
we hav
 apparently attached great im- 
portance to the b.m. in hospital. (Re- 
call the daily progress reports about 
the state of President Eisenhower's 
bowels while he was ill in hospital.) 
Many are the poor patients who feel 
that they have let their nurse and 
their doctor down by failing to "do 
their duty." They are further upset 
by the 'brief look of foreboding that 
flashes on the night supervisor's face 
when she pokes her head in the door 
and asks for the last time. "Haven't 
you gone yet?" 
The most ludicrous feature of all 
this is that the more neurotic we 
become about our colon, the more 
likely that very neurosis will increase 
our constipation. We become further 
disposed to sluggish bowels by increas- 
ing inactivity, a high starch diet, poor 
fluid intake, and increasing tensions, 
frustrations and stress. 
We all know what constipation is. 
Textbooks are full of information 
about the organic factors that may 
cause it and we should be aware of 
these. even though they are not a 
major cause. Frequently, constipation 
is a problem postoperatively or post- 
partum. Also, it is often one of the 
symptoms of tumor in or on the bowel, 
stricture, kink or adhesion, or mal- 
function of the nerve supply. It may 
be the result of painful hemorrhoids, 
fissure. or rectocele. These. of course. 
must be dealt with individually. 
The great multitude of the consti- 
pated are those who have been taking 
all varieties of purgatives for years 
to keep regular, and who have poor 
muscular tone, minimal activity, un- 
THE CANADIAN NURSE 



healthy dietary habits, deficient fluid 
intake and an over-stimulated, whip- 
ped, thoroughly discouraged large 
bowel. 
Just how do we deal with this 
problem of the slack sigmoid? First, 
we should adapt a set of rules and 
regulations that will heIp us prevent 
constipation: 
1. When the beU rings, go! It wiIl 
probably be when it is most incon- 
venient - the coffee is boiling over, 
the toast is burning, the kids have 
lost their overshoes, and the school 
bus is tooting - but go in spite of 
the inconvenience. Soon you will have 
established a schedule that fits your 
day. (It is not unusual for some peo- 
ple to be regular and to have a bowel 
movement only once every two or 
three days; but these people are rarely 
concerned about their irregularity.) 
2. Alter your diet to increase the 
"non-stick" foods such as fruits (par- 
ticularly cooked fruits) figs, prunes, 
vegetables, salads and so on. Bran 
cereals work better for those who 
are "going" pretty weU already, but 
are not aU they are advertised to be. 
3. Get some exercise every day- 
a walk, golf, window shopping, judo 
or whatever you enjoy. 


Our society is intolerant of failure. Our 
social heritage glorifies success... We want 
that nebulous thing labeled success, and 
some of us want it desperately. Yet, it is 
difficulr to define that which we seek. 
Sometimes it involves wealth; sometimes 
success; sometimes power; sometimes res- 
pect; sometimes even love; and somerimes 
it is more than any of these... 
The mechanisms of society incorporate 
and reinforce cultural themes. For ex- 
ample, the concept of "individual responsi- 
bility" is central to our legal system. 
Measures of success are built into our 
educational instit'utions. Our heroes are the 
kind created by Horatio Alger - not a 
failure among them. This general social 
and cultural context defines success and 
failure. It is within this context' that we as 
individuals experience the pleasures of 
success and the pains of failure... 
To experience personal failure, certain 
elements must be present. First, the indi- 
vidual must hold a ser of expectations 
regarding his behavior... He must accept 
these expectations as being appropriate in 
judging his behavior. Second, the individual 
VOLUME 61 NUMBER 9 


4. Drink more fluids. Try doubling 
your present intake. 
5. Stop taking the irritant cathar- 
tics, except on prescription. 
6. Put your worries in their proper 
perspective. Realize that worries are 
a part of aU of our lives and should 
not be foremost in your mind. Do not 
let the TV ads buUdoze you into a real 
tizzy. 
If, despite these measures, constipa- 
tion should occur, laxatives may be 
ordered by the physician. 
1. Antispasmodics: These prepa- 
rations are a mixture of belladonna 
and phenobarbital in various doses and 
are designed to 'tranquilize' a troubled 
bowel and dispel the neurosis. They 
are effective for the training period in 
rehabilitating the c rip pIe d colon. 
Neurotrasentin tab. 1 q.i.d. acts weU 
in this fashion. 
2. Laxatives: The non-food, bulk- 
forming agents such as methyIcellulose 
agar, and the various hydrophilic 
agents are water absorbers and act 
weU in mild constipation. They are, 
however, poor in establishing the 
bowel habit in long-standing problems 
or in the elderly. These respond best 
with bowel stimulants such as: (a) 
cascara, senna, and phenolphthalein, 


The Right to Fail 


mllst recognize that his behavior does not 
correspond to rhese expectations... 
Do we as individuals have the inalienable 
right to fail? It seems obvious that the 
just, considerate, enlightened answer is, "Of 
course, we do!" If research workers were 
punished for each failure, most would stop 
rheir pursuit of knowledge... If a physician's 
licence was revoled when one of his patients 
died, medicine soon would be back in the 
hands of witchdoctors. 
Nevertheless. the right to fail - like all 
of our rights - has certain restrictions 
placed on ir. In any society, there are expec- 
tations which must be met. When the be- 
havior of an individual departs from these 
crucial expectations, and when society be- 
comes cognizant of this discrepancy, sanc- 
tions are invoked... Societies simply do not 
rolerate certain kinds of failure. 
The situation is complicated further by 
the fact that the right 1'0 fail is not be- 
stowed upon all members of society in the 
same degree.. This difference can be illustrat- 
ed by comparing the "sociologist" and the 
..nurse..... When an institution of higher 
learning grants a sociologist a Ph.D., we 
take that insritution's word about the profes- 


all of which should be taken for limit- 
ed periods to avoid toxic effects, and 
(b) saline cathartics which are more 
irritating than the bulk fonners, are 
poorly tolerated by those with an ir- 
ritable colon, but do aid people with 
bowel reeducation program. 
Mineral Oil, one ounce h.s., is 
satisfactory for temporary use, par- 
ticuarly in postoperative ano-rectal 
surgical cases. However, it can cause 
adverse side effects (vitamin deficien- 
cies and toxic granulomata) with pro- 
longed use. Bisacodyl (Dulcolax) in 
10 mg. suppository form is an effec- 
tive agent to empty the bowel, but 
again has no great advantage over 
oral agents. Stool softeners and wetting 
agents are particularly useful for elder- 
ly patients. An example of this is 
dioctyl sodium sulfosuccinate 200 mg. 
daily. Castor oil should be reserved 
for bowel preparation for x-ray studies. 
In summary, it is sensible and com- 
mendable that an individual be reg- 
ular, and the sane use of safe catharsis 
is one way to maintain regularity. To 
the chronically constipated multitude, 
we recommend: that they stop dyna- 
miting their tortured intestines, ignore 
the TV hucksters, and start a sensible, 
calm, bowel rehabilitation program. 


sional qualifications of the individual so 
certified. Not so in the case of the nurse. 
She must demonstrate her competence 1'0 
some board of examiners which is indepen- 
dent of the school granting her a diploma 
or a degree. In this sense, society is less 
tolerant of incompetence in the pracrising 
professions than it is in those professions 
that are more academic. 
Furthermore, nurses evidence deep con- 
cern about... "malpractice." While socio- 
logists are concerned with "professional 
ethics," there is nothing in their profes- 
sional lives quite like the threat of "mal- 
practice"... 
The concept of "the right to fail" should 
be before us constanly whenever we con- 
sider the legal and extra-legal restrictions 
that are placed upon individuals... If we 
believe that nurses should have the right 
to try certain drastic procedures under spe- 
cified conditions in an attempt to save a 
patient's life, then we must grant the nurse 
the right to fail in these circumstances. The 
right to try, always and necessarily if/l'oh'es 
the right to fail. - Hili, Richard J. The 
Right tb Fail. NUTs. Outlook, 13:38-4], 
April ] 965. 
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DAVID M. WARNER, M.D. and JOHN A. PRATT-JOHNSON, M.D., F.R.C.S.(c) 


In 1801, Thomas Young invented 
the hydrodioscope. This instrument, 
manufactured of glass and wax, repre- 
sented 'the first attempt to correct re- 
fractive errors of the eye with an 
instrument placed in contact with the 
cornea. Later, in the 19th century, 
there are records of two instances in 
which contaot lenses were used to pro- 
tect the cornea from damage by expo- 
sure or irritation by the eyelashes. 1 
Early attempts were made to construct 
a scleral type of contact lens to correct 
errors of refraction not amenable to 
correction with conventional glasses. 
These proved to be disappointing be- 
cause of considerable discomfort to the 
patient. By the second and third de- 
cades of the 20th century, scleral con- 
tact lenses, molded to conform to the 
shape of the cornea and sclera. were 
us-ed not infrequently; but problems of 
intolerance to the lens remained. The 
scleral contact lens was designed to 
fit the sclera and cleared the cornea 
by a small distance. (Figure 1.) 
The first corneal contact lens was 
designed in 1888 by Cald. Touhy was 
responsible for making the first prac- 
tical comeal contact lens that could be 
worn for 'extended periods. Further 
modifications of this basic design have 
resulted in the current microcorneal 
contact lens. (Figure 2.) 


Dr. Warner and Dr. Pratt-Johnson are 
with the Department of Ophthalmology, 
University of British Columbia. and the 
Ophthalmology Research Unit, Vancouver. 
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The vast majority of contact lenses 
worn today are of the corneal type, 
although the scleral contact lens still 
has a place in the treatment of such 
conditions as benign pemphigus of the 
conjunctiva and keratoconus. 


OPTICS 
A comparison of the correction of 
myopia by spectacles and contact len- 
ses is depicted in Figure 3. In uncorrec- 
ted short-sightedness, parallel rays of 
light entering the eye are brought to 
a focus in front of the retina. This re- 
sults in a blurred image of a distant 
object. If this refractive error is cor- 
rected by spectacles, a lens is chosen 
which will cause the parallel rays to 
diverge before reaching the eye, so that 
the point of focus will be on the retina. 
This will result in a clear image. A 
contact lens alters the anterior refract- 
ing power of the eye as an optical 
unit. A ray of light entering the cornea 
is bent because the ray is traveling 
from air, which is optically less dense, 
through the cornea, which is optically 
more dense. When a contact lens is 
placed on the cornea, a tear layer is 
formed between the lens and the cor- 
nea. It is this all-important layer that 
neutralizes the comea as refracting sur- 
faæ. The explanation lies in the fact 
that the tear layer approximates the 
cornea in optical density. Now the eye- 
lens unit presents the anterior surface 
of the contact lens as the principal re- 
fracting surface. Rays of light travel- 
ing from the air to this unit will now 


be bent at this surface. This anterior 
surface is custom-designed to bring the 
rays of light entering the optical unit 
to a focus on the retina. Correction 
of refractive errors of the eye by means 
of a contact lens therefore tends to 
approximate the nonnal eye more than 
with spectacles. 


INDICATIONS 
The most common use of a contact 
lens is for cosmetic improvement. 
These patients can usually see adequa- 
tely with conventional spectacles. Con- 
tact lenses may, however, be essential 
to correct some refractive errors in 
which adequate visual improvement 
cannot be obtained with spectacles, 
for instance, keratoconus, unilateral 
aphakia and an anisometropia. 
Scleral contact lenses are medically 
indicated in certain pathological con- 
ditions of the eye, for example, to 
protect the cornea from the repeated 
trauma of abnormally ingrowing lashes. 
Contact lenses have clear advantages 
over conventional glasses for many 
sports. Swimming is the only sport in 
which the scleral lens has advantages 
over the corneal lens, because the scle- 
ral lens is held in place by the lids, 
even when the eyes are open under 
water. 


ADAPT AnON PROCESS 
When a corneal contact lens is worn 
for the first time. the eye treats it 
as a foreign body. This provokes tear- 
ing in a nonnal physiological attempt 
THE CANADIAN NURSE 



of 


Contact 


Lenses 


The dangers of contact lens wear should be clearly understood by practitioners 
of medicine and nursing. 


the corneal sensitivity tends to decrease 
as part of the adaptation process. 
Changes in the curvature of the cor- 
nea are produced by corneal contact 
lenses after they have been worn for 
several hours. Even a well-fitted con- 
tact lens will produce some temporary 
change in the corneal curvature in the 
majority of patients, particularly during 
the first few months. This change usu- 
ally increases the dioptric power of the 
eye, making it more myopic. This re- 
sults in the spectacle blur which pa- 
tients may notice after resuming their 
previously satisfactory glasses. The 
painless spectacle blur in a well-fitted 
lens should disappear within half an 
hour. 
The adaptation to corneal contact 
lenses developed by the cornea is lost 
even more quickly than it is acquired 
CORNEAL 
CONT ACT 
LENS 


to wash the foreign body away. In the 
average patient the tearing will tend to 
disappear over a period varying from 
a few hours to several weeks. When the 
eye has been unsuccessful in washing 
the lens away, excessive meibomian 
and mucous secretions are produced in 
an attempt to grease the surface of the 
foreign body to allow smoother pas- 
sage of the lids over the lens. Some 
patients may notice a distinct blurring 
of their vision, produced by too much 
of this secretion caked on the surface 
of the contact lens. 
The corneal irritation of the contact 
lens produces photophobia which is 
variable in extent but usually severe 
enough to warrant the use of sun glas- 
ses in the sunlight for the first month 
of contact lens wear. The longer pro- 
perly fitted lenses are worn, the more 
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if the lenses are left out for more than 
a few days. After one week the cornea 
has lost most of its previously acquired 
adaptation. Patients who are not ade- 
quately instructed regarding this pos- 
sibility and who, for any reason, stop 
wearing their lenses for a week and 
then resume wearing them all day, may 
precipitate central corneal ulceration. 
The wearing time in such a situation 
should be increased gradually as if the 
patient had never before worn lenses. 
For this reason it can be seen that 
it is usually impractical to restrict 
wear to Saturday nights or skiing ven- 
tures. 


DANGERS OF CONTACT LENS WEAR 
There are two chief causes of per- 
manent reduction or loss of vision re- 
sulting from contact lens wear. The 
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Fig. 3 A comparison of the optics of a spectacle lens and a contact lens to correct short sightedness. 
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Fig. 4 A corneal contact lens in its correct position. 


Fig. 5 A corneal contact lens displaced onto the sclera. 


first is infection of a corneal abrasion. 
resulting in corneal ulceration. This ul
 
ceration may produce scarring and 
permanent diminution of visual acuity. 
Cases have been reported in which the 
eye has been lost. Secondly, chronic 
over-wearing of a contact lens, whether 
it is well-fitted or not, may result in 
corneal opacities of a permanent na- 
ture. Although these complications are 
rare, reference in the literature can be 
found in which permanent loss of vi- 
sion has occurred. 2 . 3 Both the authors 
have personally seen cases in which 
permanent reduction of visual acuity 
has resulted directly from misuse of 
corneal contact lenses. 
It is our considered opinion that 
these dangers can be minimized by 
adopting the following precautions: 
A complete eye examination by an oph- 
thalmologist is essential before contact lenses 
are used. 
If the lenses are not fitted by an oph- 
thalmologist. then an examination by an 
ophthalmologist to ensure that the lenses 
are safe from a medical standpoint is neces- 
sary at the completion of the fitting. 
The eyes and lenses should be examined 
by an ophthalmologi'st semi-annually to 
ensure the lenses are not damaging the eyes. 
Patients should seek immediate advice 
from an ophthalmologist, if their wearing 
time becomes reduced. if the vision becomes 
partially blurred, if they experience persist- 
ent pain or increased watering of the eyes. 
ar if a white patch. however small. appears 
on the cornea. 
Scrupulous attention must be paid to the 
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hygien
 of the lens and particularly to the 
case in which the lenses are stored. Mois- 
tening the lenses with saliva before insertion 
is obviously to be deprecated. For these 
reasons, contact lens wear should be re- 
stricted to respomible patients. 


TREATMENT Of 
CORNEAL ABRASIONS AND ULCERS 
During treatment, the contact lens 
should be removed and not worn again 
until at least 48 hours following the 
healing of the corneal epithelium. 
Frequent topical instillations of a 
broad spectrum antibiotic combination 
containing polymyxin should be used 
until the abrasion has healed. The se- 
lection of polymyxin is based on the 
fact that this is one of the few anti- 
biotics known which will help to pre- 
vent infection with pseudomonas aeru- 
gionosa, known to be one of the most 
destructive organisms in a corneal 
ulcer. The eye can be patched or not 
at the discretion of the attending 
physician. Steroids should only be 
used with great caution because of the 
danger of provoking herpes simplex of 
the cornea. 


IN-PATIENT AND 
EMERGENCY ASPECTS 
Because of the hazards implicit in 
prolonged contact lens wear, hospital 
staff must check for the presence of 
contact lenses in patients admitted to 
hospital. Particular attention should be 
directed towards the comatose or dis- 
oriented patient. Patients for general 


anesthesia should have their contact 
lenses removed before premedication is 
administered. Maternity cases warrant 
special attention in this regard. 
Difficulty may be experienced in 
the removal of contact lenses, whether 
it is on the cornea (Figure 4) or dis- 
placed onto the sclera (Figure 5). The 
methods available for removal of con- 
tact lenses are as follows: 
The eyes should be anesthetized with one 
or two drops of % % pontocaine solution. 
The lids should be separated using the 
fingers. The contact lens is then removed 
.with a small rubber sucker that should be 
available in all emergency departments 
(Figures 6, 7 & 8). Manipulation of the 
lids can be used if a rubber sucker is not 
available. This method consists of placing 
the index finger on the lower lid near the 
outer canthus and drawing it sideways until 
the lid is tense. With the index finger of 
the other hand, the upper lid is drawn up 
to above the level of the cornea. Then, 
exerting slight pressure on the globe, the 
upper lid is pushed down toward the lower 


Fig. 6 Small rubber sucker for removing 
contact lens. 
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Fig. 7 Removal of a contact lens using a SUCker. 
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Fig. 8 Held firmly by the SUCker. it can then be extracted from 
the eye. 
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Fig. 9 Removal of a contact lens by manipulation of the lids. 


Fig. 10 Removal hy irrigation. 


lid. In this manner. the contact lens is 
dislodged from its position on the cornea 
(Figure 9). 
If this method is unsuccessful, the lens 
can b
 washed from the eye u!Sing a warm 
saline jet from a 10 ce. syringe with an 
18-gauge cannula or needle well secured to 
the syringe (Figure 10). It would be advisa- 
ble at this stage to instil a few drops of 
a broad sp
ctrum antibiotic as indicated 
above. 


THE FUTURE OF CONTACT LENSES 
The search for a more suitable 
material than the presently used plas- 
tic is continuing. It is hoped that a 


lens can be developed which has the 
same optical properties as the present 
plastic contact lens, but with added 
advantages that would allow the inter- 
change of oxygen and carbon dioxide 
through its substance. This would pre- 
vent the anoxic complications of pro- 
longed contact lens wear. Contact 
lenses are being used with increasing 
frequency following operation on uni- 
lateral and bilateral congenital cata- 
racts. They have been reported to be 
of value in selected cases. 4 
In summary. it can be said that con- 
tact lenses are here to stay. The med- 
ical and nursing professions must be 


, 


.... 


aware of the complications and dangers 
of contact lens wear, and must be pre- 
pared to deal with contact lens prob- 
lems as they arise in the office. hos- 
pital or emergency department. 
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Eye Injuries from BB Guns 


Incidence of eye injuries from BB guns 
is alarming. . . About 40% of injuries result 
in legal blindness in the involved eye. Trau- 
matic cataract appear in about one-third of 
patients. often months after the original, 
apparently minor trauma. Vitreous and reti- 
nal disturbances occur in approximately 
18.5% of patients. 
Vision remains 20 20 in 41 % of cases, 
VOLUME 61, NUMBER 9 


bxomes 20 25 to 20/400 in 19(", and 
becomes 20/400 to mere light perception 
in 28 CC. Irr
parable damage such as sclero- 
corneal lacerations results in enucleation in 
about ncc of patients. 
Almost half the injuries occur during 
Dec
mber and January, wilh one-fourth of 
the involved guns given as Christmas gifts. 
At the tim
 of the accident, 95% of the 


children have had no gun-handling expe- 
rienc::. An adult is almost never presenl. 
Injury sometimes occurs by ricochet from 
a target with a hard backing. Sometimes 
bystanders who have stopped to watch a 
BB gun battle are hit. - Kreshon. M. Eye 
Injuries Due to BB Guns. Amer. J. Ophthal. 
58:858-861, 1964, as ahstracted in Mndem 
.'I-ledic'-'re of Canada, 20:79-80. June. 1965. 
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The young blind man paused at the 
foot of his bed to gather his dressiJ1g 
gown around him. Then he gave a 
spring lightly upwards and landed full 
tilt on a dinner tray that had been 
placed in position while he was out of 
the room. In a split second, the place 
was a shambles. White sheets turned 
red with tomato .souP while mashed 
potatoes embedded themselves in the 
blankets. Dishes flew. The startled pa- 
tient jumped off the bed, stepped on 
a chunk of ground steak and slithered 
across the floor. 
Such accidents do not happen often, 
but almost every time a blind person 
goes to hospital, some similar experi- 
ence adds difficulties to his conval- 
escence. It even slows down the get- 
well process. Half-open doors strike 
him as he walks across the room. He 
gets annoyed when he falls over clean- 
up gear left in the corridors. The un- 
explained equipment in his room wor- 
ries him. Perhaps the most retard- 
ing factor of the whole procedure is 
the endless time with nothing to do 
and few people to talk to. 
The tragedy is greater because none 
of it needs to happen. With a little com- 
mon sense on the part of the nurses, 
a blind person's hospitalization can be 
a pleasant experience that he will want 
to remember. The secret of the whole 
thing depends on the nurse. She should 
take a positive instead of a negative 
approach. 
A good beginning is a thorough 
understanding of blindness. It is more 
confusing than it looks. Blindness does 
not alw
s mean total loss of sight. In 


Mr. O'Neill is Director of Public Rela- 
tions, the Canadian National Institute for 
the Blind, Toronro, Ontario. 
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Your 


Blind 


Put the accent on ability not disability. 
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fact, more than half the blind people 
of Canada can see a little. Some can 
distinguish only the difference between 
light and darkness. If you close your 
own eyes, put your fingers over them, 
and turn towards the window, you 
will get a good impression of light per- 
ception vision. Others see in a mist as 
if a thick, white curtain were always in 
front of their eyes. Still others have 
peripheral sight, seeing the world 
around the edges of a great dark mass 
in the centre of their eyes. They never 
see the whole shape of anything, but 
only the top and bottom or the ends. 
Another group have pinhole sight, with 
everything blocked off but a tiny speck 
of light. In the low vision levels, the 
different ways people see are almost as 
varied as the people. 
I know one man who can read a 
theatre sign from across the road, yet 
will stumble over a garbage can on the 
side-walk at his feet. The confusion 
clears up when you examine the defi- 
nition of blindness. In Canada, a per- 
son is legally blind if the visual acuity 
in both eyes with proper refractive len- 
ses is 20/200 or less with Snellen 
Chart or equivalent, or if the greatest 
diameter of the field of vision in both 
eyes is less than twenty degrees. If 
you can read no more than the letter 
"E" on the Snellen Chart, you are a 
blind person. 
When you discover your patient is 
blind, begin the positive approach by 
finding out whether he is totally blind 
or whether he sees a little. Once you 
know this, you need only observe the 
common courtesies to ensure a pleas- 
ant, successful relationship with him. 
When you first meet, take his hand or 
touch his arm. This physical contact 
gives the person some sense of your 


Patient 


personality and suggests your interest 
in him. Speak directly to the blind 
person, but do not shout. He is not 
deaf. It is not enough to nod or shake 
your head. Give it words, give it ex- 
pression. He cannot see your smile, 
but he can hear it in your voice. Keep 
your conversation natural, without 
consciously avoiding the word "blind" 
or changing "see" to "hear." When 
addressing a blind person, speak his 
name, otherwise he has no way of 
knowing that you are talking to him. 
When you leave him, tell him you are 
going. It is most disconcerting to sud- 
denly find yourself talking to thin air. 
Naturalness, real kindness and an 
inherent human respect will result in 
the most successful relationship. This 
will avoid an overdose of assistance 
that makes a handicap more notice- 
able and damages the value of your 
contact. 
Tell him where his glass of water 
is and locate the position of the bell 
button on the bed. Keep his personal 
things, such as cigarettes and ash tray, 
easily accessible - a blind person 
enjoys a smoke as much as the sight- 
ed. His shaving kit is an important 
item. Once the male patient is well 
enough, he can shave himself. There 
is no nead for anxiety because he 
cannot see. If you move his gear, make 
a sound so that he will know what 
you are doing. In this way you will 
prevent annoyance when he does not 
find his belongings in the old place. 
Meal time can be a real problem for 
blind persons. Even those with a little 
sight have trouble cutting meat and 
those with misty vision cannot re- 
cognize the vegetables on the plate. 
Not long ago a blind man spent 10 
days in hospital. Just 24 years old, he 
THE CANADIAN NURSE 



had lost two fingers on his right hand. 
He had suffered a hearing loss and 
was totally blind. He did not com- 
plain, but one afternoon as a visitor 
was leaving, the nurse's aide brought 
in his trai She placed it on a side 
table, threw a helpless look at the 
patient and went out without saying a 
word. If the visitor had not been 
there, the blind man would not have 
known his dinner had arrived. The 
meal consisted of soup, roast beef 
(uncut), and a preserved pear (again, 
uncut) . 
Now let us restage this scene, assum- 
ing the nurse's aide knew what to 
do. She enters with the tray. "Hello 
sir," she says clearly, "I'm bringing 
your dinner. It's soup and roast beef 
with a nice half pear for dessert." 
She places the tray on the table as 
the young man prepares to eat. "You 
can drink the soup right out of the 
cup," she suggests, "and I'll be glad 
to cut your meat. If you like, I will 
cut the pear too." 
Eating is frequently a problem, but 
this kind of help removes the worry. 
When vegetables are on the plate, 
simply think of the meal in terms of 
a clock. Blind people are taught this 
arrangement as a part of their rehabili- 
tation program. You simply say, "Po- 
tatoes are at twelve, peas at nine and 
meat from two to five." 
When the blind patient reaches the 
point where he can get out of bed and 
walk around a little, he should receive 
some orientation training. This is not 
difficult and shouldn't take more than 
1 0 minutes, but it will save hours of 
anxiety and extra time for the nursing 
staff. Explain where his bed is - the 
second from the door - and show 
him where the bathroom is. If there 
are other doors in the room, tell him 
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Keep the step stool in the same position so 
the blind patient can reach it. 
VOLUME 61. NUMBER 9 


where they are and try to keep them 
completely open or completely closed. 
A blind person will not hurt himself 
on a closed door. Take him out in 
the corridor and explain what is going 
on in the immediate vicinity. Show 
where the telephone is and, once he 
has the idea, let him make his way to 
it alone. If there is a stairway nearby, 
explain where it is. Once the blind per- 
son knows its location, he will avoid it 
without difficulty. 
Sometimes hospital personnel will 
insist that a blind person use a wheel 
chair, simply because he is blind. This 
only annoys him and accentuates his 
handicap. If he is well enough, let 
him walk. He does not need a wheel 
chair unless he is seriously ill. Do not 
push a blind person into a seat. Place 
his hand on the chair and he will be 
able to seat himself. It is simply a 
9uestion of knowing where the chair 
IS. 
When guiding a blind patient around 
the hospital, always offer your arm. 
With his hand lightly on your arm, he 
feels the movement of your body and 
because you will be slightly ahead of 
him he will have a feeling of confi- 
dence with each step. To be propelled 
from behind can be most awkward and 
unnerving. 
Another area where the blind pa- 
tient needs help is in the passing of 
time. A sighted man will watch tele- 
vision, read the paper, or talk to the 
other patients. A blind person, even 
those who see to some extent, cannot 
read, do not notice the other patients 
and cannot watch television. You can 
help him without adding greatly to 
the burden of your own daily duties. 
Introduce him to the other patients in 
his room. This will break the ice and 
make conversation easy for the whole 
group. Instead of television, offer him 
a radio. Find out if he reads Braille 
or would prefer to listen to "talking 
books" from the Canadian National 
Institute for the Blind. These books 
are recorded editions of printed books 
read by professional people. Prepar- 
ed for a special tape play-back ma- 
chine, the talking book brings the 
printed page to the blind listener in all 
parts of Canada. 
Every day, more than two tons of 
Braille and recorded books are mailed 
across Canada from the CNIB library, 
Toronto. Covering every subject from 
the Bible to Perry Mason, the library 
caters to all readers. A children's 
library serves blind boys and girls. 
Your patient will be sure to find a 
book from tllis selection that will 
interest him. Your own hospital social 
service staff can help here with a call 
to the CNIB. 
When it is time for medication, do 
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When gIVIng medicatIOn, warn the blind 
patient in advance and explain what is going 
to happen. 


not spring it on your patient without 
advising him. If you are about to give 
him a needle, tell him. Remember, 
he will not see you approach and you 
can avoid a sudden shock by telling 
him what is going to happen. If you 
are giving him a pill, or medicine, 
warn him in advance and explain the 
purpose of the medicine. If he asks 
questions, answer them. Some blind 
people like to know as much as pos- 
sible about what is happening to them. 
When you discharge your patient, 
make sure he knows the doctor's in- 
structions about medication. Do not 
be satisfied by merely asking him if 
he knows. Go over the instructions 
with him. In this way there can be 
no slip-up through lack of reading 
written instructions. If he obtains his 
medicine from the hospital pharmacy, 
see that someone goes with him to pick 
up his package. If there is need for 
a prosthesis, it is advisable to provide 
it while he is still at the hospital. 
Visiting nurses who call on the 
blind patient at home, can do a special 
service by observing housekeeping pro- 
cedures. If the person is living alone, 
there may be assistance which CNIB 
would be glad to provide. Sometimes 
a CNIB volunteer can make a world 
of difference. She reads letters, sews 
on buttons and serves as the blind 
person's contact with the community. 
She helps with shopping by escorting 
a blind woman to the shopping centre. 
She drives people to the doctor or 
dentist. She serves as a guide in a 
year-round recreation program for the 
blind. In short, the volunteer service 
brings the blind person who lives alone 
out of the confines of his own four 
walls into a world of activity and 
companionship. 
The public health nurse should 
SEPTEMBER 1965 729 
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Always keep cupboard doors closed. The 
half-open door is a danger when the blind 
patient is on her feet. 


The associate director of nursing edu- 
oation at VancouV'er General Hospital, 
Beverly Marie tWitter) Du Gas, has joined 
WHO as nurse educator in India. 
Mrs. Du Gas. a graduate of the Van- 
couver General Hospital, obtained her Bach- 
elor of Arts degree from the University of 
British Columbi'a in 1945, and her M.N. 
degree in nursing school administration at 
the University of Washington, Seattle, in 
1947. She worked as 'Staff nurse at hospitals 
in Seattle, San Frandsco and Vancouver 
and as .instructor at the San Francisco Col- 
lege of Women, and The Vancouver Gen- 
eral Hospital. She became associate director, 
nursing education, at V.G.H. in 1957. 
Mrs. Du Gas is a member of the Com- 
mitree on Nursing Eduçation, B.C. Board 
of Exami'ners. She colla'borated with Mrs. 
B. Kozier to write Fundamentals of Nursing. 


Blanche G. Herman, associate director of 
nursing in charge of 'Livingston Hall, the 
nurses' residence at The Montreal General 
Hospital, retired in June of this year. 
Born and educated in Lunenburg, Nova 
Scotia. Miss Herman taught school for three 
years before she entered the M.G.H. school 
of nursing in 1922. Following graduation, 
she did private nursing for several months 
and, from 1926-29 was a head nurse at 
M.G.H. She then enrolled in the teaching 
and -administration diploma course at The 
McGill School for Graduate Nurses. She 
was appointed assistant superintendent of 
the Royal Victori.a Maternity Hospital, 
where she remained until 1932. In 1933 she 
became superintendent of the Western 
Division, M.G.H., a position she held (ex- 
cept for leave of absence during the war) 
until the hospital moved to its present site 
730 SEPTEMBER 1965 


contact the nearest office of the CNIB, 
particularly if she is in a rural area. 
By discussing her blind patient with 
the CNIB field secretary, she will be 
able to set in motion a constructive 
program. 
In large communities, blind persons 
are earners. Through the employment 
service of the CNIB, they are placed 
in industry and commerce, the profes- 
sions, CNIB canteens and executive 
posts with the CNIB. For the elderly, 
CNIB's sheltered shops provide part- 
time employment in light assembly 
work to supplement government allow- 
ance. This year, 90 blind Canadians 
are attending university in preparation 
for a professional career. Others are 
housewives and mothers fulfilling the 
regular role of a woman in a modern 
household. Nurses who handle pre- 
natal and well-baby clinics can expect 
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in 1955. At thi,s time. she became associate 
director of nursing. 
Miss Herman joined the Army Nursing 
Service in 1940. In 1941 she went overseas 
as MatTOn of Number 14 General Hospital, 
a l200-bed hospital located first at Pine- 
wood. then Farnborough and later at Hor- 
ley, England. In 1943 she was posted to 
the Mediterranean where she served as 
principal matron of Canadian nurses as 
well as matron of a 1200-bed hospital. She 
was aboard the St. Helena when it was tor- 
pedoed two days out of Gibraltar. She re- 
ceived the Royal Red Cross (1st class) and 
an M.I.D. for her war service. 
Miss Herm,an has always been very 1ß- 
terested in professional activities. From 
1937 to 1940 she was president of the- 
alumnae of the School for Graduate Nurses, 
McGill University. From 1956 to 1958 she 



 


BLANCHE G. HERMAN 


to find blind mothers among their 
clients, Here, the secret of service is a 
thorough explanation of each point 
and a demontsration, where necessary, 
to convey to the blind mother those 
ideas which usually come through 
seeing. 
Encourage the patient to be as 
independent as he ought, but be ready 
to supply a pair of seeing eyes when 
vision is essential. Too ùÍten pity 
takes over. Sympathy is good, but un- 
derstanding and the right kind of as- 
sistance will have your patient on his 
feet again in record time. You solve 
the problem when you concentrate 
more on the person and less on the 
handicap. 
Perhaps the whole approach can be 
reduced to a single thought - put the 
accent on ability, not disability, and 
the blind will thank you. 


was president of the M.G.H. alumnae asso- 
ciation and in 1962 was named honorary 
president. She served 'a'S chai'rman of the 
M.G.H. Alumnae Archives Committee from 
1957 to 1964 and, at present, is honora- 
ry president of the Lunenburg Hospital 
Women's Auxiliary. 
Since her retirement in June, Miss Her- 
man has b
en in Lunenburg. She later 
plans to make her home in Halifax. We 
congratulate her on her outstanding con- 
tribution to the nursing profeission and wish 
her great ha'ppiness in the years to come. 


. 


The retirement of Sister Catherine Gerard 
as administrator of the Halifax Infirmary 
and her appointment as hospital consu'ltant 
for the Congl'egation of the Sisters of Chari- 
ty was announced recently. Sister has been 
a:ssociated with the Halifax Il1Ifirmary in a 
variety of supervisory positions since 1928. 
From 1941 to 1947, 'She was director of 
its 'School of nursing; from 1949 to 1965 
she served as hospital administrator. 
Sister Catherine Gerard was aWaTded life 
membership in the Registered Nurses' Asso- 
ciation of Nova Scotia for her many years 
of service to the organization, including a 
term as president. She has been a member 
of the executive board of the Catholic Hos- 
pital Assooiation, an active participant in 
the Maritime Conference of Catholic Hos- 
pitals and in the No\'a Scoti'a Hospital 
A'SSociation. Last year she w\as appointed to 
the first Board of Regents of the American 
College of Hospital Administrators of which 
she is a Fellow. 
Sister's Vast experience in nursing and 
hospital work and her wide professional 
association's will be a unique asset to her 
as she a
sumes her new duties as consultant. 
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A sociological view of illness and therapy, and a consideration of the role 
of the nurse in relation to this view. Relationships between work conditions, 
training, and the possibilities lor an effective prolessional orientation lor 
the nurse are illustrated. 


Illness can be regarded as a set of 
circumstances, beyond conscious con- 
trol, which renders a person incap- 
able of carrying on his usual activities 
- or activities held by society to be 
appropriate for him to perform. Every 
society has institutionalized channels 
for dealing with illness, for categoriz- 
ing it, and for acting in what are con- 
sidered appropriate ways to return the 
sick person to normal functioning. 
IIIness, in this sense, is understood 
only when juxtaposed with health. 1 
Obviously, illnesses involving distin- 
guishable physical bases that can ac- 
count adequately for the patienfs 
incapacity are the least problematic 
and for this reason the most legitimiz- 
ed. The sick person is understood as 
being not responsible for his inability 
to function in the normal manner. 
When such tangible evidence cannot 
be located, as in the case of the so- 
called "functional psychoses," the 
status of the sick person becomes 
more problematic since it is never 
clear at what point some notion of 
individual responsibility ceases and 
illness begins. To be defined as sick, 
a person cannot merely take it on 
himself to step outside his normal 
round of socially defined performances; 
it is also necessary for this state to 
be legitimized. In modern industrial 
societies legitimation of illness is found 
increasingly through consultation with 
a physician. 
This idea of individual responsibil- 
ity is not just a sort of survival from 


Dr Crook is Assistant Professor of 
Sociology, Dept. of Anthropology and 
Sociology, University of British Columbia. 
This article was adapted from an address 
to a Conference on Conrinuing Education 
for Nurses. 
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the Victorian age. Our social definition 
of ourselves and of others as agents 
involves precisely the idea of the 
exercise of choice, and choice similarly 
implies responsibility. An adult in 
western society uses his freedom 
and responsibility when faced with 
symptoms by seeking medical aid. 
The willingness to seek appropriate 
help is the precursor to the legitima- 
tion of one's claim to being indeed 
sick, as opposed to being merely un- 
willing or a malingerer. Similarly, in 
the case of old and young people, a 
member of the person's family is ex- 
pected to act on his behalf in seeking 
medical aid for him. In such cases 
the adult acts in the best interests of 
the sick person, as his agent. 
The implications of committal for 
a mentally ill person who does not 
share the definition of himself as ill 
must be considered. In such cases the 
legal definition of the person changes 
in that he is no longer seen as a 
responsible agent. His person in this 
sense is taken over and others act 011 
his behalf but without his consent. 2 
The identity implications of this com- 
mittal process are apparent, together 
with some appreciation of the dif- 
ficulties facing the patient in adapt- 
ing to his new enforced social identity, 
without even considering the nature 
and course of his illness. 
Increasingly, the legitimation of ill- 
ness is through consultation with a 
physician. Consultation is part of a 
relationship between doctor and pa- 
tient predicated on the assumption 
that the patient will pursue the advice 
given him, and that the doctor will act 
within the area of his trained com- 
petence, on behalf of his patient - 
that is to say, in terms of his expert 
view of what constitutes the best in- 
terests of his patient. This prepared- 


ness to act as agent on behalf of a 
client, within a given area of com- 
petence, differentiates the professional 
from the business contact. When con- 
sulting a professional the understand- 
ing is precisely the opposite of caveat 
emptor (buyer beware). Indeed, the 
understanding that the professional 
acts only in the best interests of his 
client is such that the patient expects 
the doctor to take a firm hand in over- 
ruling his own desire to indulge him- 
self. 
Within this sociological overview of 
the nature of illness, and the doctor- 
patient relationship as a societally 
defined way of handling this universal 
problem, the nature of hospitalization 
may also be examined. Hospitals exist 
in order that the physician may most 
efficiently meet the requirements of his 
responsibility to his patient. The hos- 
pital as an organization is, in this sense 
at least, functionally similar to a garage 
for servicing cars. Both organizations 
involve the operation of specific skills 
which the customer or client lacks him- 
self. Both involve the same elements 
of secrecy, drama, and restriction of 
information ! 
The hospital is a complex organiz- 
ation structurally similar to other or- 
ganizations having different formal 
purposes. This fact is of the greatest 
significance in understanding the set- 
ting within which the daily routine of 
most nurses is located. 
Implications of Hospitalization 
Upon entry into the role of hospi- 
tal patient the client is acting in terms 
of his relationship with his physician. 
The hospital experience is perceived 
as an extension of that relationship so 
that he may most rapidly return to 
health. The major articulation of the 
hospital as an organization is through 
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the nurse. Whereas typically the doctor 
sees very little of the patient (and even 
these contacts tend to occur under 
highly ritual conditions), the nurse is 
in continual proximity. 
There is a tendency, well estab- 
lished in bureaucratic organizations, 
to treat clients in terms of rigorously 
applied categories with appropriate 
rules and routines, as opposed to per- 
sonal criteria. The incoming patient 
becomes an administrative responsibil- 
ity. He is classified according to diag- 
nosis and prognosis, and this set of 
information becomes the major de- 
terminant of his institutional identity. 
Yet, precisely at the point of hospitali- 
zation, the patient, here seen as a 
client of a bureaucratic organization, 
is in a state of anxiety because he 
cannot control his immediate destiny, 
and needs personal attention to a 
degree rarely paralleled in his adult 
life. A clear source of strain exists here 
between the patient's expectations and, 
indeed, requirements from hospital 
staff, and the orientation of staff 
toward him. 
Pursue the analogy to a service 
garage for a moment. When I leave my 
car for service, I remain slightly 
anxious until it is returned to me. 
(The more I know about cars and 
garages the greater that anxiety tends 
to be.) Garages have an institutionaliz- 
ed way of. handling this anxiety by 
placing notices in work areas prohibit- 
ing unauthorized persons from being 
there. Unfortunately, when entering a 
hospital I cannot leave myself at 
home, and except for brief periods 
such as the fading out brought on by 
anesthetics, I remain more than merely 
an interested bystander in what hap- 
pens. These remarks apply in consider- 
ation of physical ilIness when by syste- 
matic intervention (treatment) the pa- 
tient can be returned to normal role 
performance. How much more they 
apply when considering terminal iII- 
ness or mental illness of the functional 
type. 
The situation is most apparent 
in public mental hospitals when it 
is not only the patient's body which 
becomes institutional property, but also 
his self - i.e. the organization takes 
over the right not only of access to 
the external manifestations of identity 
(itself a source of considerable dif- 
ficulty for some patients), but also 
has rights of access to all the patient's 
activities, his thoughts, and even his 
dreams. This stripping away of the 
crucial areas separating what is private 
from what is public presents a major 
identity threat to the patient. 
There is a constant strain between 
the process of hospitalization as it 
affects the patient, and as it affects 
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the hospital as an organization. The 
maintenance of clear working rules and 
rational programming of activities is 
indispensible in any organization 
beyond the most simple. The nurse, 
as a professional, must try to bridge 
this gap between two implications of 
the same process. She must have at the 
same time a professional concern for 
the patient, and also operate within 
the limits posed by a bureaucratic 
environment. 


The Nurse as Employee 
The general view of the doctor- 
patient relationship suggested above 
is expressed by the patient's entry 
into the hospital and is continued in 
the relationship of the nurse with the 
patient. Inasmuch as the nurse is to 
be regarded as a professional, it is not 
sufficient that she have technical train- 
ing and skilIs only, but also that she 
seeks to act in the best interests of the 
patient; that she deals with the patient 
in his total state of ilIness. At this 
point the professional image of the 
nurse, caught in this socially structur- 
ed conflict, and without the power 
to change the situation becomes em- 
bittered, apathetic, or escapes into 
administration. 
A major dimension of the nurse's 
difficulty is the supervision at the ward 
level. There appears to be a combina- 
(ion of strict control through the busi- 
ness office, which renders breakages 
and losses of greater significance than 
involvement with total patient care, 
and a type of supervision of a 
highly bureaucratic order. Social 
control in organizations that are not 
primarily concerned with producing 
output units (which may readily be 
measured, counted, and inspected) 
becomes centred in the more super- 
ficial events that do allow such con- 
trols. The apparent order of the ward; 
the number of breakages; the condi- 
tion of the curtains; the neatness of the 
paperwork, offer possible areas for 
such application of supervision. Clear- 
ly, this type of close supervision of 
bureaucratic detail in any organi- 
zation leads to the location of the 
minimum performances that must 
be met, or appear to be met, in 
order to avoid being caught. 3 When 
these criteria are used, as opposed to 
a reward structure geared to profes- 
sional concern with the patient as a 
client, the standard of nursing care 
suffers. Yet so often these attitudes 
have become dominant by the end of 
training. This is the very opposite of 
true professionalization. A punishment 
centred system of bureaucratic control 
does not work well even in production 
organizations with nonprofessional 
employees. How much more serious 


are its consequences on people told 
so often that they are professionals. 
A further example of the strain 
between the bureaucratic identity of 
the nurse and her professional status 
is found in an examination of work 
hours. Nurses are expected to work 
beyond the minimum because of their 
professional responsibility, yet at the 
same time they have to report for 
work at highly specific hours, not 
necessarily determined by structural 
necessities, but because of a view of 
"company time." Attitudes toward 
time for courses and conferences 
similarly reflect a lack of prepared- 
ness to treat the nurse in a manner 
-appropriate to a professional. You 
cannot at the same time expect people 
to act in a professional manner and 
yet treat them as untrustworthy 
employees. 
Equal with bureaucratic supervision 
is the problem of restriction of infor- 
mation. According to the logic of the 
organization, the nurse has a job to 
do - a specialized set of operations 
or programs; she needs therefore only 
the minimum relevant information and 
instructions to efficiently complete 
her task. However, even in the case 
of production organizations, contem- 
porary policy gives the worker invol- 
vement in his job through extending 
his functions (reversing the trend to 
increasing specialization), and giving 
him information about the implica- 
tions of his work within the over-all 
scheme of production. If the nurse is 
to act in a professional capacity she 
necessarily must have some access to 
information which would render her 
work interesting to her, and improve 
her ability to aid in the process of 
returning the patient to health. To 
be professionally concerned for anoth- 
er human being requires more than 
minimal information about diagnosis 
and treatment. In ideal terms, the 
information the nurse might have, and 
which the doctor possesses are com- 
plimentary. In the absence, or a least 
the scarcity of adequate avenues for 
serious interchange of information, the 
nurse is left out of crucial decision- 
making processes, and the physician is 
denied the advantages of the nurse's 
knowledge. Patient care suffers ac- 
cordingly. 
There is ambiguity concerning what 
the nurse is supposed to be doing and 
the boundaries of her functions and 
responsibilities. This problem becomes 
more apparent with the take-over of 
relatively unskilled tasks by nurse 
aides. Y ct, it is in these tasks that 
the supervisory criteria are located 
What is left over when these essential- 
ly service tasks are removed? Nurses 
appear to have a good deal of anxiety 
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in this area. Conversation with the 
patient in other than the highly restrict- 
ed communication involved in giving 
medicines, bed baths, and so on, ap- 
pears to be extremely difficult for the 
nurse. Yet, this possibility of com- 
munication with the patient is crucial 
in developing a total view of therapy 
and a professional role for the nurse 
in anything other than an administra- 
tive capacity. 
A combination of trained incapacity, 
restricted access to information, and 
a supervisory system that sees talking 
to patients as avoidance of "real" work 
are the problems. With the dominant 
technical view of medicine the nurse 
is led to believe that she is not really 
working unless involved in some 
dramatic physical intervention or in 
doing "busy" work. 
If the nurse is an ancilliary profes- 
sional who extends the physician- 
patient relationship, then the time 
spent in personal contact with the 
patient may be at least as significant 
as physical care. This trend is most 
apparent in public mental hospitals 
where there appears to be a constant 
strain towards seeing all difficulties as 
either requiring physical treatment or 
being essentially moral problems. In 
such physical treatment the nurse can 
"really be a nurse." 


Relation to Training Programs 
There is never a simple explanation 
for complex phenomena. Some blame 
the dilemmas of the nurse entirely on 
the conditions of work, while others 
blame the nurse herself, pointing to 
conservatism and lack of imagination. 
There exists an interdependency bet- 
ween situations, perception of those 
situations and the ways we deal with 
them. This connection of the organiza- 
tional setting and the attitude struc- 
ture of the nurse leads directly to 
some comment on the process of nurse 
training. 
We have a tendency to see educa- 
tion in purely technical terms, empha- 
sizing competence in the application 
of tried methods and in keeping up 
with new technical knowledge. It 
would be absurd to criticize the amaz- 
ing success of modern medical science 
and other areas of applied science. 
However, a systematic knowledge of 
the social world is also possible and 
this knowledge is equally significant in 
total therapy. Of equal importance to 
the nurse's technical information is her 
capacity to relate to patients in an 
appropriate way. Professional concern 
based on sound knowledge of modern 
social science should not be confused 
with service or love. Nursing schools 
on occasion appear to believe that 
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sweetness constitutes a substitute for 
true professionalization. 
To what attributes are the reward 
structures of nursing schools geared? 
What image do these schools offer as 
the criteria for success? There is what 
might be called the "Florence Nightin- 
gale" myth. Nurses have a long tradi- 
tion of honorable service to the sick, 
but the requirements of a profession 
must be related to present realities 
not merely to past achievements, how- 
ever noble. There is a distinct im- 
pression that the schools are concern- 
ed more with producing unimaginative, 
uncomplaining, traditionally oriented 
young ladies of undoubted virtue, than 
self-motivated professionals. 
Observe the number of students that 
nursing schools admit in relation to 
their real training facilities and the 
number of instructors. To the observer, 
it would appear that students are an 
indispensible part of the resources 
brought to bear for nursing service 
and that service requirements tend to 
replace other more appropriate criteria 
as determinants of the student's train- 
ing program. There is a difference 
between a familiarity with various 
tasks, and a reliance on the student 
to keep the organization functioning. 
Idealism and imagination are quickly 
extinguished under such conditions. 
Of central importance is the assump- 
tion that only by careful supervision, 
strict discipline, and insistence on 
moral purity can dedicated nurses be 
produced. It is possible and neces- 
sary to move beyond this obsolete 
view of dedication and its creation and 
support. Professional people are motiv- 
ated from within in relation to a clear 
perception of their profession as a 
reference group. They act in the way 
they do, not because of fear, or desire 
to serve, but because non-professional- 
conduct is threatening to their own 
image of themselves. When I choose 
a physician I do so not because I 
think he is a virtuous man. My 
contact with him is specific to my 
difficulties over illness and I wish to 
find in him a preparedness to act in 
my interests. Similarly, as a patient in 
a hospital I am not concerned with 
the private life of the nurse; rather, I 
am concerned that she is able to un- 
derstand my total state at that mo- 
ment, and again is capable of acting 
in my interests. This is more impor- 
tant to me than that I get my medicine 
on time, the beds are perfectly lined 
up, the creases in her uniform are 
beyond reproach, or that she has never 
been know to stay out with a man 
after 10: 30 at night! 
Achievement of Professionalization 
Changes appear possible in the 


areas of values emphasized during 
training, quality of training, the 
structure of supervision, and access 
to information. An observation may 
be made about the role of research in 
these problem areas; enough informa- 
tion is available to make serious 
changes in the direction of increasing 
professionalization without further re- 
search. 
The role of the professional body 
is crucial in this process. Continued 
conservatism and heel-dragging will 
result in separate action being taken 
by the majority of nurses to rectify 
grievances without the sanction of the 
professional body. It would be far 
more desirable that these changes 
came through leadership from the pro- 
fessional association. 
Resistance is linked to problems 
concerning the real implications of 
professionalization. Nurses are anxious 
not to jeopardize their professional 
image, but agreed standards of nursing 
care, insistence on adequate facilities 
and better salaries are demands that 
could not possibly harm the profes- 
sion. They are the minimum require- 
ments that need to be met before the 
image of the nurse can correspond to 
that of a professional person. As this 
image changes, the anxieties of the 
nurse will be reduced and she will be 
more able to act in a professional 
capacity. 
Within this general orientation 
toward change in the nursing profes- 
sion such specific proposals as on- 
going education and more adequate 
utilization of professional skills - for 
example, the large number of married 
women who would work on a part- 
time basis - r.1ay be meaningfulIy 
considered. Vast changes are coming 
in the nursing role; it would seem 
desirable that they are planned by the 
profession, not merely allowed to hap- 
pen. 
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Janie, a mischievous-Iooling, seven- 
year-old with a gap-toothed grin and 
ginger hair, arrived for the first time 
in Day Centre one sunny afternoon 
and, with an air of grown-up authori
 
ty, . took. over the leadership of six, 
active, dIsturbed boys of her own age. 
In a hoarse, croaky voice, she an- 
nounced who she was and asked each 
boy demandingly in turn what his 
name was. She aggressively challenged 
the adults in ordinary clothes to find 
out if they really were nurses, found 
out they were and, before the first 15 
minutes were up, was the centre of 
the group of busily occupied young- 
sters, cutting and pasting bright paper 
animals for their zoo mural. 
Both nurses noticed Janie scratch- 
ing her arms energetically and wheez- 
ing as she chattered and laughed with 
the others; they remembered from the 
conference that Janie was reported to 
be severely asthmatic and eczematous. 
and had recently had a psychotic in- 
terval when she had hallucinations that 
a devil was pursuing her. Her terror 
had been so intense that she screamed 
night and day, unable to eat or sleep, 
and her family was advised to bring 
her into this psychiatric out-patient 
clinic for children as quickly as they 
could. The devil had first appeared 
to Janie following attendance at Mass 
where she had witnessed Communion. 
but as her background unfolded 
through interviews with Janie and her 
family by the full psychiatric team, 
more reasons became apparent. 
The psychiatrist had been told, 
(when he spoke with the psychologist 
down the hall), that. on testing. Janie 
had proved exceptionally bright, but 
he found himself rather unprepared 
for her opening remark. "1 know why 
l'm here. . . it's about my devil, isn't 
it!" She would come for an hour play- 
interview \Vith him each week. 
When Janie had time to look fur- 
ther around the Day Centre, she saw 
that it was like an enormous rec-room, 
with smaller rooms along one side. 
Tn one room were easels. paints. cray- 
ons. scissors, and one whole wall cov- 
ered with newsprint where the boys 
had told her they were allowed to 
splash-paint if they wanted. Janie 
made a face when they told her how 
much fun it was getting all messed up. 
and resolved that she wouldn't get 
that way. She preferred games where 
she had things all neatly under control! 


Mrs. Adaskin obt'ained her degree from 
the University of Saskatchewan and has 
worked in day centres for both children 
and adults. She has taken an extra course 
in psychiatric nursing at U.B.c. Currently 
living in Calgary, she has temporarily retir- 
ed from nursing to care for a new baby. 
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The next room had hammers, 
blocks. toy guns, darts, and a huge 
inflatable Popeye figure to punch. 
This was where Janie could go if she 
became very angry or upset about any- 
thing. Next. she passed through the 
large rec-room area where the boys 
were chasing each other around on 
tricycles. and the uproar was deafen- 
ing. "Shut up. you guys!" Janie yelled 
into the whirling confusion. but the 
boys paid no attention. The nurse, to 
whom Janie had automatically glanced 
for approval of this "older sister" at- 
tempt to enforce the adult rules she 
was used to at home, seemed not to 
concern herself either with the boys' 
noise or Janie's command. 
She and the nurse then passed the 
playhouse area where, in days to come 
Janie would act out the part of Mother 
to the boys, and much later. would 
want to be the baby for a long time 
before she was willing to assume roles 
of family members in between these 
two extremes. Drama-loving Janie was 
thrill'ed also with the boxes of old 
clothing in which all the youngsters 
dressed up when a particularly theat- 
rical impulse struck them. 
The nurse watched for Janie's re- 
action to the special sort of bathroom 
provided for water games. One of the 
boys had just been chased in there by 
another. and to Janie's horror. the 
first boy had hurriedly filled up a 
plastic pail with water and was about 
to hurl it all over his laughing pur- 
suer. At this point, the nurse good- 
humoredly intervened and told them 
to run and get into bathing suits. then 
throw all the water they liked. With- 
in moments they were back and the 
battle was on. 
That first day, all Janie could do 
was stand by in apprehensive fascin- 
ation, her face a study in conflicting 
feelings of attraction and repulsion, 
but many weeks later, she was able to 
give up her fastidious grooming long 
enough to get into the thick of similar 
hilarious water-fights. She presented a 
delightful picture of impish abandon in 
the middle of the joyful. dripping- 
haired mob. Despite her frequent at- 
tempts to insist on a high degree of 
strict order and cleanliness in others, 
Jane finally let loose. in hannless 
ways, the pent-up urge to be free and 
messy in play at times. This was 
something which her own mother. an 
immaculate ex-nurse, had been unable 
to tolerate in Janie at an earlier age 
when she would otherwise have got 
it out of her system. 
At home. the child had been relied 
upon heavily to set and enforce an 
unusually high standard for five 
younger children. Janie's whole way 
of living was habitually one of exces- 
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sive restraint and rigid O\er-conformity 
which, with family stress of other 
kinds, had threatened and finally top- 
pled her feeling of safety and love and 
caused her to give way to the unreal 
world of temporary psychosis. Janie 
was already back to the world of 
reality by the time arrangements could 
be made to get her to treatment, but 
despite a brassy, bossy exterior, she 
was still a very sick child. 
The nurses welcomed her wannly 
and she was allowed to function in 
whatever way she was comfortable, 
whether this was on the edge of the 
group, conversing with the adults, or 
playing the role of "conscience" to the 
group when it wanted to do things of 
which she did not approve. Of course, 
if Janie threatened the welfare of an- 
other child, tactful intervention or dis- 
traction was provided. 
Since the seven children and two 
nurses did everything together, it was 
common for each child to pick his or 
her favorite staff member. Such attach- 
ments were welcomed and used to the 
fullest to help the child bridge some 
of the emotional gaps in his develop- 
ment. Janie found that she loved to 
sit by one nurse \Vhenever she could. 
One day, after staff and children had 
all donned bathing suits for a particu- 
larly hilarious water game, -and all had 
come out soaking from head to toe, 
this favorite nurse had towelled Janie's 
red hair and helped her into dry 
clothes. Janie had watched while the 
nurse did her own hair up in a damp 
bun, then announced that someday 
she would wear her hair just like that. 
Now, as they sat together on the 
piano bench while the somewhat-Iess- 
than-symphonic rhythm band clashed 
behind them. Janie stared intently at 
the nurse's face, and gently touched 
her anns and flowered smock as she 
played. Later, she wanted the nurse 
to hold her on her lap, and she snug- 
gled back against an encircling arm as 
the nurse read the small group a story. 
Cookies and milk had been shared 
around the low, round table and soon 
they would all run outdoors to play. 
The green grass stretched into a 
huge rolling lawn. and swings and 
iungle gyms beckoned the children. 
Further. at the edge of the lawn be- 
gan a real forest. and. in there, Janie 
loved to play hide and seek. as long 
as the rea
 terrors were avoided by 
the presence of a friendlv affectionate 
grown-up. Sometimes. they would get 
out garden tools and plant different 
seeds
 to p,row and tend. Other times, 
they would pick berries or build tree- 
houses. 
Occasionally. a child who was angry 
would run off from the group into the 
small wooded forest, but a nurse 


would soon come and gently bring 
him back, after sitting and talking 
with him to find out what had upset 
him. Some of the boys who had 
trouble accepting the simple rules re- 
quired more finnness than did Janie. 
Her problem lay more in being too 
strict with herself. Janie began to beg 
and beg her mother to let her wear 
old clothes and rubber boots like the 
other children and the staff. She spent 
a very proud session the first day she 
was allowed this, matching boots with 
everyone. 
One day, half in fun. Janie began 
to call "her" nurse, "Mother:' glanc- 
ing sideways to see what would hap- 
pen. Her own mother would be angry 
if she knew, and maybe this nurse 
would not like it either. However, her 
fears were groundless. because the 
nurse turned to her with an especially 
understanding smile, and said. "Janie 
feels like calling me Mother today." 
Janie decided to say more. and told 
her about all the kids at home. and 
Mother never being satisfied with the 
way Janie did things, no matter how 
hard she tried. She sometimes wonder- 
ed if it wouldn't be nice to go home 
with this nice nurse. She had asked the 
nurse many personal questions lately. 
Although Janie had revealed much of 
what was bothering her through these 
questions, she also had been able to 
learn that the nurse had no children. 
The child confessed she had hoped 
secretly that she might be able to live 
with the nurse. As they discussed the 
idea, Janie realized that she would not 
like to give up her own mother com- 
pletely, and agreed with the nurse 
that it was even better to see each 
other for these two hours every day 
and still go home for overnil!hts. This 
way she really had both the people 
she loved. 
J anie's daily play times at the Cen- 
tre stretched out for several months. 
and she grew certain that a hug. a 
welcome. or a serious chat v. ere alway!. 
available. Gradually she grew from 
wanting the exclusive attention of her 
nurse to running freely with the others. 
Sometimes she amazed herself and 
everyone else with a brave deed or 
spontaneous bit of nonsense. but other 
times she would draw back. short of 
breath and wheezing suddenly v. hen 
faced with something frightenin,l!. 
Often. her games were peopled v.ith 
imaginary, frightening attackers with 
evil intent. and she and the boys 
would shriek over some scary creature 
they had invented out of their un- 
conscious fears of and anger against 
the real world. Ferocious lions very 
often roared in curiously maternal 
phrases! Sometimes, the children built 
families from dolls in the sand tra)s. 
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and mercilessly drowned babies, stab- 
bed mothers, and built heroes. The 
real-life mothers of these children were 
meanwhile doing something as drama- 
tic. if not as awful. 
Upstairs in the Clinic, Janie's moth- 
er visited several times a week for an 
hour with the psychiatrist. She was 
close to breakdown herself at first, but 
through psychoanalysis, discovered 
some things that helped her under- 
stand her effect on Janie. Mother was 
a woman with intense fears of the 
dark. of possible intruders in the 
house, and more. She had never 
spoken of them directly to the child, 
but nevertheless, some of Janie's fears 
were actually extensions of Mother's 
problems. 
Mother had a phobia about touch- 
ing chicken skin or spots of any kind; 
even Janie's eczema repelled her so 
much that she was almost sick when- 
ever she had to touch her. Through 
free association, she was able to dis- 
cover, with the psychiatrist's help, 
what their origin was. When a young 
child herself. she had been hospital- 
ized with the measles, and was cared 
for by an extremely unpleasant wo- 
man. rough and unkind, who wore a 
polkadot smock. All Mother's subse- 
quent life she had hated anything 
with spots. and this came to include 
both chicken skin and Janie's rash. 
Automatically, when she had to see 


or touch spots, she felt a wave of 
resentment, revolt, and outrage. How- 
ever, this waS only one small thing of 
the many she ultimately learned about 
the feelings and attitudes going on be- 
tween herself and Janie. 
She found that her zeal to have 
Janie obey and be responsible for so 
much control of herself and the other 
children was also traceable to her own 
up-bringing by a strict, authoritarian. 
immaculate mother (who had been a 
nurse, too). In each case, natural feel- 
ings and urges had been driven under- 
ground. along with anger at having to 
submit to such overbearing, forceful 
masters. From such subterranean pools 
of angry feelings, odd symptoms found 
their way to the surface. Some came 
out as phobias. some as panic attacks, 
some as over-aggressiveness and strict 
control, and some, physical disorders. 
As Mother got better, Janie's symp- 
toms receded, too; the improvement of 
one reinforcing the other. 
Janie had not wheezed or scratched 
for weeks when one day, as she and 
the nurse were cartooning, the picture 
of a little girl in a bathroom emerged. 
Janie shouted vehemently at the nurse, 
"She's going to the BATHROOM!" 
The nurse conceded gently that she 
was, but didn't everyone? Didn't 
Janie? The child wheezed and scratch- 
ed furiously and flung back, "Sure, 
but I don't stay there all day!" She 


ran stormily out of the room and 
avoided the presence of the nurse for 
some time afterward. 
Staff meetings discussed these out- 
bursts of Janie's strong feelings about 
cleanliness and good behavior. It was 
felt that her reaction to the toilet situa- 
tion in the cartoon, her initial disap- 
proval of mess, and her eventual en- 
joyment of messing, were all outcrop- 
pings of the pressure her over-strict 
mother would likely have placed 
around her first experience with mess. 
Control of bowels would be the earliest 
heavy, forceful demand to meet moth- 
er's high standards, and later this 
would be extended to include excep- 
tional control of everything she did. 
As the staff helped Janie to try more 
freedom, they realized how important 
it was for the mother to be in treat- 
ment simultaneously so that she could 
deal with the changes they were pro- 
moting in the child. 
Eventually, after about a year of 
treatment, Janie's and Mother's fears 
had departed; Janie's eczema and 
asthma had disappeared. and she had 
learned to be friends instead of boss 
to other children. She increased her 
attendance at regular school from the 
half-days during treatment to full-time, 
and the last word of her, some five 
years later. was that she was func- 
tioning happily and well. with no re- 
currences. 


A Response to Care and Affection 


Rumination is a symptom of deprth\tion 
found in the young child. It may be caused 
by dislike of food or the person feeding 
him. heredity. finger sucking, lack of occu- 
pation. boredom similar to "cage sickness" 
in animals. and tension in the environment. 
Various methods of treatment have been 
tried including -surgery. the use of drugs. 
and mechanical devices that prevent the 
movement of the jaws after feedings. A 
nursing program tried at the Nebraska 
Psychiatric Institute. Omaha, has offered 
a new approach. This program was des- 
cribed by Margaret M. Wright, chief nurse 
of the NPI at the National League for Nurs- 
ing Convention last May. 
The "pedal research project involved 
Timmy. who at the age of three, weighed 
23 pounds and was unable to -sit, walk or 
talk. He regurgitated regularly, and as his 
feeding and malnutrition problems became 
more severe, was admitted to hospital. His 
condition was diagnosoo as chronic bra;n 
syndrome - cause unknown, mental retar- 
dation severe. 
By the age of seven, Timmy was extre- 
mely emaciated and apathetic; he weighed 
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16th Ibs. and was 34 inches in length. 
Hi
 jaws were in almost constant motion; 
he would grind his teeth; rumination increa- 
sed; he seldom slept. 
On June 10, 1964. the intensive nursing 
program went into effect. It involved: 
assignmoo:nt of one staff nurse who cared 
for Timmy almost constantly; on her days 
off, the same relief nurse was assigned to 
the boy; modification of the child's diet, 
increasing or changing the type of food 
as he tolerated it; providing soothing ex- 
periences and emotional support, including 
holding. cuddling. patting. stroking, and 
rocking. often for two hours following each 
feeding. and the use of repetitive musical 
recordings during the feeding and post-feed- 
ing periods; emphasizing tactile communi- 
oation in establishing a relationship between 
the child and the nurse. It was found that 
patting him rythmically, fondling him and 
petting him promoted a feeling of well- 
being and improved his metabolism. 
After the first month of the program. 
Miss Wright reported, rumination persisted, 
but other symptoms began to improve. Gra- 
dually. Timmy's entire behavior pattern 


began to change. He was moved from his 
room for longer periods and allowed to 
spend time with other children. He was 
taken outside and was given a greater 
variety of toys to handle; he enjoyed being 
cuddled. and would playfully tease the 
nurses. 
After rumination stopped, he was placed 
in a high chair for his meals. and later 
was able to sit at a small table. He even 
necam;: able to feed himself. and progressed 
from pureed foo
s to a regular diet. Tim\l1} 
began to sleep through the night and, when 
he was discharged. four and a half months 
after admission. he weighed 3 I Y2 pounds, 
nearly double his admission \\-eight. and was 
36 inches in length. 
The program. Miss Wright concluded. 
was effective not only in halting rumination 
but in bringing about substantial cnanges 
in the child both physically and behavior- 
ally. She advocated further research by 
institutional and public health nurses on 
the role of nursing in the prevention and 
treatment of such symptoms. and on the 
problems of caring for a child exhibiting 
symptoms which repel rather than attract. 
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"It is the coast and the people that make my work different." 


The cards in the steel gray cabinet 
are filed under Parsons Pond, Three 
Mile Rock, Belldown's Point, Co\\- 
Head Winterside, Cow Head Summer- 
side, St. Paul's Inlet, Sally's Cove and 
Green Point. Outside, oxen, huge cum- 
bersome beasts with wicked-looking 
horns, shelter in the "lune" of the 
building when the wind blows from 
the north. and it blows that way pretty 
often. However, inside, an oil heater 
for the waiting room, and a floor fur- 
nace for the remaining four rooms 
keep me warm. 
The Dispensary, working quarters 
for the district nurse, is a white, one- 
story building. It consists of a large 
office workroom, a surgery, a supply 
room (drugs, extra linen, health litera- 
ture, filing cabinets) and a washroom. 
This new building is wonderful. after 
working many years in a small. 
drafty. building without any kind 
of plumbing. This original disp- 
ensary was built by the people 
in 1935, and was considered then 
as more than adequate. Vnfor- 
tunately. Or maybe fortunately. a fire 
destroyed this building in 1959. Five 
years ago the government gave us a 
grant, and a set of plans, and as a 
result we are "up-to-date." 
The village of Cow Head is the 
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(more or less) centre of my district, 
with four big and five small settle- 
ments distributed over an area of 25 
miles. The approximate population is 
1500 people. All these "outports" are 
found on the first half of the "Great 
Northern Peninsula" of Newfound- 
land. This part is also known as "The 
Straight Shore," because there are no 
bays between Bonne Bay and Hawke's 
Bay - a distance of 90 miles. From 
the "landwash" (as we call the beach), 
the fairly level land of marshes, spruce, 
and fir trees goes back to the edge of 
the Long Range Mountains. I wish 
you could see this northwest coast 
of Newfoundland - the sea, trees, 

arshes and mountains always within 
view. 
Cow Head's history began with a 
murder - our first and only one. 
In the winter of 1809, three trappers 
from the trading post at Bonne-Bay 
visited Cow Head. One trapper killed 
his two companions. After that time, 
others started coming, first to trap and 
fish, then to li\e here all year round. 
Therefore, this part of the coast has 
a history of only 156 years. However, 
there is evidence that the Vikings 
lived on the northern tip of the penin- 
sula hundreds of years ago! 
The early settlers were fishermen. 
Salmon, cod and herring were the 
main catch, with lobstering beginning 
about 1870. Storms during the 
fall. and an ice-blocked coast in 
winter. and sometimes well into the 


spring, made the fishing season short. 
(As I write now, the ice is blocked to 
the land and many of the men can 
be seen on the ice pans hunting for 
seals.) 
The dark-brown, sandy soil made 
farming possible despite the short 
season. Late in May, gardens were 
planted with potatoes, turnips and 
cabbage to last through the fall 
and maybe winter. A householder 
usually had seven or eight sheep, a 
cow, an ox (\\-hich was used for haul- 
ing wood home in the winter). and, of 
course, hens. When the fishing finished 
in July, hay-making. and berry-pick- 
ing were started. Bake-apples, rasp- 
berries and marshberries, could be 
stored for use until the next spring. 
After the opening of the paper mill at 
Comer Brook, in 1925, the men would 
leave home each fall to work in the 
lumber camps. During the long winter, 
the men could cut their year's supply 
of firewood, and hunt for caribou and 
rabbit - their main supply of meat. 
The women. in between their nor- 
mal housework, child care, etc., spun, 
and knitted into socks. mitts and 
sweaters, the pounds of wool from 
their own sheep. You can see that a 
man and a woman had to work toget- 
her. The best asset a man could have 
(and still needs) is a good wife. 
The coast was isolated; there were 
no roads. and the only means of com- 
munication was by small open boats 
or coastal steamers. Winter travel waS 
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by dog-team or horse and sleigh 
over frozen ponds and marshes. I 
can remember leaving Cow Head 
eight o'clock one cold Febbruary 
morning with a maternity patient 
bundled up in blankets on a sleigh. 
Several times we had to unhitch the 
horse and pull the sleigh through the 
deep snow. Eight hours and fifteen 
miles later, we arrived at Sally's Cove 
to meet the snowmobile from the 
Bonne Bay Hospital - the cottage 
hospital for this district. 
In the spring of the year, when 
travel by boat or sleigh was impossible, 
I would have to walk. Needless to say, 
this did not happen very often. I car- 
ried my nursing supplies in a knap- 
sack, and wore hip rubber boots to get 
me across the brooks and "flachettes" 
of the marsh. From May until Novem- 
ber I traveled by open boat. Even on 
fine days I would have to take a 
Gravol tablet, lie down in the bottom 
of the boat, and slee'p - my only 
cure for seasickness. 
One boat trip I'll not forget took 
me to Three-Mile Rock on a chilly, 
foggy, October morning. The untrain- 
ed midwife had sent for me to come 
to a patient who was having "fits." 
The tide was low and the landwash 
rocky. The men anchored the boat 
outside the rocks, and rowed me 
ashore in the dory. My patient, Mrs. 
Smith, whom I had never seen before, 
had been having convulsions since 
4:00 A.M. She was now unconscious 
and her tongue appeared badly bitten. 
There ",as very little I could do but 
take her to the hospital 37 miles away. 
I gave her an injection of morphine, 
a small, concentrated epsom salts solu- 
tion enema, and placed a padded 
tongue depressor between her teeth. 
We wrapped her in blankets and car- 
ried her on an improvised stretcher 
to the dory, thence to the boat. 
The boat had a smaH cabin so we 
laid the patient, stretcher and all, on 
one of the narrow bunks, and I sat 
down beside her. It began to blow, 
and I spent the next two hours lying 
seasick and useless beside my patient. 
We finally arrived at Cow Head, 
but could go no further, so had to 
take her ashore to the postmaster's 
house. Mrs. Smith was unconscious in 
Cow Head 24 hours. Late that eve- 
ning, she grew more restless with slight 
convulsions. Suddenly, almost before 
I had time to realize what was happen- 
ing, a stillborn premature baby was 
born. F0110wing the delivery she re- 
mained in a semi-conscious condition. 
The next evening, .the coastal steam- 
er Northern Ranger anchored in the 
"Back Cove," and we took the patient 
aboard. Four hours later we were safe 
at Bonne Bay Cottage Hospital. Mrs. 
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Smith is alive and well today. I can- 
not take any credit for her recovery 
- it is just by the grace of God she 
is living. Nurses before me, and after 
me,. have had just as hazardous ex- 
perIences. 
Nine years ago, a road was built as 
far as Cow Head Village, and now 
one can drive to St. Anthony, 225 
miles north of here. 
Family allowances, old age pensions, 
social assistance for disabled persons 
have circulated more money. There is 
employment through road construction 
and road maintenance; cabins, motels 
and restaurants have been built for 
tourists. New local businesses have 
been established. 
The main occupation is still fishing, 
but less gardens are planted, fewer 
sheep and very few cows are kept. The 
young married couples do not wish to 
work as hard as their parents. I could 
go on making comparisons between 
then and now for pages and pages, 
but the basics haven't changed. The 
fish in the sea; the land and its pro- 
duce; the weather and its whims; the 
pedple and their health needs are still 
the same. 
This is an article on my work as a 
public health nurse - and I haven't 
mentioned nursing yet. But, it is the 
coast and the people that make my 
work different. 
All persons are under the Cottage 
Hospital Medical Care Plan. A family 
man pays an annual fee of $10.00; a 
single person over 16 years of age and 
not attending school pays $5.00. This 
fee entitles them to the services of 
the doctor, who is resident at the Cot- 
tage Hospital, Norris Point, and for 
my serv.ices in the district. 
There is no charge for district or 
hospital treatment, except a maternity 
delivery fee of $10.00, and 50 cents 
for a dental extraction. However, all 
medicines are paid for at the out- 
patients dinic, and in my district .c!i- 
nics. If I have to make a home VISIt, 
the patient must provide transporta- 
tion. I am the middle man between 
the patient in the district and the 
doctor. Two or three times a year, a 
field consultant from Nursing Service, 
Department of Health, visits me as a 


... 
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Preparing for spring fishing. 


friend and adviser. All difficulties aris- 
ing from work, and the needs of the 
dispensary, are discussed and problems 
often solved. 
Mondays, Wednesdays and Friday's, 
a clinic is held in the Dispensary. This 
Monday, being both wash day and 
stormy, was really peaceful. I only saw 
fourteen persons: a school boy with 
a cold; an elderly lady with sinusitis; 
a small boy for teeth extraction; a 
school boy for removal of an ingrown 
toe nail caused by too many woollen 
socks crammed into rubber logans; a 
sealer with sore eyes; a woman for re- 
moval of sutures from a cut. (She had 
received initial treatment at the hos- 
pital.) After dinner (mid-day) only a 
few ventured out: men with colds, sore 
throats and messages from their wives; 
another tooth extraction; a lady for 
blood pressure check and renewal of 
medicines. Just as I was settling down 
to some writing, a school girl came 
to have silver nitrate applied to her 
warts. Any extra time I may have on 
clinic days finds me writing up re- 
cords, checking drug supplies and ster- 
ilizing. I pack and sterilize all my own 
needs, using a pressure cooker heated 
on a gasoline stove. Luckily, the De- 
partment supplies me with disposable 
syringes 'and needles, otherwise I would 
never be able to manage. 
Tuesday is my day for visiting out- 
side Cow Head. I hold clinic at Par- 
son's Pond everv fortnight. and 
monthly at St. Paui's Inlet and Sally's 
Cove. Wednesday afternoon in Cow 
Head is antenatal and child-welfare 
clinic day. All expectant mothers at- 
tend the doctor's clinic at the hospital 
during their fifth and eight months. 
In between. they visit me. All babies 
are delivered at the hospital. I am not 
a trained midwife and do not feel ca- 
pable of taking on this responsibility. 
At two-and-a-half-months all bahies 
are willingly brought for their first 
D.P.T. and P. injection. Booster doses 
are given at one year and three years 
of age - and then the child is seen 
at school in his following years. I only 
have five children in mv district who 
have not been immunized. and I can- 
not do this without the parent's con- 
sent. 
Fifteen years ago there were eight 
teachers and seven schools; now there 
are 22 teachers, 11 schools and 511 
pupils. Each term I try to visit all 
schools to examine the children for 
pediculosis, scabies and imoetigo. and 
most important of all to talk to the 
children. This year I have shown a 
lot of films pertaining to health. Un- 
fortunately, the films alwavs deoict 
ideal home conditions: a bri!!ht bed- 
room for each child: a bathronm with 
the child's own towel and face cloth; 
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doting parents who anticipate the 
child's every need. My children, in 
many cases, live in overcrowded 
houses, have a wash basin with a com- 
mon towel, an outdoor privy. There 
are loving parents. but with little time 
or knowledge to give extra attention. 
The school children have regular phy- 
sical examinations. with the "begin- 
ners" a must each year. I check vision, 
hearing. tonsils, teeth, weight, and 
height. School visiting is a real pleas- 
ure, and it is here that health teaching 
has its best effect. 
From the young to the old! My 
visiting list includes: Uncle Nick - 
some paralysis of right side following 
a cerebral hemorrhage last spring; Un- 
cle Bill - blind with gangrene of toes 
(a dressing to be changed twice a 
week); Lydia Kate - cardiac, b1ind. 
diabetic. who refuses to go to hospital 
(she is scared stiff of an injection); 
Aunt Deb, Mr. and Mrs. White, Ade- 
laide. John Charles. Aunt Vin - hy- 
pertension and old age combined. 
One gentleman complained of a bad 
back. He had been cleaving wood. 
"I think you'll have to let someone 
else get your firewood." 


"Nurse. it's a hard job to gct lazy." 
This expression summarizes the at- 
titude of the older people. I try to 
visit the house of these confined old- 
sters about every two months and their 
patience and humor make me feel 
better. 
My working day is supposed to be 
from 9:00 A.M. to 5:00 P.M., and I am 
on call for emergencies only after this. 
Saturdays and Sundays are known as 
my 'days off.' My home is in Cow 
Head. so I'm always on call. Some- 
times I'm cross and tired and will 
snap at patients when they come after 
hours. Usually, I have to swallow my 
pride and apologize because sudden 
illnesses and accidents can occur at 
any hour. This is an incident I try to 
remember: 
Once a lady broke her arm. and came 
to the hospital to have it x-rayed and set. 
The doctor grumbled continually as he was 
applying the cast. It was New Year's Day. 
Finally the nurse who was assisting said 
quietly: 
"Mrs. Brown. next year you'll have to 
try and break your arm on another day." 
Then again. I try to remember that 


thc patient is a person. What would I 
do if this was my mother, my brother. 
or my child? Extra consideration on 
my part has meant that I have been 
treated with consideration also. 
I have been a district nurse, off and 
on. for 15 years. In the days before 
the road and telephone to the hospital, 
[ was an "apology for a doctor and 
a dentist." Today. I am a nurse. work- 
ing in cooperation with, and under 
direction from the Department of 
Health and the doctor at Norris Point 
Hospital. I have learned to know and 
understand the people - their joys 
and needs. I cannot change many of 
the old ways, but can go along with 
them by explaining. not critizing. The 
young people will change; it is im- 
portant that they change to good health 
habits. 
This article is like 'Pollyana'; every- 
thing is 'sweetness and light.' However, 
if you could see the discouragements, 
unfair criticisms and long hours that 
a district nurse has to face. you might 
say that I am untruthful. But memory 
has no room for hate - it only re- 
tains the happy times. good friends. 
and wonderlulness of nursing. 


Prognosis "for Alcoholics 


The prognosis for alcoholics is in general 
much less hopeless than usually assumed 
by the professional and lay public. With 
treatment. many can recover or at least 
improve. The best prognostic index is the 
underlying personality. Where that is sound 
the outlook is quite good. Thus, relatively 
"normal" personalities may be expected to 
do well. psychoneurotic patients may do 
fairly well. whereas the prognosis in psy- 
chopathic personalities is poor. Fortunately. 
only a minority of alcoholics are psycho- 
paths. 
In general the outlook is better in 
men than in women (though many women 
alcoholics do recover). in the older than 
in the very young. in the intelligent than 
in the backward. and i:1 thosl' who come 
voluntarily for treatment than in the ones 
who have been forced into treatment. All 
the same. the notion perpetuated from 
textbook to textbook that it is useless to 
treat alcoholics against their will is almost 
certainly wrong. Quite a few compulsory 
admitted alcoholics. who at first bitterly 
resented their admission into an alcoholic 
unit have. under the influence of other alco- 
holic patients. gradually changed their tune 
and their feelings about the matter. It is. 
of course. useless to admit such people into 
any hospital. and wider use of compulsory 
treatment of alcoholics would only seem to 
offer some hope of success once there are 
more units available - with experienced. 
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understanding staff - to accept them. 
It is difficult to compare success rates 
published from different sources. as !IO 
much depends on the type of patient trea- 
ted. In general. one might expect in an 
uns::lected sample about one third to "re- 
caver.' another third to improve and the 
residual third to fail. 
Naturally. observers vary in their view 
as to what constitutes recovery and impro- 
vement in alcoholism. The WHO Alcoho- 
lism Sub-committee insists that no one's 
drinking should be regarded as "arrested" 
until he has stopp::d drinking for at least 
two years. It is necessary to keep this in 
mind when considering frequent reports on 
new "wonder" drugs that have helped al- 
coholics to stay sober for a few weeks. But. 
once alcoholics have managed to maintain 
sobriety for six months. experience has 
shown that their task afterwards becomes 
much easier. although an alcoholic is never 
really "safe." But if he "slip
" afterwards 
it is more often due to over-confidence 
than to a "craving." Tt i
 chiefly in the 
first six months or so that the alcoholic may 
occasionally suffer from episodes of depres- 
sion. oversensitivity. tension. self-pity. irrita- 
bility. resentment and a tendency to exag- 
gerate minor difficulties. He may act like a 
"dry drunk." Sometimes such episodes may 
indicate the possibility of a relapse and 
understanding relatives. friends or employers 
can be of great value at this stage. Medl- 


cally. tranquilizers may assist the alcoholic 
to get over such episodes which may be 
expected to disappear with increasing dura- 
tions of sobriety and with rising self-con- 
fidence. But it is clear that some time and 
effort will be needed before the alcoholic 
reaches the goal of "contented sobriety." 
and a relapse must never be regarded as 
the end and failure of all endeavors, but 
as a spur to further effort. Merely giving 
up drinking is usually not enough to solve 
all problems. and alcoholics have to learn 
that they cannot expect a miraculous 
"blitz" cure. On the other hand, sobriety is 
not the only yard-stick of success or failure. 
Adjustment within the family and in the 
sphere of interpersonal relationships in gene- 
ral. a growth in emotional maturity, emo- 
tional stability, adjustment and stability in 
regard to occupation. economic rehatoiJita- 
tion. possibly sexual adjustment - these are 
all factors to be taken into account when 
talking of "recovery" and "improvement" 
in alcoholics. In certain circumstances even 
much shorter periods of sobriety than two 
years. if accompanied by marked improve- 
ment in all other spheres. can be regarded 
as having achieved something. especially if 
this happens in basically psychopathic or 
otherwise very unstable personalities where 
one cannot hope to reach more than ':erv 
limited goals. - Glatt. M. \-1. The Alco- 
holic and His PlOblems Nursillg ll,irror. 
Feb. 1964. 
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SAFEGUARDING 


Putting oneself in the patient's place aids 
our understanding of him as an individual 
..nd is conducive to providing complete 
care. 
Only yesterday, nursing was defined as 
..intelligent, comprehensive care provided 
l.apably and kindly." Today, it must be 
.:onsidered in a broader. deeper sense, but 
without disregarding ,all the good that has 
been achieved. 
Modern nursing is a professional service 
comprising care of the patient, prevention 
of illness, maintenance and improvement 
of the health of the individual and his fa- 
mily. It is a personal service that respects 
the dignity of the human personality and 
its destiny. It is a service to society that 
finds its motivation in love of mankind and 
it,> basis in ideals that transcend routine 
..nd mechanization. It is a scientific service 
grounded on the principles that encompass 
the whole person with all his needs. * 
This definition must be dynamic and 
practical, not just theoretical. 
The head nurse is a key figure in the 
care given the individual in hospital. She 
can encourage the development of her 

taff so that they may fulfill their roles 
vith due respect for the humanity of the 
patient, his family and friends. She can 
spark in them the desire to know them- 
selves better. to use their personal resources 
more fully. She can encourage sympathy, 
tactfulness, and kindness tempered by the 
sense of the concrete realities of life which 
produce nurses who have respect for human 
personality. She can inculcate in her staff 
the compassion and good will that, when 
combined with scientific care, is the essence 
of nursing. 
Greeting a patient cordially implies a 
high degree of sincerity; sympathy and a 
pleasant manner are necessary or the wel- 
come may appear staged. First impressions 
will stay with him throughout his hospi- 
talization. Smiling warmly and standing to 
receive him and bid him welcome are 
,>uch easy things to do and they inspire con- 
fidence in the patient and his relatives. 
Some nurses possess an extraordinarY gift 
lor receiving the patient graciously even 
when the room and bed are not ready. All 
can profit from the example of one young 


SIST[R <)T. AUGUSTIN, formerly on the staff 
1'-l0!CI Dlcu of Chicoutimi, Que., has been 
.lsslgtied to assist in the opening of a new 
hospital in I ebanún. 
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nurse in such a situation. She found a way 
to welcome the patient without making 
the unreadiness obvious to him. She seated 
him in the waiting room; introduced his 
nurse to him; chatted to him about his 
doctor; made him acquainted with his in- 
terns; offered him refreshment. When his 
room was ready, she escorted him to it 
personally, explained how various bits of 
equipment worked and made sure that he 
was settled comfortably. Would that every 
patient was welcomed thus! 
Providing a hospital environment con- 
ducive to recovery is the responsibility of 
nursing staff. Human personality tends to 
be neglected during the multiplicity of 
medical examinations, techniques of va- 
rious kinds and special services. Focusing 
attention solely on the illness and forget- 
ting the animating principle - the soul - 
is dangerous; we lose touch with humanity. 
Yet nursing is defined as a personal ser- 
vice characterized by respect for the hu- 
man personality and its destiny. Is it not 
better to grant attention to the human 
being than to have dressings and treatment 
performed by a succession of nurses whom 
he does not know and who do not know 
him? At the end of a day, the patient may 
have received an abundance of physical 
care but what has he received as a person? 
It was with ironic good reason that a pa- 
tient commented on discharge: 
"I had brought a little gift for the nurse 
who would be looking after me but I 
haven't been able to give it to her since 
I have had no chance to get to know her!" 
What can we do to maintain the prestige 
of nursing and safeguard respect for the 
patient as a human being? 
First of all, we can put ourselves in the 
patient's position and look at all things 
from his angle. He Should feel at ease 
among us. By showing interest in him. 
finding out how he feels and expressing our 
pleasure at improvement in his health; by 
being interested in what interests him; by 
assisting him willingly when he becomes 
dependent as he may feel humiliated by his 
dependence upon his doctor and other per- 
sonnel; by anticipating his wants the nUl1>c 
shows her real concern for the individual 
patient. 
Secondly, interest in the diet is an im- 
portant factor. The head nurse should be 


*Definition given by Sister Denise Lefeb- 
vre, director. Institut Marguerite d'You- 
ville, Montreal. 
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sure that meals conform to the prescribed 
diet; that food is properly served; that the 
patient is satisfied. She can visit during 
meal hours and chat pleasantly. This is a 
small gesture but often a stimulant to the 
appetite. 
During treatments and examinations, res- 
pect for the individual and his feelings can 
be demonstrated. Take time to explain the 
test and its purpose; the reason for advance 
preparations and the method of examina- 
tion - the latter as tactfully as possible. 
Your patient will be less apprehensive and 
more willing to cooperate fully. 
When the surgeon indicates the need for 
surgery, the head nurse has an important 
role to play. Her success is largely depen- 
dent on her use of good psychology: she is 
optimistic in her approach; she encourages 
the patient and builds up his confidence 
in his doctor; she makes a point of being 
with him just as he leaves for the operating 
room, indicating her continued interest in 
his welfare. 
Compassion for the suffering of one's 
neighbor is recommended and commend- 
able. Throughout his hospitalization the pa- 
tient needs to feel that he is considered as 
a human being. This attitude should carry 
over to the relationships between the staff 
and the patient's relatives. 
The patient who is ready to go home 
expects more than simple authorization to 
leave. The nurse should make sure that 
he has received any necessary instructions 
about medications; that he knows how to 
perform treatments if these are required; 
that he is aware of principles of good hy- 
giene; that he understands his diet if a 
special one is prescribed. She can express 
her pleasure over his recovery and send 
him on his way secure in the knowledge 
that help is available should the need arise. 
Regardless of our feelings, materialism 
tends to close in on us from all sides as a 
result of rapid progress in nUl1>ing and the 
introduction of new techniques. There is 
consequent danger that we may lose sight of 
the patient as a human being. This may be 
alleviated if we are able to keep alive our 
love for mankind. Our own problems must 
be set aside in our concern for others. Em- 
pathy will help us to understand our pa- 
tients and their suffering. We must consider 
the individual; we must take time to listen 
to him. Just as a chain of mountains is 
judged by the height of its peaks, the great- 
ness of nursing will be judged by our res- 
pect for human individuality. 
THE CANADIAN NURSE 
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Canac!ian Nurse Heac!s 
The Worlcf of Nursing 
A member of Canada's delegation 
to the 13th Quadrennial Congress of 
the International Council of Nurses 
has returned to Canada as the ICN's 
new president. She is ALICE GIRARD, 
dean of the faculty of nursing at the 
University of Montreal and is the first 
Canadian to hold this office. 
As president of the ICN, Miss Gi- 
rard win head, for four years, an as- 
sociation representing 63 countries 
and Over half a riUion nurses. Her 
term of office will end in July, 1969. 
From now until the 14th Quadren- 
nial Congress convenes she will travel 
extensively to give a guiding hand to 
member associations in the promotion 
of world health and international un- 
derstanding. 
Miss Girard is wen equipped for her 
new work. She is past president of 
the Canadian Nurses' Association, 
chairman of the nursing service com- 
mittee of the International Council of 
Nurses, chairman of the nursing ed- 
ucation committee of the International 
Catholic Nurses' Association, a mem- 
ber of the committee for acute patient 
care of the International Hospital Fed- 
eration, a member of the World Health 
Organization expert advisory panel on 
nursing, and was the only woman 
member of the Royal Commission on 
Health Services. 
The new president, who holds a 
master's degree in nursing education 
from Columbia University. defines 
what is expected of the International 
Council of Nurses in this way: 
Through its constant contacts with mem- 
ber associations, it will gather information 
on new theories. new developments. new 
avenues of services and evaluate and disse- 
minate information which can benefit all. 
Give special professional assistance to 
those member associations who are still 
struggling with the growing pains that 
accompany the developments of all young 
organizations and particularly those working 
under adverse conditions. 
Look beyond the horizon and visualize. 
on a broad scale. how the profession can 
improve its service to humanity. 
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See that nursing is represented in all 
world organizations where the rights and 
the interests of nurses are concerned as 
well as where the profession can con- 
tribute to the welfare of mankind. 
During the next four years, Miss 
Girard will devote her talents in this 
direction. As she says, "the profes- 
sional association has a responsibility 
to look ahead. to recognize the chang- 
ing scope of the profession, to search 
out new functions that it should as- 
sume. At the same time, it should 
preserve old standards and practices 
of proven worth while incorporating 
new standards and practices of emerg- 
ing worth." 
Next Congress in Canac!a 
When the 14th Quadrennial Con- 
gress of the International Council of 
Nurses convenes in Montreal in July. 
1969. forty years will have passed 
since Canada last played host to this 
international body. In July, 1929, 
over 6.000 nurses from 34 countries 
met in Montreal for the Sixth ICN 
General Congress. That Congress 
marked the 30th anniversary of the 
founding of the International Council. 
when nurses from six countries joined 
Mrs. Bedford Fenwick to form the 
ICN. 
Since that time individual nurses, 
through membership in their national 
association have been given the op- 
portunity to not only draw on the 
resouces of the ICN. but to contrib- 
ute to the improvement of nursing 
throughout the world. 
1969 will provide an even greater 
opportunity for Canadian nurses to 
contribute to the progress of nursing. 
Thev will be able to share with thou- 
sands of nurses from other member 
countries the benefit of their expe- 
riences in association activities as well 
as their professional experiences. It is 
through this sharin.!! of resources. new 
trends and ideas that the outlook in 
the whole field of nursing is broad- 
ened. 
Montreal: YOUR Convention City 
Montreal, one of North America's 


finest convention ClUes, win provide 
the setting for CNA's 33rd Biennial 
Meeting July 3 to 9, 1966. Delegates 
will find it an exciting blend of the 
old and the new. Modem sky-scrapers 
and up-to-date facilities are inter- 
spaced with the charming reminders 
of Old World architecture and tradi- 
tions. From expertly serviced hotels 
and large meeting rooms, convention 
visitors can step into a world of an- 
tique beauty, historic forts, open-air 
markets, horse-drawn carriages and 
showcases for the world of art. And, 
becaust: the people who live in this 
city of over two million are "bon 
vivants" by nature, they have created 
a life which has earned Montreal the 
title "The Paris of North America." 
Convention headquarters in this 
seventh largest city on the continent 
will be located in The Queen Eliza- 
beth Hotel. It reigns supreme among 
convention hotels. It is located close 
to the shopping and cultural centres 
of the city and is linked to Canadian 
National Railwav's Central Station 
and the Airlines Terminal by escalator 
and elevator through the main lobby. 
It provides. in addition to modem. 
air-conditioned accommodations. 17 
specialty restaurants and bars without 
ever stepping outside. and under- 
ground walks to Place Ville Marie. the 
city's towering new shopping-enter- 
tainment-business centre. Montreal's 
major stores. churches. theatres. galle- 
ries and financial centres can be reach- 
ed in a few minutes' stroll. as can the 
citv's other leading hotels. 
Program items are not yet definite 
but the planning committee is meeting 
regularly and plans are already taking 
shape. Some outstanding speakers 
have been invited and the committee 
is anxiously awaiting replies. 
Look to these pa.!!es in the months 
to come for convention details and 
olan to meet in vour convention city 
July 3 to 9. 1966. 
Nurses Retrainec! in Ontario Course 
The trend for older. non-practising 
nurses to return to the profession. has 
been building up gradually mer the 
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past five years. So stated the Toronto 
Globe and Mail recently. And it is a 
good thing for the profession, which 
needs them, a group of nurses agreed. 
The nurses had participated in the 
first refresher course sponsored by the 
Ontario Department of Health for 
non-practising public health nurses. 
Sessions of the two-week course were 
held at Queen's University, Kingston. 
The students, all of whom were 
married, had not nursed for periods of 
from seven to 30 years. All had been 
public health nurses before marriage, 
and will return to that field, a re- 
quirement for taking the course. 
"The de'partment's public health 
nursing branch has been studying this 
project for several months and the 
course was the outcome of our study," 
said ISABEL BLACK, head of the On- 
tario public health nursing division. 
Queen's University offered to conduct 
the cours'e for us. And we were so en- 
couraged by its success and the enthusiasm 
of the nurses that we are planning to re- 
peat it. We have already approached a 
university in another part of the province 
to conduct a similar course for us next 
year. 
"It was a very exciting experience to 
work with mature women anxious to 
regain confidence in themselves and 
their professional skills," HAZEL WIL- 
SON, a department regional consultant, 
said. With ROSELLA CuNNINGHAM, 
also of the nursing branch of the 
department, Miss Wilson assisted 
JENNY WEIR, director of Queen's 
school of nursing, in giving the course. 
Miss Wilson pointed out: 
Each student, as a mature, experienced 
person, had much to offer and various tal- 
ents became apparent. Forty-eight per cent 
of the 1,254 nurses now employed in 
public health agencies are married. and 
we see more and more of them returning 
to the profession all the time. 
Students came from all parts of the 
province. They included doctors' wives and 
women who had taken an active part in the 
public life of their community. They enrol- 
led for varying reasons, but none of neces- 
sity. financially. 
"With the boys moving along I 
thought it was time for me to move 
too." MRS. DONALD BLACKBURN, 
Toronto, said. Her two sons are at 
Waterloo University, and her husband 
is an engineer. Before marriage she 
was with the Victorian Order of Nurses 
and the Toronto Health Department. 
The course gave us valuable direction 
as to trends of present-day nursing, as 
compared with our day. It opened new 
doors for some women who had been 
confined to home for some time. Getting 
back into the field will enrich their lives - 
it will give them the opportunity, not 
only to serve, but to be served. 
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Canadian Nurses 
Undertake CUSO Assignments 
Twelve Canadian nurses leave this 
month for two-year assignments in 
nursing posts for the Canadian Univer- 
sity Service Overseas. The volunteers, 
who have received orientation courses 
to prepare them for the problems and 
conditions they will confront in their 
new assignments, are: 
Miss Jeanne d'Arc Gregoire of Ottawa, 
to Kenya 
Miss Judy Costello of Ottawa to Chris- 
tian General Hospital, Palwal, Punjab. 
India 
Miss Ailene Mann, of Peterborough, to 
Christian Hospital, Azamgarh, U.P. India 
Miss Jocelyn Cormier of Ottawa, to 
Kasturba Hospital, IndIa 
Miss Judy Neænberg of Montreat to 
Shri Gurundeo Hospital, Amravatti Maha- 
rashta, India 
Mrs. A. Wickett of Vancouver, to Nigeria 
Miss Marjorie Carroll of Campbellton, 
Ontario, to Holy Rosary Hospital, Emekuku, 
E. Nigeria 
Mrs. Jocelyn Gagnon of St. Foy, Que- 
bec, to St. Jdhn Hospital, Kabba. N. Ni- 
geria 
Mrs. Lise Garon of Buckingham, Quebec. 
to St. John Hospital, Kabba, N. Nigeria 
Mrs. Marian Geros of Vancouver, to 
Karimoja Hospital, Karimoja, Uganda 
Miss E. Shannon of Winnipeg to Uganda 
Miss Marie Chiasson of Sydney, N. S., to 
St. Joseph Hospital. St. Peter, Barbados, 
W.I. 


Publications Recently Received 
in CNA Library 
Most of the material listed below is 
available on loan from the CNA Libra- 
ry. Requests should be addressed to: 
The Librarian 
Canadian Nurses' Association 
74 Stanley Avenue 
Ottawa 2, Canada 
Applications for loans should give 
the month in which the publication 
was listed in THE CANADIAN NURSE. 
Key to Symbols 
(A/E) English only 
(F) French only 
(F. E/ A) French and English 
J. Abramm'itz, A. B. and Elaine Burn- 
ham. Self-understanding in professional 
education: a pilot project in schools of 
nursing in Wisconsin. Madison, Wisc. Divi- 
sion of Child Behavior and Development 
Section on Community Health Services, 
Wisconsin State Board of Health, 1965. 
128 p. A/E. 
2. American Nurses' Association. Stan- 
dards for organized nursing services in 
hospitals, public health agencies. nursing 
homes, industries. and clinics. New York, 
1965. 16 p. AlE. 
3. American Sterilizer Company. Re- 
search Department. Guide to nursing ser- 


vice area layout and equipment for nurs- 
ing homes. convalescent homes, rehabilita- 
tion institutions and homes for chronically 
ill. Erie. Penn., 1964. 11 p. AlE. 
4. - Guide to processing techniques of 
medical equipment and supplies for nurs- 
ing homes. convalesoent homes, rehabilita- 
tion institutions and homes for chronically 
ill. Erie, Penn., 1964. 22 p. AlE. 
5. Quebec Hospital Association. Careers 
in hospitals. Montreal, 1965. 48 p. AlE. 
6. Bennett, Addison C. Methods im- 
provement in hospitals. Philadelphia. Lip- 
pincott, 1964. 157 p. AlE. 
7. Canada. Dept. of Labour. Women's 
Bureau. Women at work in Canada; a fact 
book on the female labor force, 1964. 
Ottawa, Queen's Printer, 1965. 108 p. AlE. 
8. Canadian Hospital Association. Can- 
adiaill hospital directory. 1965. Toronto. 
1965.314 p. AlE. 
9. Copeland, Donalda McKillop. Re- 
member nurse, as told to Eugenie Louise 
Myles, l'oronto. Ryerson. 1960. 250 p. AlE. 
JO. Cowan, M. Cordelia, ed. The 
yearbook of modern nursing 1958-59; a 
source book of nursing. New York, G. P. 
Putnam's Sons, 1959.409 p. AlE. 
11. Fowler, H. W. A dictionary of 
modern English usage. 2d ed. rev. by Er- 
nest Gowers. Oxford, Clarendon Press, 1965. 
725 p. AlE. 
12. Gallagher, Anna Helen. Educational 
administration in nursing. New York, Mac- 
millan, 1965. 221 p. AlE. 
13. Georgin, René. Le langage de l'ad- 
ministration et des aftiair.es. Paris. Editions 
Sociales Françaises, 1954. 208 p. F. 
14. Gt. Brit. Central Youth Employ- 
ment Executive. Nursing and midwifery. 
3d ed. London, H. M. Stationery Office. 
1965. 48 p. AlE. 
15. International Labour Office. Job 
evaluation. Geneva, 1960. 146 p. AlE. 
16. Jacobs, Paul. Old before its time 
coHective bargaining at 28. Santa Barbara. 
Centre for the Study of Democratic Institu- 
tions, 1963.46 p. AlE. 
17. Kerr, Clark. Unions and union 
leaders of their own choosing. Santa Bar- 
bara, Centre for the Study of Democratic 
Institutions, 1957. 24 p. AlE. 
18. Lamb, Silvia and David N. Solo- 
mon. The social behavior surrounding chil- 
dren's health problems. Toronto, Canadian 
Conference on Children, 1965. 145 p. AlE. 
19. MacFarlane, J. A. La fonnation mé- 
dicale au Canada. Ottawa, Queen's Printer. 
1965.419 p. FIAIE. 
20. Mac Dermot, H. E. History of the 
school of nursing of the Montreal General 
Hospital. Montreal, The Alumnae Assoc., 
1940. 152 p. AlE. 
21. MacLaggan, Katherine Eva. Por- 
trait of nursing; a plan for the education 
of nurses in the province of New Bruns- 
wick. Fredericton, N. B., New Brunswick 
Association of Registered Nurses. 1965. 
146 p. AlE. 
22. Manitoba Hospital Commission. 
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Study of hospital facilities and services for 
the chronically ill. Winnipeg, 1964. 53 p. 
AlE. 
23. National League for Nursing. The 
Bellevue classification system for nursing 
school libraries. New York, 1965. 58 1. 
AlE. 
24. - Licensed practical nurses in nurs- 
ing services. New York, 1965. 44 p. A/E. 
25. - Teacher-practitioner: collabora- 
tors for the improvement of nursing care. 
Papers presented at the 18th conference of 
the council of Member Agencies of the 
Dept. of Baccalaureate and Higher Degree 
Programs held at Dallas, Texas, Nov. 9-11, 
1964. New York, 1965.59 p. A/E. 
26. - Dept. of Diploma and Associate 
Degree Programs. Selected bibliography on 
associate degree nursing programs and 
nursing education in junior and community 
colleges. New York, 1964. 3 1. A/E. 
27. - Dept. of Practical Nursing Pro- 
grams. Criteria for the evaluation of edu- 
cational programs in practical nursing. New 
York, 1965. I7 p. A/E. 
28. Orem, Dorothea E. Guides for de- 
veloping curricula for the education of 
practical nurses. Washington. U.S. Dept. 
of Health, Education and Welfare, Office 


of Education, 1959. 165 p. A/E. 
29. Roberts, Doris E. The staffing of 
public health and outpatient nursing ser- 
vices. Methods of study. Geneva, World 
Health Organization, 1963. 101 p. A/E. 
30. Roy, Eugenie-de-Rome, Sister. Stu- 
dy of personnel services in schools of nurs- 
ing in Quebec affiliated with Laval Uni- 
versity. Saint Louis, Mo., 1963. 66 1. A/E. 
31. Saskatchewan, Advisory Planning 
Comm. on Medical Care. Report to the go- 
vernment of Saskatchewan. Interim report, 
1961; final report, 1962. Regina, Queen's 
Printer. 1962. 2v. in 1. A/E. 
32. Saskatchewan Registered Nurse's 
Association. Criteria for evaluating a nurs- 
ing service department. Regina. 1963. 50 p. 
A/E. 
33. Shanks, Mary D. and Dorothy A. 
Kennedy. The theory and practice of nurs- 
ing service administration. New York, Mc- 
Graw-Hill, 1965.303 p. AlE. 
34. Sheffield, Edward F. Enrollment to 
1976-77 in Canadian universities and col- 
leges: 1963 projection. Ottawa, Canadian 
Universities Foundation, 1964. 16 p. A/E. 
35. Skipper, James K. and Robert C. 
Leonard, editors. Social interaction and pa- 
tient care. Philadelphia. Lippincott, 1965. 



 

 


399 pages Available in English only. 
36. Spalding, Eugenia Kennedy and 
Lucille E. Notter. Professional nursing 
foundation; perspectives and relationships, 
7th ed. rev. Philadelphia, Lippincott. 1965. 
684 p. A/E. 
37. Tremblay, Marc-Adelard. The so- 
cral bases of maturity in childhood: with 
the assistance of Vincent Ross. Toronto, 
Canadian Conference on Children. 1965. 
115 p. AlE. 
38. U. S. Dept. of Health, Education 
and Welfare. Public Health Service, Nation- 
al Institute oj Health. The Clinical Centre. 
The nurse in research an approach to pro- 
fessional excellence. Bethesda, Md., 1965. 
16 p. AlE. 
39. Wensley, Edith. Nursing service 
without walls: a call to action to all com- 
munities coast to coast. New York, De:pt. 
of Hospital Nursing, Dept. of Public Health 
Nursing, National League for Nursing, 
1963.64 p. AlE. 
40. Willard, Helen S. and Clare S. 
Spackman. Occupational therapy. 3d ed. 
Philadelphia, Lippincott. 1963. 473 p. A E. 
41. World Health Organization. WHO 
research training grants. Information book- 
let. Geneva, 1963.21 p. A/E. 
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ALBERTA 


Registered Nurses (Immediately) to fill staff vacancies 
and for summer relief in 50-bed active treatment 
hospital in beautifully situated town on the Atho- 
bosce River close to popular lake resorts; bus 
service twice doily to Edmonton (2'12 hours). Salary 
range $330-$390 depending on experience. OJ!. and 
Obs. experience an asset. 5 day, 40 hour week, 
revolving shifts; full maintenance in nurses. residence 
including laundering of uniforms $35 per month; 
M.S.I., Blue Cross, and pension plan in effect. 
Apply or write for further information and per- 
sonnel policies to: Matron-Administrator, Municipal 
Hospital, Athobosco, Alberto. 1-1- 1 
Registered Nunes for a 51-bed active treatment 
hospital, situated in east central Alberta. Salary 
range from $340-$385 commensurate with experience. 
Sick Leave and pension benefits available, 40-hour 
work week, 2] days annual vocation plus statutory 
hol idays, full maintenance in new nurses' residence 
for $30/m. For further information, kindly contact: 
W. N. Saranchuk, Administrator, Municipal Hospital, 
ELK POINT, Alberto. 1-34-1 


Registered Nurses for General Duty and Operating 
Room in modern 2oo-bed General Hospital in south- 
ern Alberta city 60 miles from the mountains. Salary 
range $330 - $390 with recognition for previous ex- 
perience. Policies in accordance with AHRN recom- 
mendations. Write to: Associate Director of Nursing 
Service, Lethbridge Municipal Hospital, Lethbridge, 
Alberto. 1-
7-1 


Registered Nunes for new loo.bed Auxiliary Hos- 
pital located in Central Alberta. Salary $330-$390 
depending on experience. Full range of fringe bene- 
fits. For particulars contact: Director of Nursing Serv- 
ice, Auxiliary Hospital, Red Deer, Alberta. 1-76-4 


REGISTERED NURSES for 44-bed active treatment 
hospital. Salary range from $335 up with experience 
recognition. Good personnel policies, Pension, Medical 
and Hospitalization plans, 40 hour week, excellent 
sick leave and holiday schedule. Apply: Holy Cross 
Hospital, 80x 339, Spirit River, Alberta. 1:8]-1 
Registered Nunes (immediately) for 54-bed hos- 
pital. Basic so lory $330 per month with 4 annuol 
increments to $390, increment adjusted to previous 
experience. Group Medical, hospitalization and pen- 
sion plans. 40-hour week, 31 days vocation after 
one year, accommodation in residence $35. Apply: 
Director of Nursing, Municipal Hospital, Vermilon, 
Alberta. 1-90-2 


Registered Nurses for General Duty for 34-bed Gen- 
eral Hospital. Salary $340-$400 per month. Com- 
mencing with $335 with I year and $370 with 3 
years practical experience. Full maintenance avail- 
able at $35 per month. Pension plan. Train fore from 
any point in Canada will be refunded offer I 
year employment. Hospital located in a rown of 
1,]00 population, 85 miles from Capital City on a 
paved highway. Apply to: Municipal Hospital, Two 
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1522 Sherbrooke Street West, Montreal 25, Quebec 


Hills, Alberta. Phone 335. 


Generol Duty Nurses for small General Hospital 
near Cold Loke Air Base. Good transportation to 
Edmonton. Salary according to A. H. A. Policies. 
Apply: Matron, Duclos Hospital, Bannyville, Alberto. 
1-10.3 


General Duty Nurses for well-equipped 60-bed hospital 
in active town of 3,500. Salary $330-$390 for Alberto 
registered; $320 fnr non-Alberto registered. New se. 
parate residence, excellent personnel policies and 
working conditions. Apply to: Director of Nursing, 
Brooks General Hospital, Brooks, Alberto. 1-13-1 
GENERAL DUTY NURSES - salary range $3,780 to 
$4,500 per annum. 40 hour work week, modern I iv. 
ing-in facilities available at moderate rates, if de- 
sired. Civil Service holiday, sick leave (Jnd pension 
benefits. Apply to: Boker Memorial Sanatorium, De. 
portment of Public Health, Calgary, Alberta. 1-]4-3 
General Duty Nurses for modern 25-bed hospitol. 
Salary range $355-$400. New stoff residence. Full 
maintenance $35, personnel pol icies as per AARN. 
Apply to the: Director of Nurses, Municipal Hospital, 
Coronation, Alberta. ] -25-1 
Generol Duty Nurses and Certified Nuning Aides 
for modern 70-bed hospital. Salary $355 and $230 
respectively; credit for experience; shift differential 
for R.N.'s., liberal policies, accommodation avail. 
able. For further particulars apply to: Administrator, 
Providence Hospital, High Prairie, Alberta. 1-45-1 
General Duty Nunes (2) - immediate vacancies - 
busy 20 bed active treatment hospital. living-in 
accommodations available. Starting salary $345 per 
month, maximum $405 for Alberto Registered Nurse. 
Personnel policies available on request. Pleose ad- 
dress application to: Mrs. Joyce Bergquist, R.N., 
Director of Nursing, Moyerthorpe Municipal Hospi- 
tal, Mayerthorpe, Alberto. ] -61-1 
General Duty Nunes (2) required for Provost Muni- 
cipal, (34 beds - 6 bosinettes), rotating duty, resi- 
dence available. Full board and room - $35 per 
month, uniforms laundered free. Starting salary $335 
with additional payment for post experience. All 
fringe benefits available. Please apply to: Mrs. l. 
Hut, Matron, P.O. Bax 270, PROVOST, Alberto. 
1-73-1 
Graduate Nurses. Salary: $330 to $39O/m. 5 day, 
40-hr. wk., 31 doys paid vocation offer 12 mo. 
continuous employment, also generous sick time and 
pension benefits. For further particulars please apply 
to: M. Hawkes, R. N., Superintendent of Nurses, Mu- 
nicipal Hospitol, Drumheller, Alberta. 1-31-2 
BIIITISH COLUMBIA 
OPERATING ROOM SUPERVISOR required August 
15, 1965 for a busy deportment in 146-bed hospital. 
Applicants should have experience and preferably 
a postgraduate course in O.R. Management and 
Technique. Operating Room Nurses also required 
September ], 1965, RNAOC personnel policies in 
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1-88-1 


effect. Apply to: Director of Nursing, General Hospi- 
tal, Chilliwack, British Columbia. 2-1 3 -1 
HEAD NURSE for small, active psychiatric unit in a 
General Hospital, associated with district Mental 
Health Clinic. University preparation desirable. Posi- 
tion open in October. For further information apply 
to: Director of Nursing, Kelowna General Hospital, 
Kelowno, Bri t ish Columbia. 2-34-1 A 
Paediatric Head Nune for 165-bed active hos- 
pital in the scenic interior of British Columbia. 
Present hospital expansion includes a new 63-bed 
paediatric unit. Personnel policies in accordance with 
RNABC. Apply in writing, stating qualifications and 
experience to: Director of Nursing, Regional Hospital, 
Prince George, British Columbia. . 2-57-1 
Operating Room Head Nurse ($390-$471) and General 
Duty Nunes for fully accredited 113-bed hospital 
(82 beds in use) in N.W. B.C. Excellent fishing, 
skiing, skating, curling and bowling. Hot-springs 
swimming nearby. Salaries: B.C_ Registered $355- 
$428. Non-Registered $340. Room and board $50. 
Apply: Direcfor of Nursing, General Hospital, Kiti- 
mot, British Columbia. 2-36-1 A 
Registered Nunes for General Hospital with School 
of Nursing, situated In the I nterior of British Co- 
lumbia. Lorge expansion project due to open this 
year. Personnel policies as recommended by RNABC. 
For further information apply to: Director of Nurs- 
ing, Royal Inland Hospital, Kamloops, British Co- 
lumbia. 2-32-] 
Registered Nurses or Graduate Nunes for 75-bed 
hospital completed in September 1962. Salary B.C. 
Registered Nurse $340-$413. Non-B.C. Registered 
Nurse $325. RNABC pol icies in effect, group medical 
health plan, superannuation. Very active town in 
Cariboo ranching country, excellent personnel poli- 
cies. Apply: Director of Nursing, Coriboo Memorial 
Hospital, Bax 430, Williams Lake, British Columbia. 
2-80-1 


Registered Nurses for General Duty in active small 
hospital. Salary $325, B.C. registered $340, RNABC 
policies in effect, residence available. Apply: Ad- 
ministrator, Lady Minto Hospital, Ashcroft, British 
Columbia. 2-4-1 
B.C. R.N. for Generol Duty in 32 bed active treat- 
ment hospital. RNABC salary rates and fringe bene- 
fits - attractive community close to Vancouver, B.C. 
For appl ication form write: Director of Nursing, 
Fraser Canyon Hospital, Box 1090, Hope, 

Ó-I 


General Duty and experienced Operating Room 
Nurse for 54-bed active hospital in northwestern 
B.C. 1965 salaries: B.C. Registered, $355, Non- 
Registered, $340. RNABC personnel policies in effect. 
Planned rotation. New residence, room and board: 
$50/m. T.V. and good social activities. Write, 
Director of Nursing, Box J297, Terrace, British 
Columbia. 2-70-2 
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Only one system is 
THE System... 
BARDEX 8 VALVE FOLEY CATHETER TRAY 
REMEMBER IT...USE IT... YOU'LL BE BLAD YOU DID 


-
 
........... 


SIMPLE: Everything needed in a single 
sterile unit with contents conveniently 
arranged in step-by-step order to facilitate 
the nurse's task. 


REDUCES LABOR COST: Not one wasted 
step... saves time now spent collecting, 
sterilizing, assembling and cleaning up. 


SAFE: A sterile, preconnected closed 
drainage system that provides unbroken 
one-line construction from bladder 
to collection device. This closed system, 
together with rigid aseptic 
technique(1.2), can approach 
100% in the reduction 
of infection. 


STERILE, COMPLETE and READY TO USE 
r------------------------------ 
Now Available...Your FREE Color Brochure on the 
New Bardex Valve Foley Catheter Tray "CatheterIza- 
tion and THE System" SEND FOR IT TODAY. 


NAME 


........ 


HOS
ITAL 


.TATE 


ZIP CODE 


REFERENCES: 1. Do,aut.I" R. E.. Walt.r, 
C. W., Graves, R. C. and Harrison, J. H.: 
Technical Adwancl'S in the Prevrntlon 
of Urinary Tract InfKtlon: Journal of Urology, 
March, 1962. 2. Desðlltels, Robert E., M.O , 
"Mismanagement of Urethral Catheterization, II 
Ho.pital Modlcln., Pg. 10-13; / - 
March, 1965. 
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1965 LEMON 
When an individual frustrates us, we can 
often retaliate with a few well-chosen 
words. But when an object such as an au- 
tomobile frustrates us [and who among us 
car-owners has not at some time or other 
been frustrated by these monsters who seem 
to have minds of their own] we can do little 
other than swear up and down that we 
will never again buy that particular make. 
Certainly a car doesn't pay heed to "soft" 
words; and if you pound it with your 
firsts or kick it with your feet, the feedback 
is indeed painful. 
We were, therefore, delighted when we 
recently observed one man's answer to the 
dilemma of how to "get back" at an obsti- 
nate, foul-running car and its manufacturer. 
Fastened to the car were plastic "lemons." 
A sign read: "1965 - lemon of the year!" 


RATS IN RESEARCH 
Even rats travel by jet! According to 
Clipper Cargo Horizons, jet transportation 
has opened a world market for the scien- 
tifically produced laboratory animals of 
Charles River Breeding Laboratories Inc. of 
Massachusetts. 
Three-quarters of a million carefully 
raised rats and mice are flown abroad 
yearly to industrial and university resear- 
chers. The market for these animals had 
existed for some time, but only with the 
advent of jet transportation did their ex- 
port become a practical operation. 
The Charles River laboratories produce 
two basic types of animals for research: 
completely germ-free, and other COBS - 
or Caesarean-Originated Barrier-Sustained 
animals not completely germ-free, but free 
of diseases that would affect their value 
as research tools. 
The germ-free rats and mice are a 
relatively new item in the commercial mar- 
ket. They are produced in an environment 
where they never come in contact even 
with their human keepers. This treatment 
provides a uniquely uncontaminated animal 
for every special research purposes or for 
breeding new colonies of animals. 
The other Charles River animals are 
bred in a "barrier" environment that in- 
volves rigid decontamination of all objects 
or people that must pass into the controlled 
areas. 
All the rat and mouse pups that will 
772 OCTOBER 1965 


serve as nucleus stock for new production 
areas are delivered by Caesarean opera- 
tion and put with foster mothers for rear- 
ing. Thus. since the uterus is removed dur- 
ing the Caesarean, the pups are transferred 
from one completely protected environment 
to another. 
Many people think of rats as simply 
overgrown mice. This is not true. and they 
perfonn different functions in the labo- 
ratory. Mice are used for short-tenn, acute 
studies such as investigating the toxicity 
of a drug. Rats generally are used for 
longer-term studies which represent a human 
life cycle - for instance, checking out a 
food additive. This would be fed to a rat 
for two years. If no ill effects showed. 
the additive would be considered safe for 
a human lifetime - at the ratio of 35 
rat years to one human. 


FAUX PAS 
Occasionally, our efforts to converse in 
French with the editorial staff of L'/nfir- 
mière Canadienne are rather devastating. 
After our last faux pas we are convinced 
that we had better give up. lest we cause the 
French-speaking editors to have apoplexy 
from laughing. 
Several problems had arisen and were 
causing much tearing of the hair. Said we, 
soothingly, (in French), "With patience, 
anything can be conquered." At least that's 
what we thollght we had said! It seems 
that the word "passion" was used. rather 
than patience! 


HAZARDS OF TRENDELENBURG POSITION 
Lowering the head in the Trendelenburg 
position to treat shock appears to have no 
rational basis. Neither blood pressure nor 
cerebral circulation is improved over the 
horizontal position and may, in facr, be 
decreased. Upward pressure on the dia- 
phragm from abdominal viscera in the 
head-down position leads to respiratory dif- 
ficulties. The only benefit is the emptying 
of the veins of the lower extremities, which 
can be accomplished without the hazards of 
the Trendelenburg position by elevating the 
legs and keeping the head and trunk level. 
- Guntheroth, W. G., Abel, Francis L. 
and Mullins, Gay L. Hazards of Trendelen- 
burg Position, SII,.g. Gynec. Obstet. 119: 
345-348, 1964 as cited in Modern Medicine 
of Canada. 20: 119, April, 1965. 
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HER BIT FOR NATIONAL UNITY 
While on vacation in Ontario recently we 
were surprised to hear a young mother, in 
the car parked next to ours. answer her 
children's questions in French. We were 
surprised, because we had heard her speak- 
ing what was obviously her native-tongue, 
English, a few minutes earlier. Suddenly we 
remembered that the license plates on our 
car displayed "La Belle Province" emblem. 
As we pulled out of the parking lot, the 
woman gave us a broad smile and we 
beamed back. She was obviously trying to 
show us that not all people outside of 
Quebec are unilingual! 


THE CAREFUL CHAUFFEUR 
A short time ago I was talking to a 
farmer who told me had just returned 
from a trip to Oklahoma. He said he had 
gone there in a pick-up truck bring back 
a $25,000 bull his boss had bought at an 
auction. He volunteered the infonnation 
that he had never driven so carefully in 
his life. 
Sensing a story, I asked why he had 
driven so carefully. With a surprised look, 
he answered, "I didn't want to hurt the 
bull or skin him up." 
I have repeated this story many times 
and have always got a chuckle from my 
listeners. But I'm pretty sure this driver 
is fairly typical. I believe most drivers 
would be more safety conscious when chauf- 
feuring a high-priced bull than they would 
when chauffeuring their own families. 
The Health BlIlletin of North Carolina. 


" CHEATING" DEATH 
Suicide is the result of a rebellion against 
death. For many - perhaps even most 
people - the idea of having to die is 
unbearable. .. By committing suicide they 
believe they have cheated death as the con- 
demned cheats the executioner. " I believe 
that for most suicides the act does not mean 
really dying. Dying for them is something 
that is suffered and passively submItted to; 
when actively perfonned it becomes a 
triumph, as if the ego has proved itself to 
be almighty when it is strong enough to 
c.ast its life aside. - Eissler, K. R. Tire 
Psychiatrist and tire Dying Patient. New 
York, International Universities Press, 1955, 
c.ited in Nlln. Forllm Vol. 4. No. I, p. 18. 
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A 
CHALLENGING 
FUTURE 
AWAITS 
YOU.. . 
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THE NURSING IN 
CANADIA \ 
MEDICAL N FORCES \ 
SERVICE 
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Send for this informative booklet, which outlines the nursing and 
career opportunities. in the Canadian Forces Medical Service. Visit, 
write or call your nearest Canadian Armed Forces Recruiting Centre 
or write to: THE SURGEON GENERAL, DEPARTMENT OF NATIONAL 
DEFENCE, OTTAWA, ONTARIO, 
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Help Prevent 
"LIGHTS DUT" 
RESTLESSNESS 


--- 


with medicated 


derrnassage
 


skin refreshant and body rub 


On every ward, when you turn out the lights, some one wakes up . . . and wakefulness thrives 
on minor irritations. Skin discomfort, particularly, can disturb your patients during the night- 
time hours. But as nurses in thousands of hospitals know, a body rub with Dermassage may 
add that one welcome touch of relaxation which tips the balance in favor of rest and sleep. 
Dermassage comforts, cools and soothes tender, sheet-burned skin. It relieves dryness, cracking 
and itching and helps prevent painful bed sores. 
You will like Dermassage for other reasons, too. A body rub with it saves your time and energy. 
Massage is gentle, smooth and fast. You needn't follow-up with talcum and there is no greasiness 
to clean away. It won't stain or soil linens or bed-clothes. You can easily make friends with 
Dermassage - send for a sample! 


"SEE IF YOUR HANDS DON'T TELL YOU THE DIFFERENCE" 


Now distributed in Canada by LAKESIDE LABORATORIES (CANADA) LTD. 


. ',ademarlc 


'875 l...i. Stre.t. Don Milli. Ontarle 
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DISPOSABLE PREP KIT 
(SUSSE) 
Description - A new Electron-sterilized, one-time use Prep Kit to 
focilitote hondling mojor ond minor emergency ond OR preps. Each kit 
canto ins all components necessory for preoperotive preping neatly 
pocked in 0 heovy gouge plostic-wropped troy, ond is reody for imme- 
diote distribution by centro I supply. A disposoble non<logging razor, 0 
Hexochlorophene saturoted lothering sponge, a disposoble Sonolin 
plostic-bocked underpad, 0 disposoble 3-ply professional towel ond 0 dis. 
posable cotton applicotor complete this pre-packaged kit. The one-time 
use feoture eliminotes cross infection. The pre-assembled unit soves time 
ond lobar usually involved in sterilizing ond ossembling prep items. The 
kits are lightweight and compact, and are easily stored ond dispensed. 
Prices are avoiloble from Susse Hospitol Disposables, Greot Neck, 
New York, 11021. 


AMENORONE FORTE 
(ROUSSEL) 
Description - Amenorone Forte is based on Zondek's method of 
:reatment for amenorrhea, combining a progestogen with a minimol 
dose of estrogen and inducing, on withdrowol, the "medical curenoge" 
described by Fuller Albright; this results in 0 "normol physiological" 
menstruol bleeding. Amenorone Forte is thus 0 simple and safe test for 
pregnancy, since bleeding resulb in amenorrhea, but not in pregnancy. 
(During pregnancy, ovarian hormones are not deficient ond ore per- 
fectly capable of mointaining the endometrium. On cessotion of the drug 
the endometrium is still mointoined by the patient's own hormones; 
consequently, hemorrhoge does not occur.) 
Administration - For maximol obsorption the toblets should be 
token sub-Iobiolly (or sublinguolly) offer meols or on going to bed. 
Side Effects - Nouseo moy occur rorely, but disoppears spontaneously. 
Further information moy be obtoined from Roussel (Co no do) ltd., 
2795 Sotes Road, Montreal 26, P.Q. 


CYTOSPRA Y 
(WI NlEY-MORR IS) 
Description - A non-inflommoble, woter-soluble aerosol fixotive. 
It ropidly fixes and preserves smeors token from the cervix, bronchiol 
woshings, obdominol fluids, oral mucoso ond other body sources. Cyto- 
sproy contains polyethyl glycols, isoproponol ond propellonts. The 
fixotian properties are said to be equol to ond in some coses superior 
to acetone or ether-alcohol solutions. 
The cleor, smooth film<ooting protects fresh smears from drying or 
deterioroting. Slides are suitoble for immediote stoining (either Papa- 
nicoloou or oesin-hemotoxylin type). The sproy is avoiloble in 2 oz. 
containers. 
A Cytosproy Cytologie Concer Kit (containing cytosproy, woaden 
scropers, gloss slides, slide-moilers and envelopes - also vaginol 
pipettes and bulb if desired) is also avoiloble. 
Further information moy be obtained from Winley-Morris Ca. ltd., 
2795 Botes Road, Montreal 26, P.Q. 


CORTICAINE SOLUTION 
(NORDIC SIOCHEMICAL) 
Indications - For immediote ond losting relief from pruritus, burning 
or poin ossocioted with many skin diseases. 
Description - A ropid-octing anesthetic and anti-inflommatory prepo- 
ration. It combines hydrocortisone 5 mg. and lidocoine HCl (Xylocoine) 
20 mg. 


FUNGIZONE 
(SQUISB) 
Indicatians - Specific theropy for cutoneous ond/ or mucoculoneous 
infections due to Condido olbicans (Monilia), including intertrigo (oxil- 
lory, infromommory, crurol, perineol, perional, vulvol, scrotol), erosia 
interdigitolis blostomycetico (interdigitol lesions), dioper rosh, perlèche, 
poronychio, onychomycosis, ond globrous skin lesions. Poronychios 
ond/or onychomycoses respond less consistently ond moy require pro- 
longed treotment. 
Description - A choice of three preparotions: creom, lotion Or 
ointment. Each provides 3% (30 mg. per Gm.) omphotericin S. 
Administratian - Apply liberolly to monilial lesions 2-4 times doily. 
Durotion depends on potient response. Fungizone is well tolerated; locol 
reoctions seldom occur. Any topicol preporotion moy couse 0 rosh in 
a few potients sensitive to one or more of its ingredients ond if this 
occurs, discontinue use. 


FERTILITY TESTOR AND FERTILITY TAPE 
(WI NlEY-MORRIS) 
Description - A vaginol insertor ond tope for quick ond accurote 
determinotion of the fertile period (when pregnoncy con occur). 
The fertility tope is onoched to the testor which is then inserted into 
the vogina until in contoct with the opex of the vogino. The testor is 
left in position 3 minutes ond then withdrown. The tope indicotes the 
fertile period by turning from pink to blue. The color chonge occurs 
becouse glucose (0 simple sugor) is secreted by the internol female 
organs one to three days prior to ovulotion, when the egg is ready to 
be fertilized. The glucose secretion persists during ovulotion ond one to 
two doys ofter ovulotion. It pinpoints the fertile doys for the concurrent 
occurote use of the rhythm method of periodic continence, ond for 
detecting the optimal fertile phose for the childless couple. The human 
sperm usuolly lives for 4S to 72 hours offer entering the uterus, but moy 
live os long os five doys. The ovum lives for obout 6 to 12 hours. 
Since ovulotion moy occur at ony time during the cycle, it is essential 
thot the test is mode doily. A chort should be kept. 
Folse reactions moy occur immediotely before or after the menstruol 
period. The presence of smoll omounts of blood moy sometimes couse 
the tope to turn blue. Voginal infections or cervicol erosions causing 
dischorge ond itching moy also cOUse irregulor positive (blue) reactions 
during the cycle. False positives moy 0150 be coused by diobetes or 
glucose present in some prepored douche powders. Warm woter douches 
only are recommended. 
Complete informotion may be obtoined by writing to: Winley-Morris 
Co. ltd., 2795 Sates Road, Montreol 26, P.Q. 


SElTZ.K 
(NORDIC BIOCHEMICAL) 
Indications - The finding that enteric-coated potossium chloride tab- 
lets moy be involved in ulcerotion of the intestinal troct hos led to the 
seorch for olternative methods of supplying potassium replocements. 
Description - Effervescent potossium citrote. Seltz-K is well tolerated, 
pleosont tosting when dissolved in fruit juice (such os opple juice), ond 
one meosure (3 groms) provides elemental potassium equivolent to about 
1 grom of potossium chloride. Seltz-K does not, of course, supply chloride 
ion. 
Dosose: Usuol doses is } to 2 meosures (3 to 6 Gm.) 2 or 3 times daily. 
Controindicotians: Renol foilure, Addison's diseose. 
Informotion will be supplied by: Nordic Biochemicols ltd., 4324 St. 
lowrence Blvd., Montreol, P.Q. 


PREGNOSTICON 
(ORGANON) 
Description - A simple ond occurote immunologicol pregnoncy test 
designed for use both by lorge clinicol loborotories os well os by 
smoller laborotories ond in physicions' offices. 
Pregnosticon is 0 consistently occurote, eosily reod immunodiognostic 
pregnancy test. It con be set up in less thon 3 minutes ond results are 
easily, ropidly ond occurately read within 2 hours. Procedures such os 
centrifuging and incubotian are unnecessary. No loboratory animals ore 
used. 
Pregnosticon employs the well-known principle of ontigen-ontibady 
reoction and is bosed on 0 meosured sensitivity to humon chorionic 
gonodotropin (HCG) which is present in pregnancy urine. 
Shorp, eosily reod endpoints are a mojor feature of this test. If the 
urine is from 0 pregnont womon, 0 brown, doughnut-shoped ring pottern 
appeors within two hours in the bottom of the test tube (positive test). 
If the urine is not from a pregnont woman, only 0 diffuse sediment is 
seen (negotive test). 
Pregnosticon is avoiloble in either 6-test or 2o-test kits. 
Orgonon Inc., West Oronge, N.J., will supply further information 
on request. 
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How long should 
a patient maintain 
the Knox regimen 
to restore strength 
and beauty to 
fingernails? 
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When patients seek help 
for brittle, splitting finger- 
nails, the chances are you 
will recall the Knox Gelatine 
regimen. It is important, 
however, for patients to 
understand that finger- 
nail restoration is not an 
overnight process. Pub- 
lished data l - 5 have shown 
that a bout 90 days is the 
media n time for replace- 
ment. Some patients will 
see faster results, in others 
a longer period of use is re- 
quired. In any event, the 
need for continuing after 
the nail has grown out must 
be emphasized. The studies 
show how Knox works for 8 
out of 10 patients, when 
followed as specified (one 
full envelope each day). 
There is evidence that cap- 
sule doses, of less than 7 
grams per day, have little 
or no value. Patients who 
"Start with and stay with 
Knox" will see far more 
satisfactory results. 
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KNOX' 
32 \' 
 
- 


Unflavored 
GELATINE 
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KNOX GELATINE (CANADA) LTD., Director of Professional Service, 8225 Royden Rd., Montreal, P.Q. 
Please sene me reprints of the studies checked: 
o 1. Rosenberg, S.. Oster, K. A., Kallos, A. and Surroughs, W.: A.M.A. Arch. Dermat. 76.330, September, 1957. 
o 2. Derzavis, J. L. and Mulinos. M. G.: Med. Ann. D. C. XXX :133, March, 1961. 
o G. Schwinner, M. and Mulinos, M. G.: Antibiot., Med. & Chn. Therapy 4 :403, July, 1957. 
o 4. Rosenberg, S. and Oster, K. S.: Conn. State Med. J. 99:171, March, 1955. 
o 5. Tyson, T. l.: J. Invest, Dermat. 14:323. May. 1950. 
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POSEY WAIST 


Offers a comfortable and inexpensive means 
of keeping patient in wheel choir or bed. 
Mode 'Of heavy washable flannel reinforced 
with canvas. Nylon, Cat. No. NWR-I, $5.55 
each. 



 


POSEY HEEL PROTECTOR 
(Patent Pending) 
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A Textbook of Medical-Surgical Nursing 
by Jean C. Barbata, R.N., M.S., Deborah 
M. Jensen, R.N., M.S., and William G. 
Patterson, R.N., B.S., 1010 pages. New 
York, G. P. Putman's Sons. 1964. Dis- 
tributed in Canada by The Macmillan Co. 
of Canada. Ltd. 
Reviewed by Miss A. Campbell, Instruc- 
tor, School of Nursing, Ottawa Civic Hos- 
pital. Ottawa. Onto 
This book is designed to give the stu- 
dent nurse a broad foundation for an un- 
derstanding of patients with medical-surgical 
diseases and conditions, to enable them to 
develop nursing plans to meet individual 
needs. 
The first unit deals with a general intro- 
duction to the problems of all patients 
seeking medical help. This area is clearly 
outlined and organized to assist" the student 
in understanding the problems of patients 
with specific diseases or conditions. Suc- 
ceeding units generally follow the system 
approach. In most areas, a chapter has been 
included on general nursing that relates 
specifically to diseases and conditions being 
discussed. This is a good feature as it 
includes diagnostic tests, examinations and 
procedures as well as a summary of drug 
therapy. The latter should be helpful to the 
junior student in her understandmg of new 
drugs. Diagrams and pictures are clear and 
can be easily understood. Those included 
with the gastrointestinal system are parti- 
cularly good. 
This book is well written and should be 
valuable to the student nurse. It would also 
serve as a useful reference book for the 
graduate nurse. 


Nursing Care in Eye, Ear. Nose and Throat 
Disorders by Wm. Havener, M.S., M.D., 
Wm. Saunders, B.A.. M.D. and Betty S. 
Bergersen, R.N., MS 360 pages. Saint 
Louis, The C.V. Mosby Company. 1964. 
Re
'iewed by Mrs. E,'anReline Dancer, 
Instruc/or, Roval Inland Hospital, Kam- 
loops, R.C. 


. 


The authors have planned this book as a 
source of practical guidance and informa- 
tion to the clinical nurse. Their policy 
throughout has been to present general 
principles without excessive detail. 
As the title indicates, the book is divided 
into 4 sections, each featuring clearly 
illustrated discussions of anatomy and phy- 
siology, treatment, and preventive measures. 
More emphasis than one usually finds has 
been given to the nursing procedures involv- 
ed, guides to patient teaching and to un- 
derstanding of the patient's difficulties and 
handicaps, physical and emotional. Common 
misconceptions are dealt with, and obsolete 
medications and treatments are discussed, 
together with the reasons for their discon- 
tinuance. Reference is made to current 


research in the field of prevention of dis- 
orders of the sensory organs and improved 
diagnostic techniques. 
This text would be a great asset in 
school of nursing libraries, and for all 
nurses who work with patients having these 
disorders, whether in hospital, outpatient 
clinic, doctor's offfice, or industry. 


Nursing School Entrance Examination by 
Edward C. Gruber, M.S. Ed. New York, 
Arco Publishing Company, Inc., 1965. 
Reviewed by Mrs. Vivian Wood, Lecturer, 
The University of Western Ontario 
School of Nursing, London, Onto 


The use of admission tests in selecting 
students for educational programs, including 
nursing, occurs widely. For applicants, the 
necessity to do well on these tests looms 
large. Thus, the success of guides to help 
the student pass such examinations is not 
difficult to explain. 
Students intending to enter higher educa- 
tional programs have available to them a 
variety of books that are supposed to in- 
crease their chances of being admitted to 
a university. The basic approach of such 
books is to provide a battery of questions 
typical of the entrance tests used by the in- 
stitutions in question. For prospective nurses, 
such help exists in this book prepared by 
Dr. Gruber. 
The question of whether such guides are 
actually helpful is not easy to answer. The 
normal format provides a set of questions 
similar to those usually asked on past papers 
of the test in question. A set of answers is 
also provided. Thus, the applicant can 
practice answering questions of the type 
that he or she will probably encounter. For 
students who have had little experience with 
objective type or timed questions, such prac- 
tice may indeed be helpful. But those who 
generalize from the types of questions asked 
so that they develop useful approaches are 
probably able to do just as well without 
such help. These guides are not substitutes 
for knowledge and capability in the areas 
tested. At best they may indicate areas in 
which the candidate can do extra study be- 
fore taking the actual tests. This help, of 
course, is most legitimate, although relative- 
ly few users of the manuals purchase them 
for such purposes. 
NursinR Entrance Examinations is similar 
to those books described above. It suggests 
that through its use the student will be able 
to spotlight her weaknesses and do some- 
thing about them; that she will gain con- 
fidence in herself and add to her knowledge. 
Laudably, the author does not claim that 
use of the book will improve the student's 
chances of acceptance into a school of 
nursing. 
Dr. Gruber has divided the book into five 
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parts. The first section is a preamble con- 
cerning professional nursing entrance exam- 
inations. The author gives advice about ap- 
plying to a nursing school and recommends 
that the candidate "choose the school first." 
He then discusses the difference between 
baccalaureate and diploma and associate 
programs. A brief paragraph suggests how 
the candidate may apply for a pre-admis- 
sion test. Instructions are then laid down as 
to "How To Prepare For The Test"; "How 
To Take The Tests"; "Why Become a Pro- 
fessional Nurse"; "Where WiII You Work"; 
and "How Much WiII You Earn." The tone 
for this section is that of a sales brochure 
I ather than the work of a disinterested 
giver of advice. Along these lines, the 
author has included a section called "It 
Pays To Be A Nurse." Such monetary em- 
phasis presents a distorted view of nursing 
and is misleading since it does not provide 
a complete picture. particularly with respect 
to the professional commitment characteris- 
lic of a professional nurse. 
Part Two provides sample tests of the 
type found in the N.L.N. Pre-Nursing and 
Guidance Examinations. The third section 
has sample examination questions similar 
10 the Psychological Corporation Entrance 
Examinations for Schools of Professional 
Nursing. 
Part Four contains a section for study 
and practice material in the area of verbal 
skilIs and mathematics, social studies, litera- 
ture, art. music and science. Part Five con- 
tains additional material for supplementary 
practice and study. This section includes 
areas in mathematics, graphs, charts, and 
interpretation of reading material in social 
studies and in the natural sciences. It is in- 
teresting to note that sample questions simi- 
lar to the George Washington series are not 
included. 
Users of this book should recognize the 
limitations of the help they may receive. It 
will not substitute for knowledge or intelli- 
gence. At least it wiII indicate weak areas 
to be improved. On the other hand, it may 
give a false sense of security. or even worse, 
let the students think that practice with 
similar questions wiII increase their basic 
abilities to write examinations. In the latter 
case, the book may do more harm than good. 


MIcrobiology, 3d ed. by Louis P. Gebhardt, 
M.D.. Ph.D. and Dean A. Anderson, 
M.S., Ph.D. 488 pages. Saint Louis, The 
C.V. Mosby Company, 1965. 
Reviewed by Miss V. Mar, Science In- 
structor, School of Nursing. Calgary 
General Hospital, Calgary. Alta. 
This text is written in three major sec- 
tions. Section one deals with the general 
principles of microbiology; section two, with 
sanitary and industrial microbiology; and the 
Ihird section. with pathogenic microbiology. 
Tn the third edition of this text, the 
authors provide the reader with glimpses of 
newer developments in microbiology. Much 
new material has been included. especially 
VOLUME 61, NUMBER 10 


in the chapter concerned with microbial 
genetics. This chapter gives concise but sim- 
ply and adequately expressed information 
on the mechanisms of life processes on the 
molecular level. that is. the part which 
DNA and RNA with their molecular codes 
play in genetics. Recent developments in 
virology are considered and the chapter 
dealing specifically with the viruses brings 
us up-to-date on the structure and classifica- 
tion of these microorganisms. More recent 
antigen-antibody laboratory tests such as the 
hemagglutination test. the Ouchterlony test. 
serum electrophoresis and immuno-electro- 
phoresis are considered briefly. 
The authors do not state specifically that 
this text is written for the nursing student, 
but rather "for the student with only limit- 
ed background in the physical sciences." The 
text. then. is written for any student taking 
a basic course in microbiology. However, 
the reviewer assessed this book with the 
nursing student in mind. With the level of 
science courses now being taught in high 
schools, this text should be appropriate for 
the nursing student. However. there is not 
enough consideration of infection and body 
defenses in the chapter "Virulence, Resist- 
ance, and Immunity" for this student. Much 
of it is devoted to laboratory tests based 
on antigen-antibody reactions while only one 
and a half pages are written on how mi- 
crobes produce infections. Within these one 
and a half pages, several paragraphs deal 
with microbial toxins and capsules. The 
material on immunization is also a trifle 
brief. 
If this text is brief in areas which the 
science instructor in a school of nursing 
feels is necessary for the nursing student, it 
is not the fault of the authors as this text 
is meant for any student taking basic mi- 
crobiology. It is up-to-date and written in a 
readable fashion. It is appropriate for the 
nursing student if consideration is given to 
its inadequacy in the aforementioned areas. 
It is recommended as a reference text. 


Nurse's Aide Study Manual by Mary C. 
Abdallah, R.N., 182 pages. A W.B. Saund- 
ers publication. 1965. Available in Can- 
ada through MacAinsh & Co. Ltd. of 
Toronto and Vancouver. 
Reviewed by Miss Ann Ford, B.Sc.N. Ed., 
Director, R.N.A. Program. St. Michael's 
Hospital School of Nursing. Toronto, Onto 


The author has succeeded in developing a 
text that would serve as a guide and refer- 
ence source for those studying to be nurses' 
aides through inservice or other programs. 
The first section on hospital ethics is clear 
but incomplete. The material on appearance 
and behavior is excellent. Information con- 
cerning the role of nurses' aides and the 
legal responsibilities of hospital employees 
should have been included. 
The section of anatomy is very well ex- 
plained and in good sequence. The diagrams 
are clear and appropriate. Although the 
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book is intended to be elementary, one 
would expect some reference to the endo- 
crine system to complete this section. 
The material on basic procedures for 
patient care is well organized with the im- 
portant and common procedures presented 
very clearly and concisely. However, little 
aUempt has been made to stress the impor- 
tance of recognizing the patient as a person. 
This very procedure-centred approach would 
seem to be the only .serious criticism of this 
highly readable study manual. It is an ex- 
cellent book on elementary nursing and 
could be used widely as an aid to inservice 
training for nurses' aides. 
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Pediatrics for Practical Nurses by Eleanor 
D. Thompson, 323 pages. A W.B. Saund- 
ers Publication, 1965. 
Reviewed by Mrs. Bridgette Petersell, As- 
sistallt Head Nurse, Pediatric Dept.. Royal 
Columbiall Hospital, New Westmillster, 
B.C. 
This book is a valuable addition to the 
already existing textbooks for practical 
nurses. J[ contains basic knowledge and 
nursing skills concerning pediatrics as well 
as many excellent illustrations and photo- 
graphs. The material is presented in a clear, 
logical sequence "around specific areas of 
growth and development from the prenatal 
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period to adolesence." The language is basic 
and easily read. 
Each chapter is introduced with a few 
terms which the author has found may be 
difficult for the practical student nurse to 
learn. It concludes with 10- I5 study ques- 
tions and a very complete bibliography. 
One of the major assets is the logical 
organization. Each age group is discussed 
separately as to growth and development 
and also the disorders specific to this age. 
What is more natural than to put these 
together? The diseases included "are select- 
ed for their prevalence and for the variety 
of nursing procedures required in their 
treatment. .. 
All through, good common sense aUitudes 
and basic nursing care rather than com- 
plicated procedures are emphasized. Of in- 
terest also is the information on preventive 
medicine (immunization. safety measures, 
nutrition). 
This text will certainly be of great value 
to practical student nurses in understanding 
the difficult art of pediatric nursing. All 
nurses who are interested in child care 
would profit from reading it. 
Basic Pharmacology for Nurses, 3d. ed., by 
Jessie E. Squire, R.N., B.A., M.Ed. 315 
pages. Saint Louis, The C.V. Mosby Co.. 
1965. 
Reviewed by Mrs. Joyce Moore, Ilistruct- 
or, School of Nursillg, Victoria Public 
Hospital, Frederictoll, N.B. 
The purpose of this text is "to encourage 
the nurse in self-help study and testing; to 
help students understand their responsibility 
in administration of medicine and to appre- 
ciate the necessary limitations imposed upon 
them in this function; to assist the student 
to more intelligently recognize and report 
the effects of drugs upon the body." 
In this third edition the author has re- 
vised the following areas: fractional dosage 
problems; technique. precautions and dan- 
gers when drawing two kinds of insulin 
into one syringe; how to work insulin dos- 
ages when using a 2 cc. syringe; discussion 
of the use and disposal of the plastic syr- 
inge. About 24 new drugs, including the 
oral hypogy1cemic drugs used in the treat- 
ment of diabetes mellitus have been added. 
An appendix including first aid measures 
for poisoning and a table of some specific 
poisons, symptoms, antidotes and emergency 
treatment has been included. 
The instructor may find this text help- 
ful in planning a course in basic pharma- 
cology. If detailed studies of specific drugs. 
or drug groups are to be studied, it would 
be necessary to use a more detailed text. 


ERROR 
We draw your aUention to an error 
in the Pharmaceuticals and Other 
Products section of the August 1965 
Journal. 
The strength of mestranol in the 
Ortho-Novum 5 mg. tablet should read 
0.075 mg. instead of 0.75 mg. as 
reported. 
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VOLUME 61, NUMBER 10 


Industria] Relations Centre. Queen's Uni- 
versity, ]963. 10 p. 
15. Heidgerken, Loretta E. Teaching and 
learning in schools of nursing; principles 
and methods. 3d ed. Montreal. Lippincott. 
1965. 685 p. 
16. International Council of Nurses. Na- 
tional reports of member associations, 1965. 
London, ]28 p. 
17. International Labour Conference, 
48th Session, Genna, 1964. Report of the 
director-general. Programme and structure 
of the ILO with guidelines for the discussion 
in ] 964. First item on the agenda. Geneva. 
Internationa] Labour Office. ] 964. 208 p. 
]8. Jacob, Stanley W. and Clarice A. 
Francons. Structure and function in man. 
Phi]adelphia, Saunders, ]965. 538 p. 
]9. MacLaggan, Katharine Eva. Portrait 
of nursing; a plan for the education of 
nurses in the province of New Brunswick. 
Fredericton, N.B., New Brunswick Associa- 
tion of Registered Nurses, ]965. ]46 p. 
20. Marlow, Dorothy R. Textbook of 
pediatric nursing. 2d ed. Philadelphia. 
Saunders, ]965. 634 p. 
21. Morton, Leslie T. How to use a 
medica] library; a guide for practitioners, 
research workers and students. 4th ed. Lon- 
don. Heineman, ]964. 66 p. 
22. National Conference for Professional 
Nurses and Physicians. 1st Williamsburg, 
Va., Feb., 1964. Medical and nursing prac- 
tice in a changing world; proceedings of 
conference sponsored by the American 
Nurses' Association and American Medical 
Association. Chicago, American Medical 
Assoc., 1964. ] 60 p. 
23. National League for Nursing. Bien- 
nial reports to the membership ]963-64. 
New York, ]965. 8] p. 
24. -. Council on Practical Nursing. 
Self-evaluation guide for schools and pro- 
grams of practical nursing. New York, 
1959. 26 p. 
25. -. Mental Health and Psychiatric 
Nursing. Advisory Service. Integration of 
psychiatric nursing concepts in baccalaureate 
basic programs. Report of a work confer- 
ence held at Chicago. April. ] 962. New 
York, ]963. 
26. National Safety Council. Motor 
Transportation Dept. A guide for operating 
ambulance fleets. Chicago, Illinois, ]965. 
27. The Northern Nurses' Federation. 
Salary and employment conditions of nurses 
in the northern countries of Europe, July 
1963. Oslo, ]964. ]25 I. 
28. Nursing subject headings: headings 
'1nd cross references used in the cumulative 
index to nursing literature. 2d ed. Glen- 


tm@\'!tfl 
Griffin Allwite 
Shoe Polish 
with built-in 
applicator 
won't dribble, 
drool or drip 
\ (ii/I IIII 


"\ 


- 


.. 



 


, 
" 


\ 
........... 
............ 
""-.. 


Gives the easiest, 
whitest shine ever! 


Only Griffin's revolutionary new 
square-edge applicator lets you 
shine shoes in minutes without 
white polish mess! Guarantees a 
whiter gloss! Resists rub-off, 
scuffing, even water! Try new 
Griffin Allwite or Scuff Cover: also 
Black, Brown 
or Neutral. 


OCTOBER ] 965 


78] 



(Continued from p. 781) 
dale, Calif., Glendale Sanitarium and Hos- 
pital, 1965. 
29. Price, Alice L. The art, science and 
spirit of nursing. Philadelphia, Saunders, 
1965. 579 p. 
30. Registered Nurses' Association of 
British Columbia. Recommended personnel 
policies effective Jan. I, 1966. Vancouver, 
1965. II p. 
31. Revans, R.W. Standards for morale; 
cause and effect in hospitals. London, 
Published for the Nuffield Provincial Hos- 
pital Trust by the Oxford University Press. 
1964. 134 p. 


32. Row'" Joseph I. Fundamentals of 
inorganic, organic and biological chemistry. 
5th ed. Philadelphia. Saunders. 1965. 414 p. 
33. Roy, Eu}:ellie-de-Rome, Si.
te,.. Study 
of personnel services in schools of nursing 
in Quebec affiliated with Laval University. 
Saint Louis. Mo.. 1963. 66 I. 
34. Sheffield, Edward F. and Claire M. 
Apsimon. Universily costs and sources of 
support, Ottawa, Canadian Universitie
 
Foundation, 1962. 35 p. 
35. Thompson, Walter Palmer. Medical 
care; programs and issues. Toronto. Clarke 
Irwin. 1964. 178 p. 
36. Trerice, Corinne. A review of exist- 


/ '....r1 11r '* 1 "''' - If 
,>
j,t \I,. .1It! dì If I ' :::C '\1 "''flf_ 
. I. ...:' - 
 .... " . "",!' 
.,. fl' i t . -t o . .jl..... ... :L t . ' Y . t. t ' . ' 
 . " 
 "O .. I'{ . 
I' I' I :1\111-, 
 
 i . I . . ., . tUUIL 
. "... .. . 
 t\ 1"" iL. 
 nll t1f 
J · l.t... .
' t'Ii . . I It q WH,' 

, ,. J 
,' I t..t.W funt 
Î 1f9' -1\" 
 II "., 1M. 1 1 nt-f.f(' 
,n" mm .. ,. .... )...,CI 


. 


i: f. .. 

" ..", 

p .... 
'B .... .. 
:J. 
- 


WL\ 
'---* 


GUY'S HOSPITAL 


LONDON 


TO RECISTERED NURSES OF 
ACCREDITED SCHOOLS OF NURSING 


If you ore visiting Great Britain, why not widen your 
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Those nurses who are interested and would like further 
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London, 
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ing facilities, programs and needs for com- 
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43. Wylie, Torrance J. Government sup- 
port of universities and colleges. Ottawa, 
Canadian Universities Foundation. 1964.45 p. 


OF IMPORTANCE 
TO BUSY NURSES 


You Are Alwoys Prepared with 
quick, dependable relief for it- 
ching, burning distress of: 


CHAFED SKIN 
ROUGH, IRRITATED HANDS 
BLISTERED, TENDER FEET 
MINOR BURNS 


If you have a ja, of soothing Resinol 
handy for Immediate use. Ita special 
medication In lanolin relieves the dis- 
comfort of these skin irritations, in 
minutes - lellening the threat to your 
comfort and efficiency. 


Resinol Soap has fluffy, gently-cleansing 
easy-rinsing lather, specially agreeable 
and refreshing to tender, sensitive skin. 


For a prof.ssional sampl. of each. write 


RESINOL CHEMICAL CO., 
TCN-43. Baltimore Md. 21201 


RESINOL 


OIHTMEHT 
AND SOAP 
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REGISTERED 
NURSES 
new york city 
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- 500 bed accredited teaching hospital 
with all services. 
- Expanding facilities in PSYCHIATRY, 
OPERATING ROOM and OBSTETRICS. 
- Starting salary $425.00 per month, 
shift differential. 


....- 
If
' 



tÆt CtJA(, 9 
-1aÞe
. 
%fllt.- t4{1fdI 
-fUAK....
 lAþ
ëJ:? 


" 
.... 


- liberal personnel policies, tuition assistance. 
- Must be eligible for New York State license. 
- Applications and details furnished on request. 


The answer: TUMSr 
These mild, minty- 
flavoured tablets will give fast relief 
from heartburn, gas .and the 
other discomforts of acid indigestion. 
Keep ruMS in mind when 
your patients ask this question. 
Remember ruMS bring fast, long 
lasting, safe relief . . . and they 
cost so little too. 


Write to 
Director, Nursing Service 
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428 WEST 59th STREET. NEW YORK 10019, N. Y. 


Request Form for "Accession List" 


CANADIAN NURSES' ASSOCIATION LIBRARY 


Send to: 
LIBRARIAN, Canadian Nurses' Association, 74 Stanley Avenue, Ottawa 2, Ontario. 
Please lend me the following publications, listed in the issue of "Accession 
list, Canodion Nurses' Association Library, 74 Stanley Avenue, Ottawa 2, Ontario:' or add my name to the 
waiting list to receive them when availoble: 


Item 
No. 


Author 


Short title (for identification) 


Requests for loans will be filled in order of receipt. 
Reference ond restricted materiol must be used in the CNA librory. 
Borrower 
Position 
Address 
Date requested 


" 
OLUME 61. NUMBER 10 


OCTOBER 1965 


783 



;e
 


Leller,ç to the Editor Clre welcome. Dilly 
siRlled letters will be cOllsidered for 
pltblicminll. Nume will be withheld from 
the f'lthlished letter Clt the writer'.ç reque.çt. 


Dear Editor: 
I have just read with considerable in- 
terest the arguments, pro and con, as set 
forth in the article "Is 'Capping' Really 
Outdated?" in the June 1965 issue of 
THE CANADIAN NURSE. 
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Maya mere male, with uncapped head, 
put in his two cents for what they are 
worth? As a nurse who has survived a 
quarter of a century without benefit of this 
headdress or the ceremony that goes with 
its achievement, I find myself, willy-nilly, 
on the affirmative side of this question. 
If the male student can acquire the attri- 
butes necessary for good nursing without 
any expectation of a square of starched, 
folded cotton being placed on his head, 


beg i ns with 
weight watching! 
Weight control and general well-being 
depend on avoiding extra calories. 
Using Sucaryl means you can keep 
an attractive silhouette, maintain your 
ideal weight-yet go right on enjoying 
fully sweetened, natural-tasting foods 
and beverages. 


Sucaryl Sweetens 
Without Calories! 
Sucaryl contains no calories at all. 
Whether you are just watching your 
weight, or are on a prescribed lo
- 
sugar diet, you can use Sucaryl !n 
tablet, liquid or granulated form In 
cooking, freezing or canning, as well 
as in coffee and tea. It is not affected 
by heat or cold, has no bitter taste or 
after-taste. 


Look for Sucaryl at your 
drug store-and ask 
for your free copy of 
the 32-page colour 
booklet, "Calorle- 
Saving Recipes with 
Sucaryl" . 


Sucaryl* 


No,,",ulorlc Sw..,.ner 


-Tr.d. Mark "lgII.._ 


EJ 
ABBOTT LABORATORIES LIMITED 
Halifax. Montr.._ . Toronto. Wlnnlø_a . Vancouver 


why does the female student need this 
incentive to accomplishment? Is it because 
nursing, so preponderantly female, lets 
emotion and sentiment take precedence over 
logic and reason? Nurses must remember 
that a tradition has value only if it helps 
us to retain the best of the past. 
Furthermore, I draw to Miss MacLeod's 
attention that, contrary to her assertion, the 
cap is no longer the distinctive mark of 
the professional nurse, nor does the white 
uniform remain the prerogative of nursing. 
Any hospital with a large and varied female 
personnel will bear out the latter point, 
and other workers, e.g., dietitians, physio- 
therapists, technicians, etc., display head- 
gear which makes them often quite indis- 
tinguishable from nurses. That the cap has 
become ap integral part of the female 
nurses' image goes without saying. I sub- 
mit, however, that it is wrong to give it 
an emphasis out of proportion to its pre- 
sent-day value to the wearer. The thinking 
student will rightly want to know what vir- 
tue there is in striving for something that 
seems to be the common property of so 
many in the health field. Therefore, is the 
cap still a prize to be won or has it lost 
its fonner significance to the nursing prac- 
titioner? 
Perhaps a man who has been deprived 
of wearing a cap throughout his nursing 
career has no business interfering in the 
controversy. It may be safer for him to 
watch from a discreet distance while female 
battle lines are drawn over this issue. If 
so, then I leave to the traditionalists those 
practices which are always so close to their 
hearts and often so far from the true mean- 
ing of being a nurse. And to the progress- 
ive I leave the promotion of those values 
that will contribute to a greater profession- 
al maturity. - Albert W. Wedgery, Reg. 
N., Assistant Director, College of Nurses of 
Ontario. 


Dear Editor: 
Thank you very much for sending a 
copy of "Simplified Parliamentary Proce- 
dure." It seems more useful at this time 
than previously, as in September the College 
of the Virgin Islands is starting a nursing 
program. 
Last June I attended the ICN Congress at 
Frankfurt and learned how important it 
is for students to organize. 
I think we are very fortunate to have 
Miss Girard as our president of ICN for 
the next four years. You can be justly 
proud that she is from Canada. - Olga N. 
Humphreys, St. Thomas, U.S. Virgin Islands. 


Dear Editor: 
I am enjoying THE CANADIAN NURSE again 
after neglecting to subscribe to it fot 
several years. Since I am struggling with 
the French edition - in a valiant effofl 
to improve my French - your JOURNAL i! 
making its contribution to biculturalism. - 
L. J. McCullagh, Victoria, B.C. 
THE CANADIAN NURSE 



Evaluate your professional skills and review 
your understanding of modern nursing procedures 
with the new edition of the most popular 
review book in professional nursing 
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please send me a copy of the book(s} checked. I understand that 
J have 30 days to decide whether or not I want to keep it (them). 
If I don't, I can return the book(s} and owe nothing. I realize 
that I can save the delivery charges by enclosing my remittance 
with this order. 


Name 


Addre s" 


City 


Zone_Provinc .. 


New 6th Edition! 


Mosby's COMPREHENSIVE 
REVIEW OF NURSING 


Update your professional knowledge and keep your thinking 
completely in step with the most current developments in the 
major areas of nursing with the aid of the most comprehensive, 
up-to-date and easy-to-use review book available. Now in a new 
6th edition, this outstanding book presents in clear, outline form 
a concise resume of every subject included in the basic program 
for professional nurses. Each chapter, written by a leading au- 
thority in that subject area, can provide you with an understand- 
ing of current thinking and effective modern procedures, many 
of which you can apply in your daily work. Thousands of students, 
graduates and those returning to nursing, have found this review 
to be the ideal way of updating their thinking when preparing for 
class examinations, board examinations or as a "refresher course" 
for a particular subject. 
Divided into five sections - Biological and Physical Sciences, 
The Social Sciences, Clinical Nursing, Maternal and Child Nursing 
and Mental Health Nursing, this new 6th edition incorporates the 
most recent advances in all these areas. In this revision appro- 
priate basic material has been integrated into each clinical area. 
New, detailed discussions of rehabilitation nursing, up-to-date 
material on pharmacology and therapeutics, obstetrics, gynecol- 
ogy and pediatrics add to the value of this new edition. 
Ediled by RITA COLL, R.N.; and DOROTHY JOHNSTON, R.N., 11.5., C.P.H.N., 
M.Ed. Publication dat.: August, 1965. 6th edition, 657 pall.., 7
. x 101-'J., 
lIIultroled, 22 111M forml. Price, $8.50. 


A New Book 


PHYSIOLOGIC FOUNDATIONS 
FOR MARRIAGE COUNSELING 
Presenting essential information on the biology and medicine of 
sex, marriage and reproduction, this new book provides you with 
a straight-forward description of marriage in its entirety, discuss- 
ing virtually all major problems encountered in marriage. The 
discussions are within the bounds of good taste and religious 
acceptance and are easily understood even by those with a min- 
imal background in biology. 
lIy JOSEPH II. TRAINER, M.D. Publlcallan dale: June, 1965. 302 pagel. 
61-'J" x 9
", 4l11ustrallana. Price, $8.65. 
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o Mosby's COMPREHENSIVE REVIEW OF 
NURSING, $8.50. 


o Trainer, PHYSIOLOGIC FOUNDATIONS 
FOR MARRIAGE COUNSELING, $8.65. 


o Bill me 


o Payment enclosed (same return privilege) 
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NEW SUTURE PLANT 
Cyanamid of Canada Limited has an- 
nounced plans for the construction of a plant 
to produce surgical sutures in Montreal. 
Cyanamid's Canadian suture output will 
continue to be distributed under the Davis 
and Geck brand name that identifies the 
company's sutures in the world market. The 
company has been importing and distribut- 
ing sutures in this country since 1930. 
Cyanamid of Canada will manufacture 


aboul 98 per cent of the Davis & Geck 

uture requirement
 for the Canadian market 
at its newly planned location. Only those 
very specialized requirements that would be 
completely uneconomical to manufacture 
here will be imported. Gauged and polished 
gut strands, and other basic materials not 
available in Canada, will be imported from 
Australia and the United States. 
At the new plant. dry heat-ethylene oxide 
method of sterilization will be used. This 
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DOUCHE 
POWDER 


answers feminine hygiene problems 
. safely 
. effectively 
. discreetly 


Soothes, deodorizes, removes vaginal dis- 
charge in leukorrhea, trichomoniasis and 
other forms of vaginitis. Mucosolvent action 
of the fruit ferment "Caroid" assures rapid, 
effective action. Easy to use-pleasantly fra- 
grant. Recommend with confidence for 
routine feminine hygiene. 
Contains the ferment-cleanser Caroid 
(brand of Papain) with Boric Acid, Sodium 
Borate (dried), Zinc-Phenol sulfonate 
(dried), plus excipients, antiseptic deo- 
dorant and soothing oils with a pleasant 
fragrance. 
CAROFEM Powder available in box of 12 
individual douche packets or 8 oz. container, 
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method produces gut sutures with balanced 
characteristic
: dependable absorption by the 
human body. high break-resistance or ten- 
sile strength, purity of the finished product 
and an exceptionally pliable strand that is 
easy to handle and tie. 
The production line at Cyanamid's new 
facility will use the most modern methods 
in needle attaching, winding, preparing, fill- 
ing and sealing envelope containers, as well 
as in its strip packaging equipment. 
The production of sutures in Canada by 
Cyanamid will further advance the com- 
pany's development as a major supplier of 
Canadian-made medical and surgical pro- 
ducts for the Canadian market. All products, 
with the exception of highly specialized low 
volume biological products, are manufactur- 
ed at company plants in Montreal and 
Niagara Falls. including the wonder drugs 
chlortetracycline, tetracycline and demethyl- 
chlortetracycline. 
The company will continue to maintain 
distribution centres in key cities across Can- 
ada to provide prompt service in distributing 
its medical and surgical products. 


EXTENSION COURSE IN NURSING 
The University of Toronto will offer an 
extension course for the Bachelor of Science 
in Nursing degree. 
The cou-rse, similar to the one now given 
in the daytime, will be for graduate nurses. 
It is the result of a requ
t I-ast year from 
the directors of nursing in Metropolitan 
Toronto hospitals. It will begin in Sep- 
tember. 
Students will attend night-time courses 
during the next academic year, then a six- 
week summer course. After that they will 
attend classes full-time for two years. A 
complete part-time course is impossible be- 
cause of the amount of practiool work the 
students mu'st do. 


WORKSHOP ON THE AGED 
One health problem that is gaining in- 
creasing recognition is that related to the 
older age group, and it is imperative that 
nurses avail themselves of opportunities for 
current and continuing education in this 
field of health care. Since nurses aid in 
health teaching it is essential that they 
possess an understanding of the aging pro- 
cess and an appreciation of the value of 
preparing for old age. Nurses need, as well, 
to clearly recognize their own particular 
potential contribution to the care of the 
elderly and how this may be more effec- 
tively implemented. Basic to all this is self- 
motivation toward giving their best wherever 
they serve. The Middlesex County Chapter, 
District 1 of the Registered Nurses' Associa- 
tion of Ontario is planning to conduct a 
Workshop to make a positive contribution 
to achieving these ends. It will be held 
Nov. 3-5, 1965. 
The theme of the workshop is "Nursing 
and the Health of Our Aged." Activities 
have been carefully and thoughtfully plan- 
THE CANADIAN NURSE 



Demand as much of your textbooks as 
your profession demands of you 
Effectively meeting your 
demands ære these 
authoritati'oe, up-to-date texts 
which fill the requÙ'ements 
of YOU1' modeTn 
nU1'sing curriculum 
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New 5th Edition! 


Griffin-Griffin 


Jensen's HISTORY AND TRENDS 
OF PROFESSIONAL NURSING 


Completely revised and updated new 5th edition of the 
most widely adopted text in its subject area comprehen- 
sively analyzes and interprets significant historical events 
in their relation with current methods and thinking in 
modern nursing, while examining the place of nursing 
and the nurse in today's expanding medical research. Dis- 
cussions are more interpretive than in previous editions 
and the text has been organized so that individual sections 
are independent of each other, making it unnecessary to 
follow a strict progressive sequence. Includes entirely new 
section on "Nursing in Canada." 
By GERALD JOSEPH GRIFFIN, R.N., B.S., M.A., Head, Department af Nurling, 
Bronx Community Colleg. o' th. City Univenity of New Yo"', 8ronx, N.Y.; 
and H. JOANNE KING GRIFFIN, R.N., B.S., M.A., ledurer, Nursing Science, 
Deportment of Nuning, Bronx Community College of the City University of 
New '(arte. Wi'" a special unit an Legal Alpectl by ELWYN L. CAD'(, Jr., 
LL.B., 8.5. M.d., and a special unit on Nuning in Canada by MARY 8. MILL- 
MAN, R.N., B.A. Publciatian date: January. 1965. 5'" editian, 503 pagel, 
6'f,' . 9'12". iIIultrated. Price, $7.30. 


A New Workbook! 


lerch 


WORKBOOK FOR MATERNITY NURSING 


The only comprehensive, up-to-date workbook in maternity 
nursing available today. Written specifically to help stu- 
dents thoroughly understand the theory of obstetrics, the 
art of maternity nursing and infant care and the impor- 
tant facts involved in conception and birth. Each section 
contains both completion-type questions and each page is 
perforated and punched so that it may be removed and 
graded. then transferred to a ring-binder for later review. 
By CONSTANCE LERCH, R.N., B.S. (Ed.). Philadelphia, Pa. Publicatian date: 
March, 1965. 272 pallel, 7V.'. 10V,'. Price, $4.60. 
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New 4th Edition! 


Morison 


STEPPINGSTONES TO 
PROFESSIONAL NURSING 
Text and Workbook for Student Nurses 


Completely revised and reorganized new edition of the 
most popular and widely adopted text in "Professional 
Adjustments." Can provide your students with a wealth 
of basic information, always with emphasis on their re- 
sponsibilities as they learn the art of nursing. Effectively 
and maturely stresses the "why" and the "how" of the 
adjustments the student must make while becoming a 
professional nurse. Content has been completely revised 
to provide your students with a firm foundation for nurs- 
ing. Provides both a text and workbook in one compre- 
hensive volume. Includes 64 perforated and punched 
worksheets bound into the back of the book. Now a 
hard-bound volume with a full-color cover, printed in two 
colors throughout for added readability. Superbly illus- 
trated, including a 32-page section of 64 full-color illustra- 
tions which greatly aid student understanding. 
By LUELLA J. MORISON, R.N., M.A., Nurse Specialilt, Ohia Depam-nt af 
Heal"', Columbus, Ohio. Publication date: March, 1965. 4th edition, 462 pages, 
8%" x 10
.", with 74 photographs and line drawings and 64 full-color iIIus. 
trations. Pric., $7.85. 


New 4th Edition! 


Motheney- T opolis 


PSYCHIATRIC NURSING 


Expanded, updated new 4th edition helps your students 
to clearly see how to apply basic principles of psychiatric 
nursing and to utilize inter-personal skills in any clinical 
area of nursing. Effectively shifts the emphasis from under- 
standing psychiatry to understanding the patient, presenting 
this vital information in a clear, easily understood manner 
at a basic level. Completely revised and expanded to 
include all the latest information. Includes five entirely 
new chapters to provide increased, more effective coverage 
of the subject. Presents timely discussions of such vital 
topics as methods of modern psychiatric therapy and its 
objectives and the unique personal contribution of the 
nurse to the therapeutic relationship. 
By RUTH V. MATHENEY, R.N., Ed.D., Profellar and Chairman, Department af 
Nursing Nassou Community Colleg., Garden City. N.Y.; and MARY TOPAlI5. 
R.N., B.S.. M.A., Chairman, Departm.nt of Nursing Fairleigh Diclcinson Uni. 
versity, Rutherford, N.J. Publication date: May, 1965. 4th edition, 278 pag. s , 
6 1 / 2 . J[ 911,', illustrated. P,ice. $5.15. 


THE C. V. MOSBY COMPANY, lTD
 
86 Northline Road. Toronto 16, Ontario 
 



.Prices quoted are Suggested Retail Prices. 
Air Step Division, Brown Shoe Company of Canada Ltd., Perth, Ontario 


Workshup for Aged (COni. from p. 786) 
ned to provide a high degree of information 
and stimulation. Experts in geriatrics who 
will be participating include personnel from 
the medical and nursing professions, as well 
as welfare and social agencies. Among the 
many participants are: Dr. C. Keith Stuart. 

enior medical specialist. Ontario Depart- 
ment of Public Welfare; Dr. J. A. McDon- 
nell. assistant professor of medicine. Univer- 
sity of Manitoba; Mr. Lawrence Crawford. 
consu!tant. select committee on aging: Mr. 
Walter L)ons. a social worker and the ad- 
minis(rative assistant at the Jewish Home for 
the Aged and Baycrest Hospital. Toronto; 
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What a difference Air Step's new Wondersole makes to your 
general feeling of well-being. It lets you walk on the entire 
bottom of your foot instead of just the heel and ball. This 
allows you to walk and stand longer without strain. 
For the name of your nearest Air Step dealer, write Air Step 
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Dr. E. J. L. Dienum, a psychiatrist on staff 
at the Ontario Hospital in London; Reverend 
J. L. Hennessey, chaplain at Westminster 
Hospital. London; Mr. W. H. Hilts, Lon- 
don's welfare administrator; Dr. Peter Came- 
ron, a well-known physiatrist who currently 
is on staff at Victoria Hospital and gives 
clinical service as well at SI. Joseph's Hos- 
pital and Parkwood Hospital: Mrs. J. J. 
McHale. London. president of the Section 
on Aging, Ontario Welfare Council. 
Other features include visits to special 
centres for the aged where practical demon- 
strations may be seen as well as recreational 
and rehabilitative measures. Special interest 
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Wondersole Is contoured 
to match the shape of your 
foot. Your body weight is dis- 
tributed evenly along its entire 
length for complete support. 
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MEDIC 
$14.99 


WARD 
$15.99 


WONDER 
TtE 
$14.99* 


groups will discuss problems and progress. 
Nursing personnel at all levels of prepara- 
tion and experience may write for an ap- 
plication form which will be forwarded with 
more detailed information about the Work- 
shop. Interested persons may contact the ad- 
ministration chairman for the Workshop, 
Mrs. G. E. Brown, 155 Atkinson Blvd.. Lon- 
don. Ontario. 


MEDICAL HISTORY EXHIBIT 
Articles once used by doctors that take 
the mind back to "the good old days" have 
been placed on exhibit in Toronto hospitals 
by the Toronto Academy of Medicine. The 
exhibits, which are in showcases in lobbies, 
will eventually be made available to hos- 
pitals throughout Ontario, said Dr. C. M. 
Godfrey, chairman of the Academy's history 
committee and curator of its History of 
Medicine museum. 
The displays are selected from the mu- 
seum, which is not generally open to the 
public. 
The first such exhibit, placed in the East 
General Hospital. has achieved a great deal 
of public interest. It includes pocket scales 
from a time when doctors had to measure 
their own prescriptions on the spot, pill 
makers, gallipots (used to hold medicines). 
a cupping set (to treat pneumonia) and two 
prescriptions written for Sir John A. Mac- 
donald. 
Another hospital, the Scarborough Gen- 
eral, now has an exhibit of early feeding 
bottles and pap warmers (pap was a baby 
food made up at home before commercial 
food became available). 
Women's College Hospital has a display 
of instruments in cases and a traveling drug 
cabinet made to hold up to 20 or so drugs. 
It a1so has a concea1ed compartment for 
narcotics and sedatives. 
It is expected that the Academy will pro- 
vide material to carry oUl rotating exhibits. 


PRACTICAL NURSING MANUAL 
Licensed Practical Nurses in Nursing 
Services, a new manual addressed to both 
prospective emp10yers of practical nurses 
and to practical nurses themselves, has been 
issued by the National League for Nursing, 
New York. For employers it highlights regu- 
lations governing the practice of licensed 
practica1 nurses, the services they are pre- 
pared to perform, desirable education and 
qualifications, and how to make the best use 
of practical nurses' skills. For the licensed 
practica1 nurse, there are he1pfu1 hints on 
finding and filling a position. 
Inc1uded in the 44-page booklet is a 
brief resume of the development of practical 
nursing in U.S.A. The preparation of prac- 
tical nurses and the continuing efforts un- 
derway to upgrade practical nursing school' 
are also described. 
The booklet may be obtained from the 
National League for Nursing, 10 Columbw 
Circle, New York. NY., 10019. The price 
is $1.50 a copy. 
THE CANADIAN NURSE 
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new from Ames 
5 basic uro-analytical 
facts in 30 seconds 
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Labstix 
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...broadest urine screening possible from 
a single reagent strip 
LABSTIX Reagent Strips can truly be called a "Clinical Laboratory 
timesaver," With LABSTIX you get more uro-analytical facts in only 
30 seconds. Moreover, your urine-testing results become more 
precise - more readily reproducible with lABSTIX because of the 
clear, firmly constructed plastic strip utilized. lABSTIX permits you 
to furnish your physicians with significant guides to therapy and 
differential diagnosis over a broad clinical range. The 5 colori- 
metric test areas encompassed on LABSTIX Reagent Strips are: 
pH 
 values are read numerically in the essential range 
of pH 5 to pH 9. 
Protein- results are read either in the "plus" system or in 
mg. % in amounts approximating "trace," 30, 100, 300, and over 
1000 mg. %. 
Glucose - provides a "Yes-or-No" answer for urine "sugar spill." 
Ketones - detects ketone bodies in urine - both acetoacetic 
acid and acetone. Reacts with as little as 5 to 10 mg. % 
of acetoacetic acid. 
. 
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Occult Blood- specific test for intact red cells, hemoglobin or 
myoglobin. Results are read as negative, small, moderate or large 
amounts. 
Now a Clear Reagent Strip of Firm Construction 
.., facilitates handling during testing procedure. Excellent color 
contrast made possible by the clear plastic strip, together with the 
clearly defined color charts provided, permits precise, reproducible 
colorimetric readings in all 5 test areas. A more definitive inter. 
pretation of uro-analytical facts is made possible. 


Available: LABSTIX Reagent Strips, bottles of 100 Ccolor charts. 
are supplied with each bottle). 
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Ames Company of Canada, ltd. 
Rexdale (Toronto) Ontario 
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Heinz Baby Foods are good, 
pure, nourishing. 
They are the finest thing 
a baby can grow on. 
Next to love. 
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HEINZ BABY FOODS @ the good they do your baby now-lasts a lifetime. 
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Colored charts of the 
female reproductive system... 
free 
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STANDING 
FEMALE PELVIC ORGANS 
.
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We would like to send you a set of anatomical 
charts of the female reproductive system. They 
include illustrations of the changes that occur 
during the menstrual cycle. These classic draw- 
ings, in color by R. l. Dickinson, M.D., are lami- 
nated in plastic for permanent use as an aid in 
explaining pelvic anatomy to young girls; suitable 
for grease-pencil use and erasure. 
And to help you in your instruction, we have 
prepared two booklets you may give to young girls 
after you have talked with them: one describes 
why menstruation is part of a woman's life and 
the other answers questions younger girls ask-or 
would like to ask-about menstruation. 
If you will fill out the coupon, we wi!: be happy 
to provide you, free, with a set of the anatomical 
charts and sample copies of the booklets for your 
eValuation. You may then order as many free book- 
lets as you need. 
Tampax vaginal protection itself helps reduce 
the aversion that many girls and women feel to- 
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ward menstruation. Tampax wearers experience 
none of the irritation and chafing often caused by 
a perineal pad. Tampax virtually abolishes men- 
strual odor, a source of embarrassment for many. 
And Tampax is hygienic-to insert, to wear, and 
to dispose of-so that women will feel cool, clean 
and fresh when they wear this vaginal protection 
Tampax is available in Junior, Regular, and 
Super absorbencies. Explicit directions for inser- 
tion are enclosed in each package. 


TAM PAX 
Internal sanitary protection for better menstruZlI hygiene 
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P.o. Box 627, Barrie, Onto 
I Please send me a tree set of the laminated Dickinson I 
I anatomical charts, and samples of the two booklets alan, I 
I with an order card for easy reorderina. I 
I Name I 
I I 
I Address I 
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There's no guesswork to operating these new sterilizers ...... 


PRESENTING THE WORLD'S MOST PERFECTLY 
ENGINEERED STERILIZERS 
 


SERIES ----- 


of Hospital Sterilizers 


For more than seventy years the American Sterilizer Company has upheld a 
tradition of providing hospitals with better equipment and techniques for the processing 
of sterile supplies. Now Amsco introduces an entire new Series of sterilizers 
representing a solution to the multiplying sterilization problems 
confronting hospitals. . . the Medallion SERIES of hospital sterilizers. 
For the first time every sterilizer is uniform in appearance and function. 
Any untrained personnel can operate any Medallion sterilizer in any department 
of the hospital. 
The Medallion Cyclomatic "M" Control provides the only completely automated 
programing ever developed for steam sterilization. The touch of a single 
cycle-selector button automatically programs the total sequence, whether for fabric 
loads, hard goods or liquids. If a temperature drop or any interruption occurs, 
the cycle is automatically corrected to assure the required time-temperature exposure. 
There is a specifically engineered Medallion Series sterilizer for every 
hospital need. . . including a special High Speed, gravity cycle as well as the true, 
high-speed, pre-vacuum units, with Amsco originated dependability 
assured by the time-proven water seal vacuum system. 
Write for the full color Medallion brochures indicated below. 
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VACAMATIC 
Medium Rectangular Senes 
Write for SC-343 


GENERAL PURPOSE 
High Spe"d optional 
MedIum Rectangular Series 
Write for SC-343 


LABORATORY 
Medium Rerlangular Series 
Wnte lor SC-3
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CYLINDRICAL Series 
Write fur SC-340 
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WASHER-STERILIZER Series 
Write for SC-341 
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Wnte for SC-342 


just the touch of a single button 
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Catalogue on request 


Live and enjoy yourself 


-Be proud of your profession 
and 
while on duty 


wear 


BLAND'S 
TAILORED UNIFORMS 


superfine and inexpensive 


Made and sold 
only by 


BLAND & COMPANY 
LIMITED 
MONTREAL QUEBEC 



I ntroducing a new concept in postgraduate nursing education 
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 urslng 
linics 


OF NORTH AMERICA 


. . . filled with up-to-date, practical 
information of immediate usefulness 
to today's professional nurse. 


Keep abreast of current methods and procedures in patient 
care. This hardbound periodical brings you useful, specific 
information on topics of current concern, 4 times a year. 
Each issue contains two symposia selected in response to 
popular request from practicing nurses. Each symposia 
contains about 9 original articles written to order for the 
"Clinics" by nurses. The first issue (March. 1966) contains 
symposia on THE NURSE AND THE ILL CHILD, Guest 
Editor Gloria Leifer, R.N. and NURSING PROBLEMS 
IN CARDIOVASCULAR DISORDERS, Guest Editor 
Josephine Dolan, R.N. Articles range from The Changing 
Role of the Pediatric Nurse to Home Care of the Patient 
with CV Accident. See list below for topics scheduled for 
future publication. 
Each 160-poge issue is generously illustrated, contains no odverlising. 
Sold on 0 yeorly basis only. Subscription IMorch, June, Sept., Dec.) $13.00 
Student rate $10.80. 


In 4 issues each year, a total of nearly 75 articles - in Symposia such as these: 


The Nurse and Anesthesia 
Nursing Problems in Obstetrics 
Radiology Every Nurse Should Know 
Law Every Nurse Should Know 
Emergency and Disaster Nursing 


Interpersonal Relations 
The Nurse in the Operating Room 
Nursing in the Intensive Care Unit 
Nursing Procedures in Orthopedics 


Nursing Care of the Chronically III 
Nursing in Burns and Plastic Surgery 
Innovations in Laboratory and 
Diagnostic Tests 
The Nurse and the New Machinery 


Published by W. B. Saunders Company Philadelphia and London 


Use this coupon to enter your 
Charter Subscription! 
First Issue - March, 1966 


VOLUME 61, NUMBER 10 


McAinsh and Co. Ltd. 1835 Yonge Street, Toronto 7 
Please enter me as Charter Subscriber to The Nursing Clinics of North America 
Four Issues. beginning March 1966 0 $13.00 0 Student rate $10.80 


Name 


Address 
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Articles on 
Nutrition 


Consultants and Consultation 
Society. Sociology and Health 
Creating a Therapeutic Environment 


Canadian RN Examinations 


{llId others. 


Psychological Care for the Dying Patient. 
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For name of your nearest deater, write: 
NATURALllER DIVISION, BROWN SHOE 
COMPANY OF CANADA, lTD., PERTH, ONTARIO 
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October 26-29. 1965 
NURSING SERVICE CONFERENCE 
ON 
QUALITY OF PATIENT CARE 
MONTREAL. P.Q. 
October 31 - November 4, 1965 
SECOND CANADIAN CONFERENCE ON 
CHILDREN 
QUEBEC, P.Q. 
November 3-5, 1965 
MIDDLESEX COUNTY CHAPTER, RNAO 
WORKSHOP ON NURSING AND 
THE HEALTH OF THE AGED 
HOTEL LONDON, 
LONDON, ONT. 
November 16- 18. 1965 
SEVENTH ANNUAL CONGRESS OF 
OPERATING ROOM NURSES GROUP, 
SKYLINE MOTEL 
MONTREAL, P.Q. 
November 22-23, 1965 
INDUSTRIAL ACCIDENT PREVENTION 
ASSOCIATION - QUEBEC 
CONFERENCE 
QUEEN ELIZABETH HOTEL 
MONTREAL 
This conference is of particular interest 
to Industrial Nurses but is open to all nurses. 
For program and application forms write 
to: The Industrial Accident Prevention Asso- 
ciation - Quebec, 50 Place Cremazie, Ste. 
812, Montreal II, P.Q. 
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Laura N. (Cyr) Ingles Aubin '32, St. 
Eugene Hospital, Cranbrook, B.c. . 
Ruth Aileen (Wright) Barnett '31. 
Annie (Cameron) Hilton '34. Misericordia 
Hospital, Winnipeg, Man. 
C, Elizabeth (BellI Burden '28, Kingston 
General Hospital, Ont. 
Effie (McLeish) Crawford 'II. Lillian 
MacKenzie '28. Marlene Diane Radke (stu- 
dent), Mary Springer '08. Margaret Stovel 
'19, Toronto General Hospital. Ont. 
M. Alice (McManus) Crowley '23, St. 
John Infirmary, St. John, N.B. 
Margaret Ellen (Hardy) Digby '12, Win- 
nipeg General Hospital, Man. 
Noella Gingras '31, Hôpi(al St-Luc, Mont- 
réal. P.Q. 
Lola bel ( Reilley) McKay '27, Lorrain 
General Hospital. Pembroke, Onto 
Mary McKillop '25, St. Thomas Memorial 
Hospital, St. Thomas. Ont. 
Hetty Ella (Fawcett) Moody '21, Saska- 
toon City Hospital, Sask. 
Janie May (Finucane) Sutherland '30, 
Providence Hospital. Moose J,IW. Sask. 
Lelia Catharine Tracey '25, S1. Joseph's 
Hospital. Toronto. 
Jean S. I Burns) Tripp '45, Vancouver 
General Hospital, B.C. 
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New and Revised 
Texts from Saunders 


Keyed to the 'modern nurS'lng curriculum 


LeMaitre and Finnegan's 


THE PATIENT IN SURGERY 


NEW! A Comp.\zte Guide to Surgical Nursing Methods 
By GEORGE D. LEMAITRE. M.D., Boston, Mass., and JANET A. 
FINNEGAN, R. N., Northeastern University School of Nursing. 
This exceptional new text and manual offers both student and 
practicing nurse complete and up-date guidance on nursing 
practice in the operating room. The initial section discusses the 
principles. philosophy, and problems connected with surgical 
nursing service. Astute advice is offered here on pre-and post- 
operative care, nurse-patient and nurse-surgeon relationships- 
asepsis - and general nursing duties. The second'section is made 
up of 68 short. outline-form chapters delineating nursing functions 
and responsibilities in surgical treatment for specific complaints. 
Here the reader will find an exact rundown of her role in such 
procedures as: Appendectomy - H ernioplasty - Hysterectomy- 
Suprapubic prostatectomy - Tracheostomy - Pulmonary Lobec- 
tomy - Hemorrhoidectomy - etc. Photos and line drawings 
depict difficult procedures. 
About 400 pp. illustrated about $5.40 New! - On Press! 


NEW.' For the Student of Practical Nursing 


Stevens' GERIATRIC NURSING for PRACTICAL NURSES 
By MARION KEITH STEVENS, R.N., Brunswick School of 
Practical Nursing, Brunswick, Georgia. 
Clearly written and thorough. this new book gives both the 
student and the licensed practical nurse valuable background 
information and clinical guidance in an area of increasing 
need. The author describes the special needs of the geriatric 
patient. and shows how general nursing techniques must be 
adapted to meet those needs. Many important insights into 
emotional and psychological problems are offered. as well as 
specific information on rehabilitative and clinical techniques. 
About 280 pp. illustrated about $3.75 New! - On Press! 


Mar/ow's 


New (2nd) Edition! 


TEXTBOOK OF 
PEDIATRIC NURSING 


The Most Widely Used Text in the Field 
By DOROTHY R. MARLOW, R.N., University 
of Pennsylvania School of Nursing 
This tremendously successful text fully co- 
vers nursing care of children in health and 
disease - by age group from birth to ado- 
lescence - emphasizing normal growth and 
development. The changing role of the 
pediatric nurse is dearly reflected, and ele- 
ments of nursing psychology are skiIIfully 
integrated throughout the text. Over 400 
iIIustrations. 
634 pp. 446 iIIus. $8.40 New (2nd) Ed. - May, 651 


Price's 


New (3rd) Edition! 


THE ART, SCIENCE AND SPIRIT 
OF NURSING 


An Excellent Text for the New Student 
By ALICE L. PRICE, R.N., Hill-Rom Co. 
This popular nursing arts text will heighten 
the student's enthusiasm for her career and 
her role as a vital instrument in care of 
the sick. Modern concepts of nursing are 
included in this New (3rd) Edition, all or- 
iented to the needs of today's curriculum. 
Two new chapters have been added, on Le- 
gal Responsibilities and Scientific Principles. 
597 pp. 259 iIIus. $6.50 New (3rd) Ed. - June, 65! 


Published by W. B. SAUNDERS COMPANY Philadelphia and London 


Gladly sent to teachers on approval! 
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DuIcolax 
(brand of bisacodyl) 
Dulcolax Suppositories 10 mg 
Dulcolax. Suppositories for 
Children 5 mg 
Dulcolax Tablets 5 mg 


\ 


....... 
--- 


\. 


Nurses like you use 
Dulcolax@ 
the laxative to replace enemas 


In hospitals throughout the country nurses appreciate the 
time and effort they can save by replacing the enema with 
reliable and effective Dulcolax Suppositories. 
It takes only seconds to insert a suppository, compared to 
the time required for the preparation and administration of 
an enema and the cleaning of equipment. 
Your patients will certainly be grateful to be spared the dis- 
comfort. embarrassment and inconvenience of an enema. 
And you will appreciate the extra time it gives you every day. 


Boehringer Ingelheim Products 
Division of Geigy (Canada) Limited, Montreal 
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When we speak 01 "modern woman" who are we talking about? What is her heritage? 
What is her image in her own eyes, in the eyes 01 man? What are her roles? 
What is her reality, does she in fact exist? What is her identity, who is she? 
These are the questions women are asking themselves, and these are the questions 
society is asking about women. 


We are all a product of our past 
as well as our present. Virginia Woolf 
in A Room of One's Own traces 
woman as she is in fiction and as she 
is described in history and has this to 
say: 
A very queer, composite being thus 
emerges. Imaginatively she is of the highest 
importance; practically she is completely in- 
significant. She pervades poetry from cover 
to cover; she is all but absent from history. 


Mrs. Coulter, wife of a Montreal business 
executive, mother of two teenagers, is 
currently Director, Adult Education Centre, 
Montreal Y.W.c.A. She has served with the 
Canadian Naval Service as Librarian and 
as Assistant Public Relations Officer. She 
is a Librarian, and last year served as 
chairman of the Public Libraries Section 
of the Quebec Library Association. She 
has served as a volunteer, as Director on 
the Board of the Association of Junior 
Leagues of America (in New York); Pre- 
sident of the Junior League of Montreal; 
and member of the Board of Governors 
of the United Red Feather Services. 
Recently she has been associated with 
the Roles of Women Study Committee of 
the Montreal Y.W.C.A. She is the author 
of several articles. 
VOLUME 61, NUMBER 10 
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She dominates the lives of kings and con- 
querors in fiction; in fact, she was the 
slave of any boy whose parents forced a 
ring upon her finger. Some of the most 
profound thoughts in literature fall from 
her lips; in real life she could hardly 
read, could scarcely spell, and was the 
property of her husband.* 
The discrepancy between what wo- 
man really is and what man assumes 
her to be is an age-old problem and 
can be traced back at least as far as 
the Ancient Greek Empire. In Athens, 
women were kept in almost Oriental 
suppression and yet the drama of the 
period is filled with heroines who do- 
minate the play- Cassandra, Phedre 
and Medea to mention just a few. 
How can twentieth century woman 
confront this problem? The problem 
of an image that is as different from 
the reality as when you stand in front 
of a trick mirror in an amusement 
park. 


THE problems faced by women 
in today's society are many. Some of 
the overwhelming changes brought 


* Virginia Woolf. A Room of One's Own. 
Hogarth Press, 1935, p. 172. 


about in the twentieth century apply 
to both men and women, but women's 
roles in particular are undergoing 
change. It is not only the changing po- 
sition of woman but the multiplicity 
of demands made upon her and the 
increased opportunity for choice. It 
is now generally accepted that women 
work outside of the home and one in 
three employed persons is a woman. 
Some may debate whether it is gene- 
rally accepted that married women 
work outside the home ; but, accepted 
or not, the facts are that over 50 
per cent of the female labor force 
is made up of married women. 
The life pattern of women has been 
altered by ever-increasing longevity, 
and a typical pattern is early marriage 
around the age of 20, child-bearing 
years up to the age of 27 or 28 and 
the youngest child entering school be- 
fore the mother is 35. Then, b
ause 
she can expect to live until she is 70, 
she has one-half of her life ahead of 
her, and her most time-consuming re- 
sponsibilities as a mother are passed. 
All of these phases make special 
and different demands upon the wo- 
man. Demands during childhood will 
reflect the family situation. Too often 
children are required to meet the emo- 
OCTOBER 1965 799 



tional anù social demands of thc par- 
ents rather than those suited to the 
individual personality. Adolescence in 
girls brings out special problems. In 
addition to the physiological changes. 
the young girl is pressed by society - 
in particular by mass media - to 
be glamorous, charming, sophisticated 
and. above all, attractive to members 
of the opposite sex. Much of the pres- 
sure to meet these standards is actually 
beyond the emotional capacity of many 
teenage girls and quite frequently, 
beyond the physical capacity. This 
latter fact was emphasized by Dr. Ma- 
rion Hilliard in her book, A Woman 
Doctor Looks at Love and Life, where 
she says to teenage girls: 
Whatever your physical dimensions, 
your ability to grapple with any of adol- 
escence's problems will be complicated by 
a constant fatigue, caused by the glandular 
change within you coupled with a spurt 
of growth.** 
In spite of this, the pressure to meet 
impossible standards is reinforced by 
many parents. In addition, the teen- 
age girl is trying to get her independ- 
ence from the family group and recog- 
nition and acceptance by her peer 
group. Along with the natural rebel- 
lion between youth and age goes the 
feeling of the individual girl's search 
for a separate and unique identity. 
For some extraordinary reason we 
combine this period of social and sex- 
ual adjustment with the most intensive 
period of instruction, either high school, 
university or vocational training. The 
older teenager is expected to acquire 
learning along with meeting of the 
demands of looking like a cover girl 
on a glamor magazine. Current con- 
cepts of higher education often seem 
incompatible with the primary goal in 
a woman's life, and for the great ma- 
jority, four years of college cannot be 
expected to detract from hopes of 
marriage and a family. 
For many women, thc late teens 
and carly 20's constitute the first ex- 
perience in paid employment. Thi... 
brings a new set of requirements and 
the introduction of values which may 
be quite different from those in the 
home. There seem to be changing: 
standards of sex morality: young peo- 
ple ask many searching questions. 
Some say that among their peer group, 
pre-marital sex relationships are com- 
mon, and that those who try to ding 
to some semblance of the standards of 
previous generations are under cons- 
tant pressure and are at a loss to know 
how to handle it. The majority of 


**Dr. Marion Hilliard. A Women Doctor 
Looks at Love and Life. Doubleday, 1957, 
p. 18!. 
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 of life ar..: 
not planning for a career outside of 
marriage and there is a strong tendency 
to look upon this work as a means of 
acquiring funds and filling in time until 
the wedding bells. 


M'\RRIAGE hegins a new phase in 
in a woman's life and, during the first 
10 years, she may be expected to do 
any or all of the following: to work 
in order that her husband may finish 
his education. or in order to make a 
down payment on a home; to bear and 
raise. with very little help, as many 
as four children, no two of whom may 
be more than a year apart. 
At this time the family demands 
made upon her are tremendous and 
the emotional demands, often equally 
so. Her husband may well be in the 
most critical stage of his career and, 
therefore. having to work very hard 
and frequently to travel; in many ins- 
tances the family will be transferred 
from one city to another at least 
twice during that first decade. There 
will also be social demands made 
upon her that vary in various sections 
of our society - but only in degree. 
She will have brought her background 
with her and, while her husband may 
have the same background, more often 
it is different; from mutual agreement 
and some combination of these, but 
not without conflict, will emerge a 
new family pattern that will be their 
own. This pattern is frequently in- 
fluenced by her husband's vocational 
ambitions. 
An additional difficulty for the 
young mother is the trend toward 
what is known as the nuclear 
family. This deprives her not only 
of the help and companionship 
of the grandmothers and aunts who 
were a part of most nineteenth cen- 
tury households, but also puts a far 
greater emotional strain on the hus- 
band and wife in their adult relation- 
ships, as they each tend to demand 
the other to be all things. Also, with- 
out an aunt or granny close at hand, 
children make greater emotional as 
well as physical demands upon the 
mother, and she, in turn. lacks another 
woman to turn to. 
The woman over 35, whether 
married or single. is forced to ask 
herself many questions. The married 
woman is rapidly reaching the point 
when her children will no longer need 
her, and her husband in all likelihood 
has reached a certain plateau in his 
career and is deeply involved in his 
work. 
Not all women in today's society 
are married. In October, 1962. the 
Montreal Y.W.c.A. initiated a study 


h) iù
nliry th
 r..:al concerns of women 
within its membership; of 171 women 
who participed in the study, 63 
were single. What is the role of the 
single girl in a society that supports 
monogamy? She feels almost rejected 
by society because of being single, 
she feels she is losing her childhood 
friends who are now married. She is 
struggling with the realization that 
she many not get married after all, 
so how should she face the rest of 
her life. and she may be caught in a 
dead end job that she took when she 
expected to marry. She asks, "What 
can I do and what can I be that will 
be interesting?" 
When she takes an apartment by 
herself she must face the changing 
sex morality problems mentioned 
earlier. Even the simple conviction of 
the importance of having your own 
home brings its difficulties. but can 
you be yourself without a home of 
your own? Single or married she still 
has half of her life ahead of her and 
the opportunities that are open to her 
are limited only by her imagination. 
Schools and universities are offering 
special programs for the mature 
woman to continue her education. 
community agencies are on the lookout 
for responsible volunteers. The avail- 
ability of recreation and informal 
classes has increased rapidly and final- 
ly, there are many opportunities for 
her in employment, provided she 
wishes to prepare herself for it. With 
this rosy picture, why then all the 
concern about the problems faced by 
women in today's society? 


THE common thread running through 
all the phases of a woman's life 
is the question of her indentity as 
an individual. We raised the question 
in adolescence, but we have not answer- 
ed it: the question of what it means 
to be yourself; to be yourself in your 
teens; to be yourself in your 20's; to 
be yourself in your 40's. This is the 
major problem for a woman as she 
fulfills -the multiple roles demanded 
of her. 
It is worth noting in this age of 
conformity and mass production that 
there are no two leaves the same. An 
elm tree may have thousands of leaves 
but no two are identical, nor is any 
leaf on that elm tree identical to the 
leaf on another elm tree. To return 
to the human species. no two thumb 
prints are the same, therefore no one 
else can be yoU, but who are you? 
You are your physical self with arms 
and legs, yoU are lean or fat, tall or 
short. and you are whatever limitations 
and potentialities this brings upon 
you. You are the things you do in 
THE CANADIAN NURSE 



the way that you are a nurse, a teacher, 
or a secretary and when you do the 
things involved in these positions you 
do them differently from another 
nurse. teacher. or secretary. You are 
your friends and your family. 
Perhaps the best way to illustrate 
this is by using a small story as an 
example. When a child becomes old 
enough to play with other children 
outside the home. he brings home 
certain things that he has learned 
from them: manners, words, stories, 
etc. Often we wish he did not! But 
when he brings them back and uses 
them they become a part of him; 
and so we are our family and 
our friends. We are what we see, 
although sometimes we do not see 
enough to be much. We start out 
seeing things with the excitement that 
comes from seeing for the first time 
and assimilating what we see, but 
after a while we seem to stop look- 
ing. How many people after having 
walked to the office every day for a 
year can actually sit down and des- 
cribe what they saw on the way this 
morning? It is as though we lose 
enthusiasm for the familiar and, as 
a result. we overlook that which is 
unfamiliar as well. This ability to 
look without seeing goes hand in hand 
with the ability to talk without listen- 
ing. So often we say all the right things 
without even thinking them! When 
someone speaks to us, are we listening 
or thinking up an answer? Our ability 
to have relationships with our fellow 
human beings is a vital part of what 
we are. We are ourselves when we 
are at rest. our dreams are a part 
of our unique personality. 
Therefore. if you are your physical 
self, your family, your friends, your 
communications with others, your 
awareness. your relationships and your 
dreams, you must be all these things 
to be yourself. to know who you are. 
Basic to all this you are a woman - 
a real woman. not a fictitious image! 
When women engage in work out- 
side the home, even in those profes- 
sions habitually suited to them, nurs- 
ing, teaching, etc., there is a tendency 
brought about by certain pressures 
to take on a masculine role. Much 
of the organization and most of the 
methodology and training in our 
society is directed by men, and as 
a result many standards are masculine 
standards. A woman trying to achieve 
success in a vocational field is temp- 
ted to emulate men; but a woman 
acting like a man is not being herself, 
she is not allowing herself to be a 
woman! 
Anthropologists tell us that one of 
the significant differences between men 
and women is woman's greater capa- 
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city for humanity. For a woman to be 
herself she must bring this capacity 
for humanity to all facets of her life, 
including her work. Along with her 
increased education, her greater mo- 
bility and her longer life. woman must 
retain her humanity in order to be 
herself. This isn't easy! In our mate- 
rialistic society we place far less value 
upon the qualities of being human than 
we do upon those of accomplishment 
in the arts and sciences. We have 
learned to put a man into outer space 
before we know how to communicate 
meaningfully with our next door neigh- 
bor. This may explain why there seem 
to be more good administrative nurses 
than good bedside nurses! Today's 
nurse has much more academic train- 
ing than her forebears; she knows a 
great deal more about drugs and 
treatment, but does she know how the 
patient feels? What's more, does she 
know how to communicate with him 
well enough to find out how he feels? 
Of course. this is a problem which 
is not restricted to nurses. In 1963. 
a meeting of the U. S. National Com- 
mission for UNESCO described the 
crucial problem facing the Western 
World as follows, "The need to bridge 
the gap between the best we know and 
what we do." To bridge the gap bet- 
ween the best we know and what we 
do - surely this is a plea for greater 
humanity in our work, in our lives, in 
all our relationships. 
How does this tie in with identity 
as an individual, with being yourself? 
How we use knowledge or what we 
do with what we know, depends essen- 
tially on our values, and our values 
determine what we become. You can 
only know who you are by your en- 
counters with others. By respecting 
humanity in another you can come 
to recognize it in yourself. It is self- 
awareness, the old Socratic directive, 
"Know thyself." 
Explained in another way, a wo- 
man is not something other than her 
roles; she becomes an individual 
through the roles that she carries. She 
cannot detach herself from reality or 
go off in a corner to be herself. For 
the woman of today these roles are 
many and ever increasing and her 
ability to be herself in all of them is 
constantly being tested. 
One role that is being carried by 
increasingly greater numbers of women 
is that of a job outside the home 
after many years of being a home- 
maker. Here is the woman who has 
spent 15 or more years raising a fam- 
ily, the woman who has been invol- 
ved in relationships in terms of neigh- 
bors. friends, church groups. clubs, 
parties, all the usual things we have 
come to expect of North American 


society. But thc
e arc short term, vol- 
untary relationships, often superficial. 
The only group in which this woman 
has functioned on a long-term basis 
is her family. Now, eight hours a day, 
five days a week, she is involved in 
a different and more continuous state 
of relationships - and she doesn't 
choose her co-workers! 
If this is one of your roles, you must 
again recognize the necessity to be 
yourself - to be yourself without 
guilt, without envy of co-workers who 
may have been at the job longer, and 
with appropriate confidence in your 
own competence. You may have as 
many new things to face as the young 
girl in her first job mentioned earlier, 
but for you, life experience should 
help in being yourself, in recognizing 
your own individuality and living it. 
Each of us must weave our own design, 
and fundamental to this concept is the 
fact that each of us must recognize the 
right, and indeed the need, of others 
to weave their own designs! Being you 
is right for you but never get the idea 
that it would be good for me to be 
you! This is where the need for real 
humanity comes in, and this is where 
the humanity of women, their very 
femininity, is needed to "bridge the 
gap" between the best we know and 
the way we act. 


F,NALLY, it must be remembered 
that being yourself is not an end in 
itself; it is a process, a being and 
growing, a continual developing in 
self-knowledge and in relationships 
with others. 
The women of this decade is an 
individual placed in a situation of 
vastly extended choices. She is chal- 
lenged to adapt harmoniously with her 
surroundings while remaining faithful 
to the uniqueness that is her individual 
personality. She must be aware of the 
nature of choice; the right to make 
choices exacts its own price. It is 
indeed a heavy charge to be responsi- 
ble for the fulfillment of one's poten- 
tialities. To passively accept, to acti- 
vely resist, to stay home, to go out, 
to stand aside, to participate, to be- 
come involved with one's whole self 
- these are some of the choices. 
But, to achieve an openness to life, 
a receptivity to new ideas without 
losing your own beliefs, to know un- 
derstanding of others without losing 
your own identity - this is the unique- 
ness of woman, this is life for women. 


The opinions expressed in this article 
are those of the author. but I am indebted 
to the Roles of Women Study of the Mon- 
treal Y.W.CA. for much of the factual 
material. 
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Feminine 


Hygiene 


A review of the seven endocrine ages of girls and women, the problems 
of hygiene of the reproductive organs at each age, and 
the appropriate hygienic practices. 


Hygiene has been defined as the 
science of the preservation of health. 
Feminine hygiene, according to com- 
mon usage, appears to have a more 
restricted meaning. The term is usually 
limited to the care of those parts of 
the female body which are particularly 
concerned with reproduction. More- 
over, it has special connotations of 
cleanliness, tidiness, and neatness - 
at 'least in the United States. 
The present article will deal only 
with hygiene in its limited sense, but 
it is important to remember that the 
science of the preservation of health 
includes the whole woman, her emo- 
tions, muscular fitness, nutritional sta- 
tus, and protection against diseases as 
well as the care of specifically repro- 
ductive areas. 
At the outset, three important ob- 
servations should be made. First, con- 
cepts of hygiene vary greatly with dif- 
ferent cultures. What is appropriate, 
sanitary, or becoming to a rural wo- 
man in a developing country may not 
be so to a Japanese or to a European 
woman. Second, even in the United 
States, concepts of hygiene may vary 
from region to region and even from 
family to family. This is due not only 
to the many different racial strains 
which make up our population, but 
also to climate and local custom. 
Third, feminine hygiene is a subject 
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which tends to arouse strong emotions 
and opinions simply because it touches 
on the reproductive areas of the body. 
Unfortunately, although much advice 
is offered from medical and nonmedi- 
cal sources, relatively little factual in- 
formation exists on the subject and 
few experimental studies have been 
done in this area to determine the 
most desirable methods of care. 
Anatomy and Physiology 
The parts of the body concerned 
with feminine hygiene include the 
breasts, the introitus, the vagina, the 
rectum, and the apocrine glands of the 
axillae and pubic area. The internal 
genitalia - cervix, uterus, tubes, and 
ovaries - are to be considered only 
in so far as they affect the function of 
external organs. 
Reproductive function, both internal 
and external, is related to growth and 
is controlled by hormones. Seven endo- 
crinologic ages can be recognized in 
women. 
Infant Stage: Some enlargement of the 
breasts and even vaginal bleeding may oc- 
casionally occur owing to the effect of the 
matemal hormones which pass across the 
placenta. 
Childhood: At ihis time, hormonal influ- 
ence is in abeyance. Although a small 
amount of esrrogen is produced, no secon- 
dary sexual characteristiC1; are present. The 
vaginal mucosa is thin and its cells aTe 
not cornified. V'aginal secretions are scanty. 
Puberty: This stage of rapid growth is 
controlled, in the first instance, by the 
pituitary gland, which stimulates the pro- 
duction of estrogens by the ovaries (and 
eventual cyclical menstruation), aided by 
increased ac
ivity on the part of the thyroid 
and adrenal glands. The primary sex or- 


gans increase in size. Secondary sexual 
characteris1!ÌC1; develop. Skin and voice 
changes ocour. Apocrine glands in the axil- 
lae, and probably to a I
 extent in the 
pubic area, beoome prominent and may 
produre a oharacteristic odor. 
Reproductive (Menstrual) Age: In the 
normal cyclical pattern, the primary hor- 
monal influence is estrogen, wbich increases 
in amount until ovulation at about day 
14 (assuming a 28-<1ay cycle and counting 
the first day of mens
ruation as day I). At 
this time, more secretion of the cervical 
glands is noted and the mucus is usually 
thin. This can often be perreived externally. 
In the second half of the cycle, under the 
influence of both estrogen and progesterone, 
cervical secretions beoome less in amount 
and thicker in quality. Less cornification j" 
evident on examination of vaginal rells. 
Premenstrually, there is an increase in the 
size of the breasts and retention of fluid. 
The hormone levels fall just before mens- 
truation starts. Menstruation varies greatly 
in length, three to eight days being consi- 
dered to be within normal limits. The flow 
al"SiO varies ranging from 50 to 150 cc. or 
more at each period. 
PreRnancy and Lactation: Here the in- 
fluence of the nonnal honnones is greatly 
inoreased. As a result, there is an increase 
in the amount of secretions produoed in the 
axillae and around the breast and also in 
the vagi,na from the cervix and vulva'/" 
glands. After delivery, if the woman nurses 
the baby fully, the appearance and function 
of her external reproductive organs revert 
temporarily to a resting \Stage. This is be- 
cause ovarian hormones are suppressed dur- 
ing lactation by pi
uitary prolactin. 
Menopausal: This is an age of decreasing 
hormonal function, as shown !by a fall in 
progesterone, foHowed by a fall in estrogen 
production. Menstrual periods beçome more 
THE CANADIAN NURSE 



s<.:anly .mò may be skipped or may stop 
suddenly. Fxternal secretions become less 
prominent and some regressive changes may 
be noted in the secondary sexual char- 
acteristics. 
Postmeflopause: At this age decreasing 
amounts of estrogen are produced As a 
result. the breast and external genitalia 
may become somewhat smaller and the 
epithelium lining the vulva, vagina. and 
cervix becomes thinner. 


Factors in Changes 
In the woman of reproductive age, 
with whom we are mostly concerned, 
such factors as hot weather, sexual 
function, and emotions may affect the 
function of the external organs. 
Hot weather greatly influences hy- 
giene, because of excess perspiration 
which adds odor and may remove or 
absorb deodorants or other agents. 
Sexual excitement results in pro- 
found physiologic changes, which in- 
volve the whole body. Local sexual res- 
ponse results in the production of addi- 
tional fluid in the vagina, probably 
because of transudation across the va- 
ginal wall. This fluid may vary in 
amount according to the degree of sex- 
ual arousal experienced. Additional 
secretions are provided by the cervical 
and vulvovaginal glands. Increased 
production of material by the apocrine 
glands may also be noted at this time. 
Emotions affect the response of the 
external reproductive organs in several 
ways. Apprehension and anxiety may 
result in altered secretions, usually 
increased production of sweat, espec- 
ially in the areas associated with sexual 
function. Attitudes toward sexual 
function may influence what a woman 
thinks of a given amount of secretion. 
Thus, to one woman a small amount 
of secretion, perspiration, or odor may 
seem excessive, while to another it 
may be imperceptible or even pleasu- 
rable. Consciousness of what other 
people think of odor or appearance 
is also important. Women who accept 
sexual function are more likely to 
accept the odors and secretions asso- 
ciated with it, whereas the rejective 
woman is likely to dislike these aspects 
of her sexuality. 


Advice to Normal Women 
It is important that, in carrying out 
hygiene for themselves, for their fami- 
lies, and for patients whom they may 
advise. nurses understand the various 
factors just mentioned and their effects 
on the function of the external repro- 
ductive organs. FurthernlOre, it is es- 
sential to appreciate individual attitu- 
des toward sexual function and the 
differences in expression which these 
may produce. Combining this under- 
standing with the recognition that 
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many of the methods described for 
feminine hygiene are purely empirical, 
a nurse may then apply a common 
sense point of view to this subject. 
Whether a bath or a shower is to 
be preferred is a matter of individual 
taste. Certainly, greater cleanliness of 
the external genitalia can be achieved 
by sitting in a tub bath than by the 
usual shower. The legs should be held 
slightly apart so that bath water can 
circulate freely between them or extra 
water can be splashed on the perineum 
with a washcloth. 
There would appear to be no parti- 
cular objection to the use of anti- 
perspirants and deodorants, provided 
that they have been adequately tested 
for toxicity before use. Thus. caution 
is necessary in advising the use of a 
new compound, unless experience has 
been gained from its use to indicate 
that it is safe. 
Recently, there has been less enthu- 
siasm for douching, a mechanical me- 
thod of cleansing the vagina. An occa- 
sional douche, with a mild additive like 
vinegar (I to 2 tablespoonfuls of white 
vinegar per quart). probably does little 
harm and may control odors and con- 
tribute to a feeling of clean]iness in 
some women. Properly speaking, a 
douche should be taken in a bathtub, 
using a douche bag, tubing, and nozzle. 
The bag should be no more than two 
to three feet above the level of the 
hips. The fluid should be allowed to 
flow into the vagina with the vulva 
closed by the other hand so as to dis- 
tend the walls of the vagina, before 
being expelled. This should be repea- 
ted until all the fluid is used. Methods 
of inserting the douche under pressure, 
such as with a bulb, are undesirable. 
On the other hand, there is no evi- 
dence that douching contributes to 
body health and, indeed, it is definitely 
contraindicated during pregnancy, in 
the puerperium and, if children are 
desired, after intercourse. 
Since the anal opening is near the 
introitus, bowel hygiene is important 
to feminine hygiene. Perhaps the most 
important single fact that the nurse 
can teach is that wiping should start 
at the urethral meatus and end with 
the rectum. It should not proceed for- 
ward from the rectum, since this tends 
to carry bacteria over the introitus and 
the urethral meatus, thus predisposing 
to vaginal and urinary tract infections. 


Special Problems 
It is also important for the nurse 
to be able give advice in special areas 
and particularly to be able to recog- 
nize the abnormal. 
Infancy and Childhood: Elaborate 
rituals of cleansing the external geni- 
talia in the infant or young girl are 


unnecessary. Every girl devclops smeg- 
ma around the clitoris, and a certain 
amount of chafing of the labia is noted 
in many young girls from time to time 
before puberty. Deep baths will be suf- 
ficient to keep the external genitalia 
clean. Extra soaping or rubbing with 
a washcloth is neither necessary nor 
desirable. Minor irritation may, in 
some instances, best be handled by the 
application of hydrous lanolin. Exces- 
sive vaginal discharge which obviously 
contains pus or blood or which signi- 
ficantly stains the underclothes may 
be important, especially if associated 
with itching, and a physician should 
then be consulted. One of the common 
causes of vaginal bleeding and dis- 
charge in the young child is the pre- 
sence of a foreign body in the vagina. 
Menstruation: The disposal of men- 
strual blood has been greatly facili- 
tated by the developments of the past 
50 years. The perineal pad has become 
the most widely used device and regu- 
lar deodorants, many of which contain 
fullers' earth, appear to be safe. In re- 
cent years, the use of tampons has in- 
creased and these are now readily 
available. No clear evidence has been 
found to indicate that irritation of the 
cervix, blockage of menstrual flow, or 
other disorders result from the use of 
tampons during menstruation. There 
is no reason why they should not be 
used even by the unmarried girl, the 
only proviso being that she have no 
difficulty in inserting them. If any 
trouble is encountered. she should not 
use this fonn of menstrua] protection. 
The use of internal rubber cups has 
been suggested but is not generally 
employed. " 
Pregnancy and Lactation: These 
bring with them increased secretions 
and increased need for bathing and 
for more frequent changes of clothing 
to avoid unacceptable odors. Douch- 
ing during pregnancy and the early 
puerperium should probably be avoi- 
ded because of the danger of inserting 
fluid into the uterus and causing either 
rupture of the membranes or infection. 
Bathing in a tub is traditionally taboo 
in American culture for the last six 
weeks of pregnancy. but in other coun- 
tries with equally low maternal morta- 
lity statistics, the woman who is in the 
first stage of labor is regularly given 
a bath as part of the hospital admis- 
sion routine. Tub bathing in the early 
puerperium is acceptable. because it 
has been shown that little water as- 
cends the genital tract. 
As far as the breasts are concerned. 
extra water may be splashed over them 
during pregnancy and lactation at the 
time of baths or showers, but soap 
should be avoided since it tends to 
remove the natural protective oils of 
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the skin and leads to nipple pain and 
damagc when the baby sucks. No 
nipple cleansing routines are necessary 
for the lactating mother and, indeed, 
most of them may acually do harm in 
that they weaken the nipple skin and 
wash away the sweat. sebum. and new- 
ly secreted milk, a1l of which are re- 
ported to have antibacterial properties. 
During lactation, milk, particularly at 
the beginning of the breast-feeding pe- 
riod when the ejection reflex is in the 
process of becoming controlled, often 
presents a problem. Rubberized bras- 
sieres are not a good solution. since 
they reduce the free circulation of air 
which may promote skin healing. 
Simply cutting out the rubber in nurs- 
ing brassieres may be effective in stop- 
ping some persistant nipple problems. 
Ordinary brassieres, changed once or 
twice a day and filled with a folded 
handkerchief to catch dripping milk, 
can be recommended for day-time 
wear. 
After the Menopause: Secretions are 
less prominent and changes in the 
mucosa and skin of the external geni- 
talia, characteristic of this period, may 
present problems of irritation. Where 
these become significant, a physician's 
aid should be sought, both to exclude 
infections or other serious disease and 


The symptoms of patients suffering from 
chronic and acute anxiety are depicted in 
the new film, Recognition and Management 
of Anxiety, -available from the Wyeth Film 
Library. Clinical interviews present a wide 
variety of patients and their physicians dis- 
cussing symptoms and describing the effects 
of psychotherapy and of Serax (oxazepam. 
Wyeth Laboratories) on the anxiety syn- 
drome. 
Other parts of the film include scenes of 
animal tests on the potency and toxicity 
of Serax. and a panel discussion by six 
clinical investigators and two Wyeth scien- 
tists on the source and effectiveness of the 
new tranquilizer. 
Developed for showings to psychiatrists, 
internists. general practioners. and other 
physicians. the film runs 38 minutes, is 
16-mm. black and white. sound. It is avail- 
able on loan from John Wyeth and Brother 
Ltd.. 2109 Ottawa Street. Windsor. Ontario. 


Atrial Septal Defect Secundum is an out- 
standing new film on the diagnosis Bnd 
correction of congenital heart defects. Al- 
though prepared for medical teaching. it is 
highly recommended for schools of nurs- 
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also tu suggcst appropriate medication. 
Sclf-medication for vu1var symptoms is 
to be discouraged, since the medication 
itself may lead to further trouble and 
serious disease may be obscured. 
A bllormalities: There are certain 
symptoms of which the nurse should 
be aware, in order to counse1 her fami- 
ly and patients effectively. First, with 
regard to vaginal discharge, it is often 
difficult to determine whether this is 
normal or excessive. Certain1y. if there 
is a foul odor, if the underclothes are 
soi1ed to any great extent. or if the dis- 
charge is associated with symptoms of 
itching or frequency or burning on uri- 
nation, medical aid should be sought, 
since a specific infection is likely to be 
present. Thin discharge which varies in 
amount with the time of month and 
does not obviously contain pus and is 
not associated with other symptoms 
may be handled by more frequent 
baths or changes of clothing. Second, 
bleeding from any part of the genita1 
tract is an important symptom, unless 
it is regular menstruation. When b1eed- 
ing other than menstruation occurs, 
medical aid shou1d be sought. Third, 
symptoms related to the urinary tract 
or bowel are usually specific and, un- 
less they are minor or physiologic, as, 
for examp1e, frequency during preg- 
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ing (pediatrics or medical-surgical nursing 
courses) and for inservice education pro- 
grams (would be of special value for review 
for nurses who graduated before 1958). The 
diagnostic examinations are very well de- 
monstrated and valuable knowledge con- 
cerning the cooperation and preparation by 
nursing team members is readily apparent. 
It would also be useful in public health 
nursing education. 
The film. in color. sound and lasting 
39 minutes. is available on loan. Write to 
Pfizer Co. Ltd., 50 Place Cremazie. Mont- 
real II. Quebec. 


A new (1962) film describing industrial 
therapy programs in two British mental hos- 
pitals is now available in Canada. The Need 
to Wort., a 24-minute. sound. color film 
demonstrates the value of work therapy. 
Long-stay ment.tl patients are given work 
to do under conditions similar to those in 
industry. with the aim of returning them 
to outside employment and normal com- 
munity living. 
The film is available for showing to stu- 
dent nurses, and would also be useful to 
aid in public education of relatives of 
patients and poten(ial employers. 


nancy, they should be investigated by 
a physician. 
Summary 
The nurse who employs good femi- 
nine hygiene and wishes to counsel 
others effectivelv in this field shou1d 
remember that physi010gic and psycho- 
logic changes in the function of the 
reproductive organs and external geni- 
talia are important and attitudes to- 
ward secretions and sexual functions 
vary. The nurse should take into ac- 
count both her own feelings and those 
of others in this respects. There are 
many individual variations, not only in 
glandular function, but also in likes 
and dislikes regarding feminine hy- 
giene. In general, techniques advised 
are empirical and there is a lack of 
scientific and objective evidence sup- 
porting the use of many medications or 
devices. 
The nurse can function effectively 
by reassuring patients who are concer- 
ned about minor variations from nor- 
mal, by being aware of abnormal pat- 
terns which require medical attention, 
by encouraging a commonsense and 
practical approach to feminine hy- 
giene, and by fostering the concept of 
preventive gynecologic care by regular 
examinations. 


Requests to borrow the film should be 
made to Smith. Kline & French. 300 Lau- 
rentian Boulevard. Montreal 9. Quebec. 


Cerebral Vascular Diseases: The Chal- 
lenge of Management - 16 mm. 39 min- 
utes. black and white, sound. This medical 
te.aching film rs designed to acquaint the 
family physician -as well as hospital and 
public health nurses with concepts Bnd 
techniques basic to the management of per- 
sons who have suffered a "stroke." It de- 
monstrates measures that can be carried out 
by the practising physician even though he 
may be working without the help of spe- 
oialists. in hospitals that have no physical 
therapy services and with patients whose 
long-tenn treatment must be carried out 
at home. (EM246) 
Cerebral Vascular Diseases: The Clwl- 
lellge of Diagnosis - 16 mm. 30 minutes. 
color. sound. This film. using three cas: 
histories. stresses the importance of acx:urate 
differential diagnosis whether thrombosis. 
hemorrhage or embolism. (EM246A) 


The
e two films may be borrowed with- 
out charge from the C.madian Heart Asso- 
ciation. 1130 Bay Street. Toronto 5. 
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Premenstrual 


Tension 


More than 50 per cent of women experience premenstrual tension in varying 
degrees of severity throughout their active menstrual life. 


The collection of complex and 
diverse symptoms that occur several 
days before the onset of menstruation 
has long been familiar to us. Hippo- 
crates described it in the terms of 
hi
 day when he spoke of the "blood 
poison" that affected the entire body 
and which finally escaped through the 
uterus. Medicine paid little attention 
to the syndrome until very recent 
years. The first description was given 
by Frankl in 1931; in 1933. W.A. 
Thomas:! reported two cases of exten- 
sive edema occurring in the premens- 
trual period. Finally, in 1936, Gilbert 
Dreyfus 3 provided the first full clinical 
picture. Nowadays. medical interest is 
much aroused, not only as a result of 
the frequency with which this syndro- 
me is encountered but also. and more 
especially. because of the social, eco- 
nomic and family problems that are 
often associated with it. 


Definition 
Premenstrual tension is the collect- 
ion of physical and emotional signs 
and symptoms occuring about four to 
ten days before menstruation, gradual- 
ly rising to a peak of intensity and 
then disappearing with the onset of 
the menstrual flow. It should not be 
confused with dysmenorrhea. the pel- 
vic discomfort experienced during 
menstruation, and must also be differ- 
entiated from the intermenstrual syn- 
drome that may appear at the time 
of ovulation. The latter arises from 
the rupture of the graafian follicle and 
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is exhibited as pain in either the left or 
the right iliac fossa. 
Clinical Signs 
Sometimes the premenstrual syn- 
drome passes unnoticed; more frequent- 
ly. however, its presence is very ob- 
vious and, in some instances. is so 
acute that it becomes pathological. 
Clinical signs can be classified in two 
groups according to their frequency 
and importance: psychical or emo- 
tional. and physical. 
Emotional Signs and Symptoms: 
All women with premenstrual tension 
exhibit nervous and emotional instabil- 
ity. In 75 per cent there are psycho- 
neurotic tendencies characterized by 
irritability. distress, anxiety, crying, 
agitation, hypersensitivity and some- 
times obvious depression with insom- 
nia or unnatural drowsiness. Women 
with a predisposition to psychotic 
crises are likely to become acutely dis- 
turbed at this time. 
Physical Signs and Symptoms: The 
main symptoms are associated with 
the head: frontal or one-sided head- 
ache, migraine. or dizziness. Some- 
times edema of the face and eyelids 
with watering of the eyes and inflamm- 
ation of the conjunctiva occur. Ex- 
acerbation of acne lesions is common. 
Frequently. a general feeling of fat- 
igue and weariness accompanied by 
diaphoresis is reported by the patient. 
Generalized circulatory disorders, par- 
ticularly of the lower limbs, appear 
in the form of edema and varicose 
veins. Hemorrhoids become more con- 
gested and very painful. The breasts 
become hard and sensitive: sometimes 
one side is affected more acutely than 
the other. with pain radiating toward 
the armpit and some discomfort in 
use of the arm. Frequently. the nipples 
are extremely tender. giving rise to a 


tingling sensation. As a result, the 
slightest pressure from clothing can be 
very painful. 
Collateral circulation is more pro- 
nounced; examination of the breasts 
may disclose one or more symmetri- 
cal, painful nodes which disappear 
with the onset of menstruation. Careful 
examination of the axillae may dis- 
close hardened, painful lymph nodes. 
A variety of digestive disorders, 
such as anorexia. nausea and vomiting, 
diarrhea or constipation with abdomi- 
nal distention, cramps, or colic may 
occur. Urinary difficulties Jikely to be 
encountered are most often polyuria 
and oliguria. There is a feeling of 
vague discomfort and congestion in 
the pelvic area, usually more notice- 
able on one side than the other, with 
radiation to the thigh. Backache is 
frequently present, especially in the 
woman who has had several children. 
Vaginal discharge becomes more 
copious due to the increased activity 
of the cervical glands and congestion 
of the vaginal mucosa. This discharge 
is whitish in color. The patient with 
asthma or arthritis may experience an 
exacerbation of her condition during 
this premenstrual period. 
Finally, a significant and common 
symptom is weight gain caused by the 
retention of fluid in the body tissues. 
This increase can vary from two to 
five pounds a month, and, in some 
instances, as much as 10 to 12 pounds. 
Thomas 4 reported two women who 
showed a 14-pound increase. This 
weight disappears rapidly with the 
onset of menstruation and accompany- 
ing diuresis. The degree to which 
women will display the foregoing 
signs and symptoms varies with the 
individual. Some symptoms may exist 
almost unnoticed. while others are very 
apparent and often very annoying. 
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Pathogenesis 
The origin of the premenstrual syn- 
drome has led to numerous assump- 
tions, and research continues. Several 
explanations and theories have been 
advanced. Generally speaking, pre- 
menstrual tension is considered to be 
due to sodium retention; this, in turn, 
leads to an increase in intracellular 
fluid and considerable edema of all 
body tissues. The edema is responsible 
for the physical and emotional signs 
and symptoms already discussed. 
Research on cerebral circulation dur- 
ing toxemia of pregnancy has shown 
that a mild ischemia occurs during the 
premenstrual phase, sufficient to cause 
headaches and emotional difficul- 
ties. We are presently searching for 
the underlying cause of sodium reten- 
tion. Opinions concerning this are 
highly divergent. Some of the most 
common are discussed in the following 
paragraphs. 
1. The hormonal theory: Several 
authorities believe it quite logical to 
attribute the premenstrual syndrome 
to hormonal imbalance, specifically 
hyperfolliculinemia. In support of this, 
it has been noted that prolonged ad- 
ministration of estrogens can produce 
disorders identical to those seen in 
premenstrual tension. To confirm the 
theory, Thorn and EngeJ5 injected 
5 mg. of alpha-Estradiol or 15 mg. of 
estrone into female dogs. They noted 
a decrease in sodium excretion as well 
as in that of chloride, phosphate, ni- 
trogen, and water. They stated, how- 
ever, that progesterone would also 
cause a reduction in chloride and so- 
dium excretion. 
Philli ps 6 and his associates studied 
the level of concentration of chloride, 
sodium, potassium and calcium in the 
blood serum of 40 women, at differ- 
ent stages of their menstrual cycle, 
during 18 cycles. They noted that the 
chloride level dropped at the time of 
menstruation and then increased gra- 
dually until the onset of the next mens- 
trual flow, at an average of 3.5 
mEq./l., attaining its maximum on 
the 24th day. The highest concentra- 
tion of sodium occurred just around 
the time of ovulation, while the lowest 
point was reached at the onset of 
menstruation with an average drop of 
1.2 mEq./I. Potassium, on the other 
hand, increased very gradually, from 
an average of 0.31 mEq./I. from the 
time of menstruation up to the time 
of ovulation, then gradually decreased 
until the onset of the next menstrual 
flow. Calcium also reached its peak at 
ovulation, then decreased during the 
premenstrual period from an average 
of .28 mg./ 1 00 cc. 
In 1950, Morton 7 introduced a new 
theory by attributing the cause not to 
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estrogen imbalance alone, but to a 
disturbance in the estrogen-progester- 
one ratio. Others supported the ac- 
curacy of Morton's theory by reporting 
a drop in progesterone that was more 
marked than for estrone, thus creating 
a relative excess of this substance and 
an increase in the ratio. Israel,8 on the 
other hand, claimed that this imba- 
lance could be the result of an excess 
secretion of anterior pituitary gonado- 
tropins. 
Several researchers such as Bickers. 1I 
Pendergrass. III Robinson. ll and Tho- 
mas,l:! proved that fluid retention was 
encouraged by the pitressin and the 
antidiuretic hormone secreted by the 
posterior lobe of the pituitary, both 
of which increased the reabsorptive 
power of the tubules. Lloyd and La- 
dotsk y 1:1 reported that physiological 
diuresis is established during menstrua- 
tion by decrease in the production of 
antidiuretic hormone. while the reverse 
occurred in the premenstrual period. 
Other authorities, such as Rennie H 
and Morton, 1
 found that hypoglyce- 
mia was present in women with pre- 
menstrual syndrome, and that this 
condition persisted even after a glu- 
cose injection. They associated this 
phenomenon with hyperinsulinism. 
Long, JI) Zukerman and Selye belie- 
ved that the adrenal glands played an 
important role in that their activity 
was markedly increased during the 
premenstrual period. 
2. The metabolic theory: It has 
now been established experimentalIy 
that thiamine chloride or vitamin BI 
is essential to the metabolism of the 
estrogens in the liver. Consequently, 
Biskind 17 claimed that these hormones 
would be poorly utilized in the body 
in the presence of vitamin B 1 deficien- 
cy or hepatic insufficiency. 
3. The allergenic theory: Zondek 18 
and HeckepD. 20 maintained that pre- 
menstrual tension was simply an aller- 
gic phenomenon due to estrogens, or, 
according to Gillman 21 to progeste- 
rone. Netter eXplained the appearance 
of the syndrome just before the men- 
ses on the basis of loss of antihistami- 
nic power in the serum. 


Incidence 
There is wide variation in the es- 
timated frequency of the premenstrual 
syndrome. Some claim that 75% of 
women suffer from it during their 
active reproductive life. Others esti- 
mate that only 15 to 20% exhibit 
symptoms. Israep2 places the fi,Rure 
at 40%; Suarez-Marias,23 at 85%. 
Lamb 2 " surveyed 127 student nurses 
and found that 73 % experienced 
symptoms. of which the most common 
(52 %) was painful distention of the 
abdomen. F()rty-nine per cent felt 


irritable; 47% had abdominal pain; 
43% complained of painful breasts; 
42 % had mental depression. Another 
noteworthy fact was that 87% expe- 
rienced emotional difficulties of one 
kind or another. 
Most authorities agree that 80% 
of the women who are affected by the 
premenstrual syndrome present pro- 
blems demanding a solution. The wo- 
man suffering from migraine headache, 
irritability, insomnia and depression 
obviously cannot work with her nor- 
mal efficiency and is likely to have 
problems at home, at work, and in 
society. Bickers and Wood 25 report 
that 36% of women employed in of- 
fice or factory work either require 
some assistance, or give a poor work 
performance during the premenstrual 
phase. Pollak 26 goes further and 
claims that most criminal acts perpe- 
trated by women take place during 
the premenstrual period. 
Naturally, not all women require 
treatment; those who show consider- 
able weight gain, with or without 
edema, or who have acute emotional 
symptoms, can benefit from efficient, 
modern therapy. 


Treatment 
Methods of treatment vary in ac- 
cordance with the diversity in theories 
as to the underlying cause. Gillman 27 
Gray,28 and IsraepD have used prog- 
esterone; Thorn,30 has used chorionic 
gonadotropins; Freed,31 Greenblatt 32 
and Newman 33 used testosterone to de- 
crease the assumed estrone excess. 
Zondek 34 attempted desensitization and 
Heckel 35 recommended antihistaminics. 
Others have used estrogens and vita- 
mins. Generally speaking, these meth- 
ods of treatment have not produced 
the expected results. On the contrary, 
in many cases they have created men- 
strual disorders such as amenorrhea. 
menorrhagia, metrorrhagia, and hy- 
permenorrhea. For more practical re- 
sults. attention is centred on the prob- 
lem of sodium and fluid retention, and 
on its alIeviation through the use of 
diuretics. 
In 1940. Greenhill and Freed,36 
used ammonium chloride for the first 
time, with good results. Subsequently, 
Bickers,37 Hamblen,38 Taylor,3D and 
Jones,40 carried out clinical studies 
using theophylline and its derivatives. 
Their results were equally good. To- 
day, with the wide variety of new diur- 
etics available, such as the mercurial 
compounds. polythiazides and their 
derivatives. tissue edema and its at- 
tendant weight gain can be readily 
avoided. The patient obtains consider- 
able relief and a marked decrease in 
symptoms. In obviously pathological 
cases. antihistaminics and tranquilizers. 
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In conjunction with diuretics, can be 
prescribed to good effect. 
Conclusion 
Premenstrual syndrome is a genuine 
and well-defined entity that modern 
medicine can no longer belittle or ne- 
glect. Used with care and under super- 
vision, diuretics, along with antihista- 
minics and tranqui1izers produce very 
good results. Guilleman 41 believes that 
they offer the surest means to alleviate 
the symptoms of a condition which, 
while essentially benign, places a 
heavy strain on the social and family 
life of many young women. 
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Most women... are alarmed when they 
note vaginal discharge. They have mentally 
associated it with the presence of venereal 
infection. They frequently wonder whether 
or not they might have contracted some 
unusual disease. innocently or otherwise. A 
review of the basic causes of leukorrhea is 
continually helpful. 
The vagina is lined with a mucous mem- 
brane composed of squamous epithelial cells. 
There is little, if any, secretion through the 
vaginal walls. 
The vaginal canal is an area designed 
by nature to remain moist. This moisture 
is provided from three sources - the cer- 
vical glands, the Skenes glands and the 
Bartholin glands. In many respects, secre- 
tions from these resemble secretions from 
the buccal and nasal cavities. They are 
mucoid, tenacious and slippery. Their func- 
tion is lubrication. As these normal secre- 
tions mix with the desquamating epithelial 
cells, they acquire a thick, white appearance. 
These secretions, present in the normal 
healthy female between the ages of 15 and 
60, are stimulated by erotic emotions _ 
whether physically or emotionally induced... 
The amount of secretion varies among 
patients. Some women have so much normal 
physiological secretion that they are con- 
stantly moist and even wet around the in- 
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Physiological Leukorrhea 


troitus. Such women seek relief by changing 
their undergarments frequently and many 
even use cotton pledgets or pads to absorb 
the fluid. Conversely, other women may 
have only slight secretions. . . 
For many years physicians have been tell- 
ing patients that the vagina "cleanses itself." 
Somehow, in some manner they add, these 
secretions will get out of the vagina. 
Quite apart from blood, sperm, or desqua- 
mating epithelial cells, even normal physio- 
logical secretions cannot be entirely remov- 
ed from the vagina except mechanically. 
Douches are prescribed by most physicians 
from time to time. Such cleansing - in 
effect the pouring of water, or medically 
laden fluid over the vaginal surface - is 
often of little cleansing value. When pre- 
paring patients for operation, we always 
employ a scrubbing technique associated 
with soap or a bacteriocidal agent. 
During the last three years, over five 
hundred women complaining of physiolo- 
gical leukorrhea have been placed on a new 
method of feminine hygiene. They have been 
instructed to cleanse the vagina daily, utiliz- 
ing a new mechanical device that provides 
a gentle scrubbing action. This device is 
marketed under the trade name of Portabi- 
day Kit. (Winley-Morris Co. Ltd.). This kit 
consists of a plastic handle. to which a soft 
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polyurethane sponge tip is permanently at- 
tached; a mild detergent, alkylamine lauryl 
sulphate. which is slightly acid and which 
contains 2% Hexachlorophene by volume; 
an aluminum cup to dilute and saponify 
the cleansing solution before applying to the 
sponge tip. The patients are instructed to 
cleanse the vagina by this method for 5 to 
10 seconds and then rinse out the suds with 
a douche bag full of plain warm water. 
It has been found that all patients troubl. 
ed by physiological discharge were relieved 
of their symptoms. Most were very enthu- 
siastic about ridding themselves of odor, 
itching, irritation and clothing soilage. It has 
also been interesting to note that none of 
these patients who cleansed daily had to be 
treated for specific diseases, such as Tricho- 
monas vaginitis, or Monilial vaginitis. 
It was hoped that this method of therapy 
could be extended to specific diseases such 
as Trichomonas or Monilia vaginitis. How- 
ever, it was discovered that such diseases 
had to be specifically treated with appro- 
priate medication for at least one week. 
Thereafter, if cleansing was accomplished 
daily, the specific disease rarely recurred. - 
Leonard, Thomas M. The Management of 
Physiological Leukorrhea. Medical Times, 
January, 1964. 
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ABORTION 


Causes 


An abortion may be defined as the 
loss of a pregnancy before the twen- 
tieth week of gestation. Patients and 
relatives favor the term miscarriage, 
since the word abortion suggests crimi- 
nal intent to the laity. 
Incidence: About 10 per cent of all 
pregnancies end in abortion, although 
it is probable that with many unre- 
cognized or unreported abortions the 
figure may be higher. 
Time of onset and mechanism: 
Eighty per cent of abortions terminate 
during the 6th to 12th week of preg- 
nancy. Prior to the 12th week, the 
placenta and fetus (often there is no 
recognizable fetus), tend to be passed 
either incompletely or completely by 
the uterus as a mass of blood and 
tissue. After the 12th week, the pro- 
cess more often resembles a miniature 
birth with the passing first of the tiny 
fetus, and then the small placenta. 
ETIOLOGY 
Most abortions have a spontaneous 
onset. Interference is usually denied or 
information given reluctantly. Thera- 
peutic abortions are responsible for 
only a small percentage of cases in this 
country, although in Sweden, Denmark 
and Japan - where the abortion laws 
are more liberal- they present a 
more significant proportion. 
Most women feel that a definite 
cause for abortion can be found, and 
often ascribe the onset of bleeding to 
some incident or accident which befell 
them just prior to the appearance of 
symptoms. In actual fact, this is 
seldom so. 


1. Abnormalities of the fetus and 
membranes 
The exact cause is often difficult to 
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determine, but of those abortions that 
occur before the 12th week of preg- 
nancy, 80 per cent are due to abnor- 
malities of the conception and are 
completely unrelated to the activities 
of the patient. Often, the embryo does 
not form at all; if it does, it is com- 
posed of an amorphous mass of cells, 
and the chromosomal pattern is ab- 
normal in 60 per cent of cases. 
Malformations and abortion can 
also be caused by poor implantation of 
the trophoblast when the decidual lin- 
ing of the uterus has been ill-prepared 
to receive the new pregnancy. This 
proper preparation is dependent on the 
two ovarian hormones, estrogen and 
progesterone, both of which are also 
secreted by the placenta. However, it 
is difficult to prove that a deficiency 
in the amount of these hormones, or 
insensitivity, is responsible for abor- 
tion; only occasionally do patients re- 
ceive them as part of their treatment. 
2. Maternal diseases 
Certain viruses, among them rubella, 
may cross the placenta and result 
in abortion. On the other hand, 
abortion is unlikely to follow general 
bacterial infections, unless they are vir- 
ulent or associated with marked py- 
rexia, or affect the uterine cavity and 
its contents directly. 
Chronic disellses, for example dia- 
betes mellitus, if untreated, may be as- 
sociated with abortion. Syphilis sel- 
dom results in the expulsion of the 
fetus before the 20th week of preg- 
nancy. 
Rhesus incompatibility may result 
in death of the fetus in utero, but this 
usually happens after the 20th week 
and is not a cause of abortion. 


3. Uterine factors 
When the pregnancy proceeds be- 
yond the 12th week, apparently nor- 
mally, and abortion then occurs with 


the passage of a 'normal fetus followed 
by placenta, the cause most often lies 
in the uterus itself and not in the con- 
ceptus. It would appear that the uterus 
is unable to retain the pregnancy or 
else rejects it. 
a. Developmental abnormalities: If an 
irregular uterine cavity has developed, either 
with a central septum or with a bicornuate 
type of malformation, this may be a sig- 
nificant reason for an abortion to occur. 
Such an abnormality should be suspected 
where repeated abortions occur after the 
third month or if there is an associated 
history of premature births. 
On the other hand, a common belief 
among women, and indeed among some 
doctors, that backward displacement of the 
uterus may cause abortion. is no longer 
tenable. 
b. Incompetent cen-ix: A small group 
of abortions occur after the 12th week in 
which the cervix dilates and abortion occurs 
suddenly with rupture of the membranes 
and practically painless passage of the fetus. 
It is believed that the cervix is primarily 
at fault and dilates without apparent stimu- 
lation during the pregnancy. The cause 
for this cervical incompetence has been 
attributed to tearing of the internal os of 
the cervix by previous forceps deliveries, or 
occasionally following amputation or other 
cervical surgery. True incompetence is in 
actual fact uncommon. 


4. Other causes 
a. Drugs that make the uterus contract, 
e.g., ergometrine or quinine, do not, as a 
rule. cause abortion; those that directly 
affect the embryo usually have to be given 
in such dosage that they have a consider- 
able effect on the mother herself. Generally, 
it can be assumed that drugs are not a big 
factor in causing abortion although certain 
drugs may play a significant role in caus- 
ing congenital abnormalities of the fetus. 
Nevertheless. they are frequently employed 
in attempts to procure illegal abortion. 
Potassium permanganate tablets are also 
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Eighty per cent of abortions are due to abnormalities of conception. 


used to insert into the upper vagina. Despite 
the fact that they cause deep ulcerated 
burns of the vaginal walls which often 
bleed profusely, they seldom succeed in 
initiating abortion. 
b. Accidents and emotional upsets: De- 
spite fears to the contrary, normal preg- 
nancies in normal women are not usually 
disturbed by accidents, unless there is ac- 
tually direct injury to the uterus itself, as 
might be seen in a bad automobile accident. 
The fetus is remarkably well protected in 
its sac of liquor amnii. 
From lime to time, emotional upsets ap- 
pear to play a part in abortion, and an 
increase in the uterine tone under stress 
situations has been noted. Some doctors 
have reported success with habitual aborters 
through the use of psychotherapy. 
c. Operations: Dilation of the cervix 
carried out during pregnancy will result in 
an abortion; the passage of instruments or 
foreign bodies. either fluid or solid, into 
the uterus may have a similar effect. These 
are the methods most frequently used by 
criminal abortionists. They often introduce 
infection or sometimes perforate the uterine 
wall itself with disastrous results. 
Occasionally, a patient who is operated 
on for some inter-current condition. for 
example, appendicitis or an ovarian cyst, 
may abort following the operation; more 
often than not the pregnancy remains 
undisturbed and continues normally. 


CLASSIFICATION 
Types of abortion include: threat- 
ened, inevitable, incomplete, complete; 
missed; infected (septic); habitual; 
therapeutic. 
Threatened abortion 
The first sign of threatened abortion 
is usually some uterine bleeding, not, 
as a rule, excessive. The patient has 
suspected or knows that she is preg- 
nant and, when the bleeding occurs, 
usually retires to bed or is given this 
advice by her doctor. In three cases 
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out of four the bleeding ceases and 
the pregnancy continues to term. How- 
ever, where the bleeding is more pro- 
fuse or where the patient is suffering 
from some abdominal or pelvic pain 
the doctor may advise admission to 
hospital. On gentle, sterile examination 
of the pelvis, the cervix will be found 
to be closed. Treatment consist of 
rest and sedatives. If the bleeding 
ceases, the patient can be discharged 
from hospital to rest or restricted ac- 
tivity at home for a few days. The 
pregnancy will then continue normally, 
and the patient can be reassured that 
there is no special reason to fear an 
abnormal baby because of the episode 
of bleeding. 
However, if the bleeding has been 
very heavy, if clots have been passed, 
or if lower abdominal cramps indicate 
uterine activity, it is evident that abor- 
tion has become inevitable and that 
the pregnancy will be lost. 
Inevitable abortion 
At this stage, cervical dilation has 
begun. On pelvic examination, pro- 
ducts of conception can be felt begin- 
ning to protrude from the cervical 
canal. The patient will have to remain 
in hospital until the abortion has com- 
pleted itself or has been completed 
by the attending physician. 
At this stage, Demerol 75 mg. to 
100 mg. may be given by injection to 
relieve the patient's pain, which often 
is severe. Vital signs are recorded, the 
amount of vaginal bleeding is noted 
and any tissue passed is kept for in- 
spection. Oxytocics such as ergome- 
trine, 0.25 mg. intramuscularly, may 
be given to stimulate the uterus to 
evacuate the products of conception as 
quickly as possible. If there is much 
bleeding or if the abortion is slow in 
being completed, the doctor may ex- 
pedite matters by removing the pro- 
ducts of conception from the uterine 


cavity and lightly curetting the patient 
under anesthesia. It is, therefore, im- 
portant to remember that if the patient 
looks as if she may be passing into 
the stage of inevitable abortion or in- 
completed abortion she should not be 
given anything to eat as it will in- 
crease the risks of anesthesia. 


Incomplete abortion 
The patient with inevitable abortion 
will eventually pass some tissue. Un- 
less the uterus empties itself com- 
pletely, which does not happen very 
often, the bleeding will continue and 
curettage will be necessary to remove 
the remaining products of conception 
and let the uterus contract. It should 
be noted that many patients who come 
into hospital have passed some tissue 
prior to admission; when they arrive 
in hospital they are actually in the 
stage of incomplete abortion. The loss 
of blood in some cases may be so 
serious that the patient passes into a 
state of shock and blood transfusions 
become necessary. Removal under 
anesthesia of the remaining products 
of conception and blood clots from the 
cervical canal and the uterus, follow- 
ed by curettage, is attended by cessa- 
tion of bleeding and a dramatic im- 
provement in the patient's condition. 
She can often be discharged from hos- 
pital on the following day. 


Complete abortion 
On occasion, the uterus is capable 
of passing the entire products of con- 
ception quickly and without much 
bleeding. The cervix then closes down, 
the uterus contracts, and no further 
bleeding ensues. In such cases the 
patient wiIl not require curettage. 


Missed abortion 
Missed abortion indicates that the 
fetus has died in the uterus and has 
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been retained. Some spotting may have 
occurred at the time of the death. The 
fact that the uterus is not increasing 
in size first alerts the physician. There 
is a natural temptation to want to get 
rid of the dead pregnancy as soon as 
possible, and intravenous drips of pito- 
cin are sometimes employed to stimu- 
late abortion. Normally, it is safer to 
do nothing and await a spontaneous 
abortion which will usually occur 
within a few weeks. 
In a very few cases, blood fibrino- 
gen levels may fall if the pregnancy 
is retained for an undue length of time, 
for example, six to eight weeks. The 
patient may suffer a coagulation defect 
of the blood so that clotting does not 
occur. This would require specific 
treatment, but it should be emphasized 
that this only happens on very rare 
occasions and that, over-all, the safe.st 
treatment for a missed abortion is 
to await spontaneous activity of the 
uterus. 


Infected (septic) abortion 
These abortions are almost always 
criminally induced by the passage of 
unsterile instruments or the introduc- 
tion of fluids or foreign bodies into 
the uterus. The products of conception 
become infected and the process 
spreads. The patient often arrives as 
an emergency with a high fever, chills, 
vaginal bleeding and evidence of lower 
abdominal peritonitis. Such patients 
are in grave danger; indeed, most of 
the deaths that now occur in preg- 
nancy result from septic abortion. 
On admission to hospital the patient 
should be nursed in a separate area, 
using isolation techinque. Pelvic exam- 
ination includes careful speculum ex- 
amination of cervix and vagina to 
note signs of interference. This exam- 
ination can be carried out very easily 
with the patient in the left lateral posi- 
tion in bed, provided a bivalve spe- 
culum and good light are available. 
Swabs are taken from the upper va- 
gina and blood cultures, hemoglobin, 
hematocrit and white cell counts are 
ordered and repeated at intervals. Vital 
signs have to be followed very care- 
fully because occasionally a very se- 
vere endotoxic (bacteremic) shock can 
develop without evidence of significant 
blood loss. Similarly, the urinary out- 
put is always recorded since some sep- 
tic abortions are associated with oligu- 
ria or anuria, and this is an ominous 
sign. The possibility of a perforation of 
the uterus must not be overlooked. 
Treatment consists in giving anti- 
biotics in high dosage. analgesics and 
sedatives. and supportive nursing care. 
Blood transfusion may be necessary if 
there has been significant blood loss. It 
is not usual to carry out curettage at 
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this stage unless there is severe bleed-. 
ing. 
[n general. it is important to con- 
trol the infection and to get the patient 
into better physical condition before 
attempting to remove the products of 
conception. This will often take 24 to 
48 hours. 
Endotoxic (bacteremic) shock. some- 
times seen in patients with septic abor- 
tion, is due to a breakdown product 
of the dead gram negative bacteria, 
a lipopolysaccharide, which circulates 
through the blood stream and causes 
profound shock. accompanied by a 
low urinary output. Generally the con- 
dition is associated with very high 
mortality. Large doses of antibiotics 
are given to combat the infection; 
drugs to elevate the blood pressure are 
sometimes prescribed; hydrocortisone 
may be given intravenously. Good 
nursing care is invaluab[e. 


Habitual abortion 
Habitual abortion is said to have 
occurred when a patient has had three 
successive abortions. At one time it 
was thought that such a patient would 
only have about a 20 per cent chance 
of having a successful pregnancy. This 
is now accepted as a pessimistic figure. 
It would appear that she has up to a 
75 per cent chance of having a suc- 
cessful pregnancy. Nevertheless, a se- 
quence of abortions is most distressing 
and suggests that there is some re- 
current factor responsible. 
Careful evaluation of the history of 
the previous abortions is essential. 
Those that occur in the early weeks 
of pregnancy emphasize the possibility 
of recurrent abnormalities or malfor- 
mations of the conceptus. Those that 
occur after 10 to 14 weeks may sug- 
gest some hormonal deficiency, al- 
though this is rare; those that occur 
from the 14th to the 20th week sug- 
gest an anomaly in the uterus. 
As patients who are habitual abor- 
ters are naturally very upset by such 
a history and very desirous of having 
a successful pregnancy in the future, 
special investigations are necessary. 
These should be made between preg- 
nancies and both husband and wife 
should be examined. Full blood exam- 
inations and groupings, thyroid func- 
tion and glucose tolerance tests are 
valuable. An x-ray (hysterogram) using 
radiopaque fluid. to determine the 
shape of the inside of the uterine cavi- 
ty and the shape of the internal os of 
the cervix is ordered. 
Histological examination of the en- 
dometrium lining the uterus in the 
secretory stage of the menstrual cycle, 
and an evaluation of the vaginal cells 
Olav give some indication of hormonal 
deficiencies or imbalance. During preg- 


nancy, all encouragement should be 
given to the patient and she should be 
seen frequently by her doctor. Rest 
and abstinence from intercourse at the 
time of expected menstruation will be 
demanded as well as avoidance of 
traveling and prolonged standing. A 
mild sedative may be prescribed. 
If there is an abnormality in the 
uterus and recurrent abortion has oc- 
curred, attempts may be made to re- 
medy this by surgery. If the cervix is 
considered incompetent, a suture may 
be place.:! round it during the early 
months of the pregnancy in an attempt 
to make it remain closed until the fetus 
has become sufficiently mature to 
survive. 


Therapeutic abortion 
Therapeutic abortion is only carried 
out for a medical condition that may 
endanger the health and life of the 
mother. In some hospitals a special 
committee will decide as to whether or 
not a therapeutic abortion may be per- 
formed. The usual indications are for 
very severe kidney trouble or, occa- 
sionally, for very severe heart disease. 
Psychiatric indications are occasional- 
ly noted, for example, where the pa- 
tient has exhibited a suicidal tendency. 
It must be remembered, however, that 
the removal of the pregnancy does not 
remove the need for psychiatric treat- 
ment; indeed, some patients grow more 
depressed after a pregnancy has been 
terminated. 
More recently, consideration has 
been given to the termination of the 
pregnancy in the belief that the em- 
bryo has been deformed by drugs, or 
the rubella virus. Permission is some- 
times given for a therapeutic abortion 
to be carried out on these patients be- 
cause of the chances of a very badly 
deformed child. It should be under- 
stood, however, that in such cases the 
baby may not be deformed. There is 
no way of knowing for certain in ad- 
vance. Therefore, therapeutic abortion 
should be undertaken only in the 
gravest circumstances and only fol- 
lowing appropriate consultation. When 
the necessary forms have been duly 
signed and attached to the patient's 
record, the abortion will be carried 
out in the regular operating room of 
the hospital as for any other planned 
surgery. If the pregnancy is in the first 
10 to 12 weeks it will usually be pos- 
sible to empty the uterus by dilating 
the cervix and removing the products 
of conception through the cervix and 
vagina. When the pregnancy is beyond 
12 weeks size, it may be necessary to 
perform a hysterotomy through an 
abdominal incision. This. of course, 
carries some risk to the patient who 
is already ill. 
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The patient who aborts suddenly, whether she be a woman anticipating her 
baby's arrival, or a tired mother disheartened by repeated pregnancies, requires 
special care and understanding fom all members of the nursing team. 


The woman admitted to a gynecolo- 
gical unit with a tentative diagnosis of 
abortion is placed on complete bed 
rest. Because she is certain to be 
alarmed and upset, special understand- 
ing should be evidenced by all those 
with whom she comes in contact. She 
is asked the date of her last normal 
menstrual period, when she began to 
bleed, how many perineal pads she 
has used. and if she has passed any 
tissue or clots. 
She is given nothing by mouth until 
otherwise ordered. Temperature, pulse, 
respiration rate and blood pressure 
are checked and hemoglobin and 
hematocrit are taken to help the doc- 
tor estimate blood loss and determine 
whether any blood transfusions will 
be required. 
The doctor may perform a pelvic 
examination to confirm the diagnosis. 
Since the patient is often very appre- 
hensive, getting her to relax will faci- 
litate the examination. Explanation of 
the procedure, proper draping and the 
friendly presence of a calm nurse will 
reassure her. All vaginal examinations 
require strict adherence to aseptic tech- 
nique. 
When a threatened abortion is diag- 
nosed, the patient mayor may not 
be hospitalized. Unless bleeding is 
heavy, the modern approach is to 
allow the patient to be up, but to 
advise her to lead a quiet life. The 
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traditional treatment consists of bed 
rest and sedation. 
Good perineal care is essential not 
only to prevent infections in the repro- 
ductive tract and to minimize odors, 
but also so that close check on the 
amount and color of the discharge may 
be kept. The patient should be taught 
how to give herself perineal care. Any 
increase in vaginal bleeding or abdo- 
minal cramps should be reported to 
the doctor. 
Inevitable abortion is indicated by 
painful uterine contradictions, dilation 
of the cervix, or extrusion of some 
part of the pregnancy through the os 
uteri. The patient is confined to bed 
until the abortion is complete. The 
vulva mayor may not be shaved and 
the patient prepared for minor surgery, 
depending on the doctor's orders. If 
she has severe lower abdominal 
cramps, analgesics are ordered to 
relieve pain and anxiety. All tissue 
passed must be saved for the doctor's 
examination so that he can decide if 
the abortion is complete. 
An abortion may be incomplete 
since products of conception often 
remain in the uterus. If vaginal bleed- 
ing persists, accompanied by periodic 
uterine colic, a dilation and curettage 
is done, providing the pregnancy is 
of no more than ] 2 weeks duration. 
Following surgery. the patient is 
often in better condition than she was 
preoperatively. Only routine care is 
required unless bleeding persists. 
If the pregnancy has progressed to 
12 weeks or more. oxytocics may be 
used. A patient receiving ergometrine 


or oxytocin requires very close obser- 
vation. A frequent check of vital signs 
and the amount of vaginal bleeding 
is essential; pads and bedpans must be 
closely watched for tissue. Since these 
medications cause the uterus to con- 
tract. causing cramps, the patient 
must be kept comfortable with anal- 
gesics. 
A missed abortion is when the uterus 
does not empty itself spontaneousl} 
within approximately 2] days after 
fetal death. In this case. continuous 
infusion of oxytocin will be established. 
The success rate of induction by this 
method is approximately 80 per cent. 
Only if repeated infusions fail is a 
dilation and curettage done. 
This operation involves some risk 
of hemorrhage because the uterus is 
insensitive and slow to react. The 
nurse must, therefore. keep a close 
check on the patient for any signs of 
shock. 


Severe Hemorrhage 
The patient who is aborting may 
bleed profusely; shock can occur within 
a very short time. Her skin feels cold 
and she often becomes restless; blood 
pressure drops and pulse rate increases. 
The doctor should be notified imme- 
diately. 
Lay the patient flat and elevate the 
foot of the bed to maintain circulation 
to the brain. Cover her lightly, but do 
not apply heat. While the skin circu- 
lation is sluggish. even moderate heat 
can cause severe burns. Oxygen should 
be administered if necessary. A close 
check is kept on the patient's output 
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and an inJ\\
lIing cath
t
r is ins
rt
d 
if there is any evidence of anuria. 
The doctor may order blood trans- 
fusions to replace the blood loss. If 
no blood is available, an infusion of 
dextran may be administered. Vital 
signs are checked frequently along 
the amount of vaginal bleeding. 
Occasionally. the patient may show 
signs of shock without having a pro- 
fuse amount of vaginal bleeding. Re- 
tention of the pregnancy sac or of 
placental tissue within the cervical 
canal can itself produce alarming 
shock. Once the uterus is empty and 
the blood loss replaced, the patient 
quickly returns to normal. 
Severe hemorrhage is a very fright- 
ening experience for the patient. The 
nurse must remain calm at all times 
and perform her duties quickly and 
efficiently. This will help allay the 
patient's apprehension. and may also 
help to prevent irreversible shock. 
Induced Abortion 
Induced abortions are classifiable 
in two groups: therapeutic and crimi- 
nal. 
A therapeutic abortion may be per- 
formed when a gravid woman's life or 
mental state is endangered as a result 
of the pregnancy. A dilation and cur- 
ettage is performed by the doctor. 
Since the cervical os is closed and 
the placenta firmly attached to the 
uterus. the procedure can occasionally 
be troublesome. A close check on vital 
signs and the amount of vaginal bleed- 
ing must be kept postoperatively to 
make sure that the patient is not hem- 
orrhaging. 
A criminal abortion is one that is 
induced either by the woman herself 
or by some other person using an 
instrument. poison or noxious sub- 
stance without legal medical justifica- 
tion. It is dangerous because it is 
usually carried out by semi-skilled indi- 
viduals under conditions which, while 
assuring secrecy. deny asepsis. Apart 
from introducing infection. instru- 
ments passed blindly may perforate the 
uterus or the vagina. 
The nurse must watch for signs of 
hemorrhage. shock. anuria. peritonitis 
and septicemia. any of which could 


lead to a fatal outcome. Chemicll 

mboli and intravascular hemolysis Can 
follow the intrauterine injection of 
solutions or pastes. Careful record is 
kept of the patient's intake and output, 
blood pressure. pulse and temperature. 
Tepid sponge baths are given for pyre- 
xia. Any severe abdominal or chest 
pain is reported to the doctor imme- 
diately. 
An indwelling catheter is sometimes 
ordered if there is any evidence of 
anuria. so that urinary output can be 
accurately recorded hourly. Intrave- 
nous infusions. often with massive 
doses of antibiotks, are frequently 
established. The patient must be kept 
as comfortable as possible and the 
arm with the infusion in it checked 
closely for inflammation due to the 
medication. Frequent perineal care is 
very important, since there is often a 
large amount of foul, vaginal discharge. 
Observations should be made at this 
time as to its color, amount, odor. 
and consistency. It is also important 
to note if the abdomen is distended or 
rigid. 
If the patient passes a macerated 
fetus, the nurse must be careful to 
show no signs of revolution. An effi- 
cient, call}l. understanding manner is 
necessary. The nurse must remember 
that her business is to give good nurs- 
ing care. not to censure the patient 
for what she has done. 


Abortion and the Law 
Uninfluenced by her prejudice as 
to religious or moral convictions, the 
nurse needs to be aware of the laws 
concerning abortion. An illegal abor- 
tion constitutes a serious crime. An 
abortion to preserve the health of the 
patient may be done legally, after con- 
sultation with the head of the gyn- 
ecologic staff or a committee set up 
for such decisions. It will. of course, 
be done in hospital. 
It is the nurse's responsibility to see 
that all the therapeutic abortion com- 
mittee forms, together with those 
signed by the husband and wife to 
safeguard the hospital and the doctor, 
are on the chart before the patient 
leaves the ward for surgery. 


Psychological Care 
Restful surroundings alt: an impul- 
tant aspect of care. Careful placement 
on the ward, limitation of visitors, min- 
imal noise from television or radio 
sets, etc., help to create this atmos- 
phere. A quiet, well-ventilated room 
and mild sedation, such as Amytol or 
phenobarbital are conductive to men- 
tal and physical relaxation. Reading 
or a favorite handicraft may provide 
diversion and help pass the hours in 
bed. 
Often, however, these comforts are 
inadequate. The patient may be upset 
and depressed, troubled by anxieties 
that such measures cannot relieve. If 
the nurse gives the impression that she 
has time and is willing to listen, and 
her attitude suggests that she will not 
judge, the patient will be encouraged 
to talk about her feelings. 
She may suffer from a sense of guilt, 
believing that she has failed her hus- 
band and family. Indeed, this feeling 
of guilt may upset her so it is im- 
possible for a nurse or doctor to 
reassure her; often, a clergyman may 
be able to bring her comfort. Respect 
for her religion must be appreciated 
and understood by the nursing staff. 
Even the mother who already has 
a family and did not intend more child- 
ren is disappointed and upset when 
abortion takes place. She may worry 
about the situation at home, particu- 
larly if she had to leave young children 
alone. Possibly her husband must stay 
away from work to care for the family. 
The attentive nurse will be aware of 
her concern, and obtain the assistance 
of a social worker, if possible. 
The woman who has had several 
abortions and no living children is in 
a sorry state - anxious for a child, 
yet afraid to conceive again lest it 
should become another frustrating ex- 
perience, Restoration of confidence in 
herself is a most important factor; 
sympathetic understanding, a cheerful 
attitude and an optimistic outlook must 
be displayed by the nursing team. 
Possibly. this patient will become preg- 
nant again, be able to continue through 
successfully, and return as a patient 
once more, but under much happier 
circumstances. 


NOTICE OF MEETING 
THE PRESIDENT, MRS. ISOBEL MACLEOD. 
wishes to announce that 
THE GENERAL MEETING of the CANADIAN NURSES' ASSOCIATION 
will be held 
JULY 3 - 9, 1966 
at the QUEEN ELIZABETH HOTEL, Montreal, Quebec 
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The 


Menopause 


Physiological, psychological and other concomitants that may accompany 
cessation of the menses. 


No period in a woman's life is more 
disturbing, as a rule, than the months 
that precede the onset of the meno- 
pause. It is at this time that many wo- 
men seek the services of their gyne- 
cologists, or crowd the clinics of our 
hospitals, worried by changes in the 
character of their menses. They fre- 
quently miss periods. The interval bet- 
ween periods may be lengthened, and 
the flow shortened or prolonged. They 
fear pregnancy or cancer. The rare 
patient is fortunate in that her period 
stops suddenly, never to return. 
The average age of the menopause 
is about 45 years. I have seen it at 
28, and patients have conceived in 
their early fifties, but these cases are 
exceptional. Frequently, anovulatory 
cycles occur before the cessation of 
menses. Those who have experienced 
painful menses will have painless 
ones when there is no ovulation. Ova- 
rian failure, at the menopause, is 
usually gradual in onset. The onset 
of the natural menopause is never as 
severe as it is after bilateral oopho- 
rectomy, when the ovarian hormones 
are suddenly removed. leaving only 
the adrenal hormones, which are also 
estrogenic. Patients who develop osteo- 
porosis, do so years after the meno- 
pause. When the estrogen secretion 
drops at the menopause, there is a 
release of gonadotropic hormones from 
the pituitary gland. Years ago, my late 
Chief, Robert T. Frank, whose find- 
ings were later confirmed by others, 
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showed that estrogens (one of the 
hormones produced by the ovaries) 
are present in lower amounts in post- 
menopausal women. It seems that the 
follicles in the ovary are less responsive 
to the gonadotropic hormone of the 
anterior pituitary gland. They finally 
become atretic. 
After the menopause, there is a per- 
sistent but lowered level of estrogen, 
thought to be adrenocortical in origin, 
since removal of the adrenal glands 
causes it to disappear. 
Vaginal cytology in menopausal wo- 
men frequently reveals an estrogenic 
effect upon the epithelium of the va- 
gina - even after removal of the 
ovaries. This is why surgeons who 
removed the ovaries in patients with 
breast carcinoma to remove the estro- 
genic stimulation from the ovary on 
the breast, are now performing adre- 
nalectomy to further lower the level 
of estrogen. 
The elevated blood levels of gonado- 
tropic hormone which occur at the 
menopause can be lowered by ade- 
quate doses of estrogens. The levels 
of gonadotropin fall naturally as seni- 
lity develops 25 years or more after 
the menopause. The vasomotor dis- 
turbances that plague the menopausal 
woman are believed to be due to 
a rather sudden drop in the level of 
blood estrogens. The physiological 
changes that occur at and after the 
menopause have become of increasing 
importance. Since our life span has 
been lengthened by about 25 years in 
the past 60 years, there are more older 
women around and the field of geria- 
trics has become an important one. 
Many of the changes at and after 


the menopause are assuciated with a 
retardation of body functions and a 
decreased rate of tissue oxidation. 
Cells atrophy and degenerate. and 
tissue repair is slowed as well. 
Although there is a gain in body 
weight at the menopause, this is lost 
as senility occurs. Anabolic steroids. 
somewhat androgenic in nature, can 
reverse the degenerative processes and 
nitrogen loss. There is loss of mus- 
cular, skin and blood-vessel tone. The 
straight-backed. young female be- 
comes stooped and kyphotic as she 
ages. Backache, a common complaint. 
is due to osteoporosis, arthritis or 
both. The bones become porous and 
the cortex thinner. This condition. 
more common in women than men. 
is associated with a negative balance 
of protein, calcium and phosphorus 
and can be reversed, to some degree. 
by steroids, calcium and vitamins. 
Pains about the joints, due to arthritis. 
occur more frequently in women than 
men. Some measure of relief can be 
obtained from estrogens and aspirin. 
A great deal has been wntten about 
the fact that arteriosclerosis is more 
common in men than premenopausal 
women. This favorable ratio is no lon- 
ger true after the menopause or after 
castration of young females. The proof 
that estrogens will prevent arterioscle- 
rosis is still controversial. 
The commonest symptom that 
drives the menopausal woman to her 
physician is due to vasomotor instabili- 
ty. She may suffer from hot flashes, tin- 
gling, a feeling as if ants were crawling 
on her skin, headaches, attacks of ver- 
tigo and palpitation. She breaks out 
in sweats and worries about catching 
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cold. The etiology seems to be the 
sudden fall in estrogens. not simply 
low levels of estrogens, since the levels 
remain low when the flashes finally 
disappear. Associated with the fall in 
estrogen level, atrophy of the vulval 
mucosa, vaginal mucosa, and shorten- 
ing of the urethra occur. This may 
be associated with trigonitis and in- 
creasing urinary frequency and incon- 
tinence. The patient may develop 
urethral caruncles. Due to senile 
narrowing of the vagina, she may 
complain of dyspareunia which may 
be somewhat disturbing to her 
marital relationship. 
About 35 per cent of individuals 
over 60 develop achlorhydria which 
may be associated with hypochromic 
amenia. Motility of the bowel decreases, 
often resulting in constipation. Atrophy 
of the vulva with decreased elasticity 
leads to trauma and infection which 
may produce pruritis. Kraurosis, a 
thinning of the labia, and leukoplakia, 
the development of thickened white 
patches on the labia minora, and even 
cancer of the vulva, occur most fre- 
quently after the menopause. About 
50 per cent of carcinoma of the vulva 
is preceded by leukoplakia. All leuko- 
plakic patches should be carefully 
excised and sent for pathological exa- 
mination. Diabetes must be watched 
for as a frequent cause of pruritus vul- 
vae. It produces a salmon-colored vul- 
vitis, usually associated with mycotic 
infections, especially monilia. In the 
parous woman the loss of muscular 
tone in the pelvic floor, associated 
wit:-t the trauma of earlier childbirth, 
may lead to uterine prolapse, cystocele 
and rectocele. 
Irregular bleeding is common at the 
menopause and is associated with 
lowered levels of estrogen - similar 
to estrogen withdrawal bleeding. Neo- 
plasm of the cervix, corpus or adnexa 
must be excluded by examination. 
smears. biopsy or curettage. Some fear 
has been expressed at the use of estro- 
gens for the menopausal symptoms 
since they are carcinogenic in animals. 
This has not been the experience in 
human beings. The onset of bleeding 
after the menopause may be due to 
the administration of estrogens, arte- 
riosclerosis, atrophy of the endome- 
trium or vagina, polypi, endometrial 
hyperplasia or estrogen - producing 
ovarian neoplasma - granulosa cell tu- 
mors, for example. Occasionally, post- 
menopausal bleeding may be associated 
with cervical stenosis. In all cases, a 
rectal or urinary source for the bleed- 
ing must be excluded. The use of a 
vag!nal tampon may help in the diag- 
f10SIS. 
It is interesting to note, that in 
recent years the incidence of cancer 
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of the ccnix is diminishing. This is 
ùue tu the increasing use of cervical 
smears where one may pick up loose 
cancer cells. When this is present, the 
cervix is biopsied. By this procedure, 
early carcinoma-in-situ is frequently 
found in women who are usually about 
10 years younger than those who de- 
velop invasive carcinoma of the cervix. 
No pelvic examination is complete 
without a cervical smear to exclude 
neoplastic changes. If cancer cells are 
found, a ring biopsy of the cervix 
should be performed. When the origin 
of menopausal bleeding seems to be 
endometrial, the suction curette may 
be used to obtain material for study 
from the uterine cavity. In any case, 
a dilatation and curettage is performed. 
If the source of the bleeding is not 
found after these procedures, one must 
consider an early lesion of the fallo- 
pian tube. A small polyp, benign or 
malignant, may not enlarge the tube 
which, normally, cannot be palpated 
by bimanual examination unless there 
is obstruction at the fimbriated end due 
to previous or associated inflamma- 
tion. Carcinoma of the tube is fre- 
quently superimposed on salpingitis, 
which may confuse the picture. It is 
the duty of the gynecologist, when 
removing an infected fallopian tube 
at operation, to open the tube and 
study the mucosa; otherwise, he may 
miss an early malignancy which may 
involve a more extensive operation. In 
the vagina, small petechial areas may 
produce slight staining - especially 
after hard work, straining, or coitus. 
The use of estrogens will readily clear 
up this condition. Irregular menopausal 
or post-menopausal bleeding must be 
considered to be due to malignancy 
until proven otherwise. When the 
above diagnostic methods fail to reveal 
the source of persistent bleeding, a 
laparotomy is mandatory and the pel- 
vic organs may have to be removed. 
Over thirty years ago, Dr. Frank, 
a pioneer in the study of the female 
sex hormone. decried the mad rush 
to give all menopausal women estro- 
gens. Recently, a new wave of enthu- 
siasm for their use has become evident. 
I do not feel that every menopausal 
woman should be given estrogens. 
They are contraindicated in patients 
with a history of cystic mastitis or 
carcinoma of the breast or pelvic 
organs. They may be indicated when 
the hot flashes become very trouble- 
some. They should not be used routine- 
ly, as some have suggested, to prevent 
aging. They do not. Years after the 
menopause, when patients complain of 
backache, some relief may be obtained 
by estrogens. The same holds true 
for arthritis. Small doses of barbitu- 
rates may help to tide the patient over 


thc pcriod of \"3somotor instability. 
Although a great deal has been 
learned about the hormones, there 
is still a great deal unknown 
about the hypothalamic-pituitary- 
ovarian axis or relationship. We 
know that at the menopause, as 
the ovary ages, it becomes refrac- 
tory to the pituitary hormones 
and ovulation gradually ceases. The 
sudden fall in estrogen level is asso- 
ciated with a disturbance of the heat- 
regulatory mechanism - the vaso- 
motor system - producing flushes, 
flashes and sweats. It also produces 
irregular bleeding in some cases. As a 
precautionary measure, the American 
College of Obstetricians and Gyneco- 
logists passed a resolution recommend- 
ing that every female over 35 years of 
age be examined every six months. 
A complete physical examination. he- 
moglobin. urine analysis, and chest 
x-ray are performed. If there is a 
family history of diabetes, a sugar tol- 
erance test is done. Every patient has 
a careful pelvic examination, including 
a rectal, to exclude new growths in 
the vulva, vagina, uterus or adnexa. 
Cervical smears are always performed. 
Leukoplakic areas of the vulva are 
biopsied and removed, since 50 per 
cent of the cases of vulva carcinoma 
are preceded by leukoplakia. Senile 
vaginitis can be treated with estrogenic 
vaginal creams. Ovarian masses over 
five cm. in diameter should be excised. 
As the patient goes through her 
menopause, and her children grow up 
to independence, become engaged and 
then married, she feels unwanted and 
may develop periods of depression, and 
even psychotic states. She will often 
complain about the way her husband 
and children treat her and the gyne- 
cologist may find the situation too 
complicated to handle. The patient will 
have to be referred to a psychiatrist 
for further investigation and treatment. 
It is not unusual for patients at the 
menopause to live on tranquilizers and 
sleeping pills. Besides being habit- 
forming, they frequently have serious 
side effects and. therefore, should be 
administered with great care. Frequent 
hemograms and liver-function tests 
should be performed, since changes 
in the bone-marrow and liver damage 
may be produced by some of the newer 
tranquilizers. The patient must be 
seen frequently and sympathetically 
during this trying period of her life. 
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The 


Role of 


Hormones 


. 
In 


Gynecology 


The pituitary, adrenals, testicles, thyroid and ovaries all produce hormones of 
significance in gynecological care. These may be administered to counteract 
the harmful effects of other hormones or to act directly on an organ. 


Ovarian function is a very important 
controlling factor in the physical and 
emotional life of a woman, particular- 
ly in relation to her reproductive role. 
The old attitude of indifference and 
disrespect toward the ovaries - a sit- 
uation never encountered in respect 
to testicular function - has long 
since passed. While that lasted, ovaries 
were removed surgically with much 
the same freedom as tonsils and ap- 
pendices. Now, proof of the interde- 
pendent relationships among the glands 
of the body and especially of the in- 
fluence exerted by the pituitary has 
made it obvious that endocrinology 
and gynecology complement and com- 
plete each other. 
The basic principles of endocrino- 
logy are somewhat mathematical in 
nature resulting in a delicate state of 
physiological equilibrium: hormones 
released by the pituitary gland stimu- 
late ovarian secretion; ovarian sub- 
stances have an inhibitory effect on 
the pituitary. Armed with this know- 
ledge, a doctor can anticipate the ef- 
fects of supplementing or suppressing 
the body's supply of a specific hor- 
mone and is able to treat his patient 
confidently and safely. The safety 
margin is further extended by the fact 
that the substances used are familiar 
to the body and unlikely to cause an 
untoward reaction such as seen in the 
use of thalidomide. 
The use of ovarian hormones as 
contraceptives is objected to strongly 
by some individuals, but their use is 
accepted for other reasons. However. 
those who protest their use are about 
as impressive today as the ones who 
decried the dangers of smallpox vacci- 
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nation in past generations. Another ob- 
jection, that of the possibility of a rela- 
tionship between the administration of 
hormones and the appearance of can- 
cer, seems rather remote. This idea 
underwent a revival as a result of cer- 
tain experiments on a cancerous strain 
of mice. In this instance, administra- 
tion of estrogens did hasten the ap- 
pearance of a uterine lesion. However, 
this has not been established as a de- 
finite phenomenon in the majority of 
animals, including monkeys, and it is 
even more uncertain in the case of 
human beings. The frequency of can- 
cers of the breast and uterus have not 
altered in the last 25 years in spite of 
the increasing use of estrogen therapy. 
It is true that, among the patients who 
have been treated for cancer of these 
areas, some will be found who have 
previously taken ovarian hormones, 
but the percentage is no higher than 
the incidence for the population gen- 
erally. 


Pituitary Hormones 
The pituitary gland is recognized 
as the conductor of the endocrine 
symphony. Certain, as-yet-unidentified, 
substances from the nervous system 
reach the pituitary through the circu- 
latory system and produce either an 
inhibitory or stimulating effect. In ad- 
dition, hormones secreted by other en- 
docrine glands exert some control. The 
anterior pituitary, in turn, produces 
hormones that stimulate the rest of the 
endocrine glands. Unfortunately, none 
of these substances have been pro- 
duced synthetically. The ones at our 
disposal are, for the most part, pro- 
teins of animal origin that are incom- 
patible in the human body and, there- 
fore, virtually useless. Some gonado- 
trophic hormones have been extracted 
from the urine of menopausal women 


but in such limited quantity that use is 
still largely experimental. Consequent- 
ly, in the event of pituitary failure. lit- 
tle remains to be done except to give 
the hormones normally secreted by the 
endocrines under pituitary stimulation. 
For example, in Sheehan's syndrome, 
where the pituitary is destroyed by 
necrosis subsequent to serious post- 
partum hemorrhage, the pituitary hor- 
mones cannot be replaced but the pa- 
tient receives estrogens, adrenal hor- 
mones and thyroid extract - all nor- 
mally secreted as the result of pituitary 
stimulation. 
The posterior pituitary, on the other 
hand, produces hormones that can be 
isolated on a large scale for practical 
use or can be prepared synthetically. 
The two principal ones are oxytocin 
or pitocin and vasopressin. The for- 
mer contracts uterine muscle and aids 
in milk ejection in the postpartum 
period by contraction of the myoepi- 
thelial cells. It may be administered 
intravenously in glucose solution - 
the most efficient and most reliable 
method - or by mouth, which is also 
reliable, but less efficient since factors 
in the saliva tend to interfere with 
absorption. Indications for use of pito- 
cin may be well defined, as in serious 
pre-eclamptic states, eclampsia, serious 
renal conditions, moderate or severe 
hypertension and diabetes, or they may 
be less obvious, as in premature pla- 
cental separation, intrauterine infec- 
tion, delayed delivery of two or more 
weeks duration, premature rupture 
of the membranes, intrauterine fetal 
death. or interrupted pregnancy. There 
are also certain debatable indicatiom. 
for its use, such as a history of pre- 
vious precipitate delivery, repeated 
fa:re labor. and induction of labor as 
in circumstances when a woman must 
travel a great distance to reach a hos- 
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pita!. There are certain specific con- 
traindications: previous Caesarean sec- 
tion for fetal disproportion, the exis- 
tence of fetal disproportion, numerous 
previous deliveries, abnormal presenta- 
tions, fetal distress. Pitocin is also used 
to stimulate uterine contractions in a 
prolonged, inefficient labor and is 
useful in problems related to lactation, 
either to assist in normal production, 
accelerate ejection, or increase the 
flow. Finally, it is very helpful in con- 
stricting the uterus postpartum and in 
facilitating uterine evacuation of a hy- 
datifonn mole or the remains of an 
aborted pregnancy. Vasopressin, as 
used in gynecology, is administered 
chiefly as a hemostatic agent in sur- 
gical procedures, as in removal of 
tumors or in vaginal surgery. 
Adrenal Hormones 
The adrenal hormones are of limited 
use in gynecology. They arc admini- 
stered in advanced cancer of the 
breast, endometrium and cervix to in- 
duce euphoria, lessen pain sensitivity 
and thus reduce the need for narcotics, 
improve appetite and give a general 
sense of well-being. The undesirable 
effects of bony metastases with hyper- 
calcemia can be alleviated by adrenal 
cortical steroids. Their use is also re- 
commended in plastic surgery of the 
fallopian tubes and in chronic pelvic 
inflammatory conditions to help pre- 
vent the development of adhesions 
and tubular obstruction. Very benefi- 
cial results are obtained when these 
substances are used in treatment of 
pruritus vulvae. The danger inherent 
in the use of large dosages and the 
possible effects of withdrawal must be 
remembered. 


Thyroid Hormones 
The thyroid is still much discussed 
as to its relation to gynecology. Tay- 
lor*, a distinguished gynecologist, notes 
that hypothyroidism can cause ame- 
norrhea, menorrhagia, sterility, and 
possibly abortion. However, a mild or 
latent form of this condition, while 
under suspicion as a factor in the ap- 
pearance of similar disorders. has not 
as yet been definitely established as 
the underlying cause. In such cases, 
the administration of thyroid simply 
offers encouraging but inconclusive re- 
sults. There are two schools of thought 
in regard to the use of thyroid: one 
advocates that it be prescribed only 
when hypothyroidism can be definitely 
diagnosed: the other considers that 
administration is well-justified on a 
trial basis in the hope that beneficial 
effects may be obtained, although diag- 


.. Howard Taylor. Jr. The Thyroid. (S.c. 
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nosis of hypothyroidism IS lacking or 
indefinite. 


Male Sex Hormones 
Testosterone is used in gynecology 
with caution. It has an inhibiting or 
mc..jifying effect on estrogens, is able 
to affect the metabolism of substances 
in the body, and induces eertain psy- 
chic changes of a beneficial nature. 
However, it is administered in full 
knowledge of the undesirable physical 
effects that may result: acne, hirsutism, 
alopecia, voice changes, clitoral hyper- 
trophy, flaccidity and decrease in size 
of the breasts. These signs appear 
most often with small doses taken 
over a prolonged period. Testosterone 
may be prescribed for osteoporosis, 
general debility, menopause. menstrual 
disorders, dysmenorrhea, endometrio- 
sis, and generalized breast cancer. Gen- 
erally speaking, its use is indicated in 
instances where estrogen therapy would 
be dangerous for the patient, as, for 
example, in the woman who has been 
previously treated for breast or uterine 
cancer, fibroma or endometriosis. Syn- 
thetic progestational agents, such as 
Enovid, Provera, Ortho Novum, have 
been successfully substituted for testo- 
sterone in the treatment of various 
conditions during the past few years. 
They havé the advantage of not pro- 
ducing masculinizing changes. In other 
cases, however, the benefits to be de- 
rived from testosterone therapy must 
be weighed against its masculinizing 
properties. 
Some authorities are convinced that 
a combination of androgens and estro- 
gens can be administered with more 
desirable effects as a result of the an- 
tagonistic and synergistic action that 
results. Smaller doses of testosterone 
help to relieve menopausal symptoms; 
stimulate the vaginal epithelium, thus 
offsetting the development of senile 
vaginitis; increase sexual drive; alle- 
viate the symptoms of osteoporosis. 
The main indication for the use of 
testosterone is cancer of the breast 
with bony metastases. In a large pro- 
portion of cases, there is dramatic re- 
lief of pain. general physical improve- 
ment. regression of the metastases, and 
a temporary arresting of the progress 
of the condition. Androgens. also, can 
arrest organic breast conditions, and 
control pain. even after medication has 
been discontinued. 


Ovarian Hormones 
These hormones are of special con- 
cern in gynecological care and. first. 
are the estrogens, either in natural or 
synthetic form. In obstetrics, estrogens 
are used in the treatment of threatened 
abortion, often in conjunction with 
progestational agents with which there 


is a synergistic action, or they arc used 
to relieve mammary congestion in 
mothers who do not wish to breast- 
feed. The use of estrogens is more 
varied in gynecology. They hasten 
sexual maturity in individuals affected 
by hypogonadism; maintain vaginal 
epithelium permitting normal sexual 
activity; prevent premature aging and 
osteoporosis. Estrogens are also used 
in the treatment of hermaphroditic 
males in whom it is desired to produce 
female characteristics following cast- 
ration. They appear to be ineffective as 
far as increasing growth in the short 
person or decreasing growth in the 
tall. In functional hemorrhage, they 
are used to advantage, since they stim- 
ulate endometrial growth of a type that 
does not bleed. When bleeding is 
acute, intravenous estrogens produce 
prompt hemostasis. At the end of a 
few days, progestational agents can be 
added to mimic a normal cycle. Of 
course, estrogens are particularly in- 
dicated as replacement therapy in 
women who have had ovaries removed. 
Furthermore, present medical phil- 
osophy no longer looks upon the meno- 
pause as a special blessing for women, 
indicating the end of the child-bearing 
period. It is looked upon as a deplor- 
able and avoidable aspect of aging. In 
proof of this, it has been pointed out 
that, prior to the menopause, women 
are much less prone to cardiac and 
arteriosclerotic conditions than they 
are afterwards. To recommend that 
the woman should take ovarian hor- 
mones from menopause to death im- 
plies one step that must be taken. She 
must accept cyclical bleeding as the 
price of her well-being. 
Undoubtedly, the miracle of the day 
is the progestational agents - so 
much so that we wonder how we ever 
treated our patients before their exis- 
tence. Natural progesterone was isolat- 
ed some time ago but, in addition to 
being very costly, it was not very 
active orally. We had to await the 
discovery of the synthetic prepara- 
tions before we could explore the full 
range of their beneficial action which 
goes far beyond that of progesterone. 
For example, there are Delalutin, 
Provera (which is even more power- 
ful), Enovid. and Ortho Novum. The 
latter two are effective contraceptive 
pills - the only ones that are 100 
per cent reliable. Contrary to a mis- 
conception. these have no masculiniz- 
ing tendency; cause no delay in meno- 
pause; have no relationship to cancer. 
They do produce certain side effects. 
however. ranging from a weight gain 
of five to six pounds or more, a vora- 
cious appetite. nausea which is usually 
temporary. drowsiness. sexual indiffer- 
ence, and sometimes the mask of preg- 
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nancy. Oifsetting these. we find that 
these products produce short and mod- 
erate menses; alleviate menorrhagia; 
are capable of inducing menses at a 
given time; relieve premenstrual ten- 
sion and dysmenorrhea; cause no un- 
toward reactions even after prolonged 
and continuous usage (nine to ten years 
in the case of some patients). It is 
worth noting that after discontinuing 
treatment with these agents, there ap- 
pears to be an increase in fertility for 
the next two or three cycles. This phe- 
nomenon can be put to practical use 
in patients complaining of infertility 
and with anovular menses. 


Thus. the prugestational agents are 
an important part of the therapeutic 
armory either as contraceptives, a 
function they can perform perfectly in 
countries which can afford to use them. 
or as a sort of cure-all for a series of 
gynecological disorders such as glan- 
dular hyperplasia of the endometrium. 
functional menorrhagia, and endome- 
triosis. They are particularly helpful 
in the case of the latter. and may be 
used continuously over a nine to ten 
month period in order to prevent all 
bleeding. 
We are constantly gaining experi- 
ence in the use of these preparations. 


Several pharmaceutical companies are 
marketing a new form of contracep- 
tives; treatment is comprised of one 
estrogenic pill taken daily for 14 days 
followed by the progestational agent 
daily for six days. This treatment mim- 
ics the normal female cycle almost per- 
fectly. Undesirable side effects, such 
as weight gain and nausea are almost 
non-existent. and the antiestrogeruc 
action. likely to be encountered in 
long-term treatment with the progesta- 
tional agents, is avoided. The future 
promises even more and better things: 
one pill or one injection per month in 
order to achieve birth control. 


Srnallpox- Constant Alert 


It has been said that if you 
trike a 
prince you must strike to kill. This certainly 
applies to smallpox. We have had many 
, reminders that our enemy has been wound- 
ed but not destroyed. Wide
pread vaccin- 
ation has sharply reduced the incidence of 
smallpox in most countries and an average 
of fewer than 100.000 cases have been 
reported annually for the past five years, 
most of them in India, Pakistan and Indo- 
nesia. During the same five years however. 
what might easily have been catastrophic 
epidemics have threatened such cities as 
Heidelberg. Moscow. Madrid. Dusseldorf. 
Paris. Toronto, Naples, Plymouth. Stock- 
holm. Brussels. Tokyo. New York and 
London. 
These potential di
asters were averted 
only by a combination of vigilance, quick 
action and international cooperation - and 
an indispensable run of remarkably good 
luck. The need for good luck is indicated 
by the following circumstance: tens of 
thousands of doctors in developed coun- 
tries have never seen a case of smallpox 
and little attention has been paid to the 
disease in their medical training. The WHO 
Fxpert Committee on Smallpox pointed out: 
"With air travel it is exceptional for a 
patient to be diagnosed on arrival at an air- 
port. He usually develops symptoms days 
afterwards, by which time he may have 
moved freely in more than one country. 
Severe smallpox may resemble purpura. 
acute leukemia. meningitis. pneumonia or 
even the 'acute abdomen.' It is easy to 
confuse the milder benign types with chick- 
enpox . ..n 
In addition to the foregomg list. doctors 
have also confused smallpox with influenza, 
malaria. typhoid fever. measles. scarlet 
fever. scabies. acne. impetigo. syphilis and 
ulcerative endocarditis. 
Under these circumslances it is under- 

tandable why the prevention of a major 
epidemic in New York City in 1947 was 
,.scribed to "dazzling good luck" as well 
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as to the speed and efficiency of public 
health authorities. A chronological account 
of New York's fight against disaster. as 
compiled by Berton Roueché in his book 
Elnell Blue Mell, is highly instructive, 
largely because it described a pattern of 
events similar to those which were to be 
seen later in many other great world cities. 
The drama began on March 1st with 
the arrival of "Eugene L.. .... a traveler 
who had come by bus from Mexico City 
on his way to Readfield. Maine. Shortly 
after leaving Mexico City, the traveler felt 
ill, but stoicaUy continued his journey dur- 
ing which the bus stopped to drop off and 
take on passengers at eight major American 
cities. When he reached New York he could 
go no further and took a room with his 
wife at a hotel. On March 5th he applied 
for treatment at a hospital and was ad- 
mitted. Three days later he was transferred 
to a second hospital, where he died on 
March 10th of what was diagnosed as 
.'erythema multi forme." Suspicion as to the 
real nature of the traveler's illness was fiT'St 
aroused three weeks later when two patients 
at the hospital in which he had died were 
diagnosed as having smallpox. Epidemiolo- 
gists, the detectives of the medical profes- 
sion. traced both cases back to the traveler 
from Mexico City. Their suspicions were 
confinned by laboratory tests of specimens 
taken from the pustules on his skin. 
Telegrams were sent to health authorities 
in the eight other cities at which the bus 
had stopped. to trace. identify and vaccin- 
ate as many as possible of those with whom 
Fugene L had been in contact. Doctors 
and detectives descended upon the New 
York hotel where he had spent five days. 
The entire hotel staff and all its permanent 
guests were vaccinated. In addition. names 
and addresses were obtained of no fewer 
than 3.000 transient guests who had been 
in the hotel during the critical five-day 
period. By this time they had scattered to 
29 states Ihroughout the country. They were 


followed by urgent telegram
 and with very 
few exceptions all the 3.000 were traced 
and vaccinated. Similar measures were 
taken with respect to the two hospitals. 
Thus, within a few days, thousands of 
doctors throughout the United States were 
involved in the struggle to seal off the 
disease by immunizing what epidemiologists 
call Class I, or "inner ring" contacts. 
Simultaneously, a vast campaign got under 
way in New York City to reach the Class 
2, or "outer ring" contacts. It became 
painfully obvious, as more smallpox victims 
app
ared in New York hospitals, that this 
meant the entire population of the city. By 
press, radio, and television. the message 
went out to the public: "Be Sure, Be Safe. 
Get Vaccinated!" Emergency clinics for vac- 
cination were established in all the city's 
84 police stations and in 200 schools. 
In what was described as the largest and 
fastest mass vaccination campaign in world 
history, more than 6,350.000 of New York's 
8.000,000 residents followed the good ex- 
ample set by the small boy who climbed 
up on Dr. Jenner's lap in 1796. The city 
escaped disaster by a very narrow margin. 
There were only I:! cases - which might 
easily have been 12.000. There were two 
deaths - which might easily have been 
2.000. The outbreak was confined to a 
single city. largely because a quick and effi- 
cient warning system had protected a hun- 
dred other cities. 
The most important lesson learned by the 
people of New York City was the demon- 
strated need for periodic re-vaccination _ 
not only to protect themselves. but as a 
decent civic act to safeguard their neigh- 
bors. Most of the 12 who contracted the 
disease, including the two who died, had 
been vaccinated. but not recently enough 
to protect them. After the danger had pass- 
ed. it Was estimated Ihat only one in every 
four of Ihe city's population had had any 
degree of immunity whatever against 
mall- 
pox. - WHO Prt'.!.s Release. 
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SEX 


EDUCA TION 


THE 


AND 


ADOLESCENT 


A frank discussion of the role of nurses as resource persons In 
this controversial school program. 


\V hat meaning does the phrase "sex 
education" hold for you? Does it mean 
the same to you as it does to others? 
Or does the idiom have a wide var- 
iance in its interpretation? Are we 
nurses guilty, along with others. of 
limiting the meaning to its narrowest 
connotation? 
Adolescence is generally considered 
to be the period between childhood 
and adulthood. For purposes of this 
article, we shall consider adoles- 
,cence as that age group attending 
grades 6 to 12, or those children aged 
,I I to I 8 years. Pupils in grade 6 will 
be included because of the earlier de- 
velopment and maturity of females. 
How shall we define sex education? 
The Oxford Dictionary defines educa- 
tion as: "The process of nourishing or 
rearing; the systematic instruction, 
schooling or training given to the 
young (and by extension, to adults) in 
preparation for the work of life." Web- 
ster's New International Dictionary has 
defined education as: "The importation 
or acquisition of knowledge, skill or 
discipline of character," and includes 
the following definition of sex as "the 
sphere of behavior dominated by the 
relations between male and female." 
When these definitions are considered 
in their entirety, it becomes clear that 
sex education has to do with life in 
its total aspect. Because it is a con- 
tinuing process, we should not limit 
sex education to any specific period in 
a child's life. Nor can we say that it 
is entirely the responsibility of anyone 
of the parents, school, family doctor. 
church; or the official public health 
agency. 
My personal belief is that parents 
are primarily responsible to the child 
for his or her education. However, 
many parents do not feel capable of 
carrying out this responsibility and 
are sometimes ignorant of the help 
they may obtain in extending their 


Miss Conroy is a graduate of St. Paul's 
Hospital. Vancouver, and has a public 
health diploma from U.B.c. At the time 

he wrote this article. she was working as 
a public health nurse in Vancouver, assigned 
to a large secondary school. She is currently 
enrolled in the Faculty of Education. U.B.c. 
818 OCTOBER 1965 


BERNADINE CONROY 


own knowledge. Parents are often 
hindered by attitudes and prejudices 
gleaned from their own childhood and 
family training. Frequently, these at- 
titudes are communicated to the child 
at a very early age. For example. par- 
ents are delighted when their of(spring 
discovers his or her toes, fingers, or 
nose, but let the child discover his 
or her genitalia and some- parents are 
horrified. Thus, at an early age the 
child may develop a feeling of shame 
for his or her sex. 
Surely it would be ideal to teach a 
young child pride in being male or 
female, for. to quote George Lyttleton: 
What is your sex's earliest. latest care. 
Your heart's 
upreme ambition? 
To be fair.! 
Do nurses - and especially public 
health nurses - have a responsibility 
to assist parents with this aspect of 
their child's education? I think we 
do, and I believe that in British Col- 
umbia we are accepting this responsi- 
bility. I feel confident that nurses in 
every province are doing likewise. 
Public health nurses have a decided 
advantage in their work at child 
health conferences and prenatal 
classes, but nurses employed in hos- 
pitals and doctors' offices can and 
also should take advantage of teaching 
opportunities in their contacts with 
parents. 


Sources of Information 
How much information do children 
receive from their parents? In an ef- 
fort to obtain an answer to this ques- 
tion, I queried some 20 adolescents, 
. both male and female, from various 
ethnic and economic groups. The an- 
swer is not so different today from 
what it was some 20-30 years ago. 
The amount varies from practically 
no information to a free and open 
discussion. Factors influencing the 
situation are the parents' own knowl- 
edge; the emotional stability within the 
family group; and the ease of inter- 
personal communication within the 
home. 
Where else does today's adolescent 
receive his or her information? Most 
of the students said that they would 


not consult their family doctor be- 
cause they did not know him welJ 
enough. One of the students remarked 
that he had been able to talk frankly 
to his father but that he had also 
received a great deal of assistance from 
group therapy conducted by a psychia- 
trist. Many of the senior students 
wondered if classes for parents would 
be beneficial. I am inclined to think 
that there we would not reach the 
group who need the information most. 
Instead, it would be much like the 
minister who chastises his parishioners 
on Sunday for not attending services 
- he is speaking to the group who 
need it the least! 
The majority of students said that 
they did not think the church should 
play a significant role in their sex 
education. Nearly all of them said 
that they received a great deal of in- 
formation from their peer group. These 
discussion groups are not often hetero- 
sexual. Several of the male students 
stated that girls who had "hot ticket 
reputations" were very loathe to men- 
tion the subject, while on the other 
hand. "serious. nice" girls were often 
willing to discuss the topic intellectu- 
ally and impersonally. 
All of the students expressed the 
opinion that sex education should be 
taught at school, not necessarily as a 
separate subject, but rather incorpo- 
rated into the curriculum along with 
health. biology and guidance or psy- 
chology. 
What provisions does the Depart- 
ment of Education provide in the 
school curriculum? While I can only 
speak for British Columbia. it must 
be admitted that officially there is very 
little provision made. The respiratory 
system, the circulatory system and the 
digestive system are taught well and 
fully in health classes but the repro- 
ductive system is ignored. It is men- 
tioned. however. in the science course. 


School Courses 
Pupils in grades six and seven do 
not have a specific cou
se in "guid- 
ance." Consequently. no provision is 
made for the introduction of sex 
knowledge at school during this period. 
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For thc past scveral years, an extra- 
curricular program has been carried 
on throughout the province by the 
public health nurses. Films on men- 
struation are shown to grade six and 
seven female students. In many areas, 
grade five girls are included, depend- 
ing on the wishes of the school prin- 
cipal. The program is not mandatory 
and mothers are invited to accompany 
their daughters. Parental consent is 
usually required for each student to 
attend. Pamphlets are distributed to 
encourage further discussion between 
mothers and daughters as well as to 
reinforce the information given during 
the special program. This procedure 
has proved so popular that many 
mothers expressed a desire for a 
similar plan to assist with sex educa- 
tion for boys. Within the past few 
years a suitable film, From Boy to 
Man, has been obtained and is now 
shown to male students, grades seven 
to nine, in company with their fathers. 
Suggested curricula in the guidance 
course for grades eight to eleven, have 
been established on an experimental 
basis by the British Columbia Depart- 
ment of Education. The Departments 
of Health and of Education are cur- 
rently working on a revision of the 
present course. Provision is made at 
the grade eight level for discussion 
on "Our Attitudes Toward Differ- 
ences.":! This lesson deals primarily 
with heredity and social behavior. the 
objective being to teach students to 
understand and respect the differences 
among people. 
One unit of the grade mne guid- 
ance course is entitled "Guidance 
Toward Maturity." The purpose of 
this unit is . 


to enable the student to have a better 
understanding of what it mean
 to be 
growing up physically. mentally, socialIy 
and emotionally. Emphasis should be placed 
on total fitness and on the demands for 
fitne
s which modem life produces': l 
Both these units offer an opportun- 
ity for the teacher to reinforce the 
pupils' knowledge of sex education in 
relation to total living. How much or 
how little is actually taught during the 
guidance period depends on the wishes 
of the school principal. and the mental 
comfort and confidence of the specific 
teacher. The course is nearly always 
taught by the grade counselors. Coun- 
selors. being human, are subject to the 
same inhibitions. fears and fallacies as 
are parents. Therefore. pupils are sub- 
ject to a wide disparity in course con- 
tent. Male counselors tend to offer 
more information than do females. and 
married females are more apt to in- 
troduce sex - per se - into the 
discussion than single female teachcrs. 
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Evidently. single tcachers hesitate for 
fear of being accused of "knowing too 
much." (I cannot help but wonder if 
single nurses suffer from the same 
phobia.) 
The grade I 0 guidance course 
touches the subject only briefly. A unit 
entitled "Medical Science I - The 
Battle with Disease"4 mentions com- 
mon diseases and disorders such as the 
common cold. influenza, some child- 
hood diseases, and common enemies of 
young adults such as rheumatic fever, 
infectious hepatitis, cancer, diabetes, 
mental disorders and high blood pres- 
sure. No mention is made of venereal 
diseases in spite of the fact that sta- 
tistics indicate a rapid increase in their 
incidence. Infectious syphilis (primary 
and secondary) has increased steadily 
in B.C. from a record low of II cases 
in 1956 to 304 cases in 1964. Similar- 
ly, gonorrhoea has increased from 
3,425 cases in 1956 to 5,816 cases in 
1964. 
 
In an effort to educate the public, 
the Provincial Health Branch asked 
a large Vancouver newspaper to write 
a series of articles on the subject. The 
medical correspondent subsequently 
wrote five articles, and these were well 
received by the general public. These 
articles have since been printed in a 
booklet - An Examination of the 
Venereal Disease Epidemic in British 
Columbia by Arnie Myers. 6 The book- 
let is available to interested people at 
the discretion of the Department of 
Health. 
When discussing venereal disease in 
its relation to sex education. great care 
must be taken to present the problem 
in its proper perspective. We must also 
keep in mind the fact that the acqui- 
sition of venereal disease is frequently 
the result of faulty sex education. All 
students interviewed expressed a desire 
for more information regarding vene- 
real diseases and preferred having 
it included in the school curriculum. 
The guidance course for grade 11 
is similar in content to a basic psy- 
chology course. It includes a "brief 
overview of the influence of Freud on 
modern psychology."7 The unit also 
provides for discussion on the develop- 
mental tasks of adolescence, including 
physical and emotional changes. Again. 
the depth of the discourse is dependent 
on the teacher's willingness to tackle 
what is generally considered a contro- 
versial issue. 
Several counselors have stated that 
they find it difficult to follow the 
program as laid down by the Division 
of Curriculum because too much time 
is required in preparing for a non- 
credit course. and there is not enough 
time allotcd for teaching. 
Every counselor contacted agrced 


with the students that sex education 
in broad aspects should be taught in 
schools, provided teachers themselves 
receive more concentrated instruction 
as to course content. They further 
stated that it should not be taught as 
a special. separate subject but rather 
should be included with related sub- 
jects. Teachers and pupils alike agree 
that we are placing far too much em- 
phasis on sex as a separate entity. 
Are we guilty of forcing adolescents 
into a premature concern with the 
topic? This question is important in 
view of the calibre of movies. T.V. 
programming, literature and mass ad- 
vertising that are now sex-dominated. 
You have noticed the large billboards 
that show a picture of a seductive 
looking lass promoting floor wax, tea. 
cigarettes, light bulbs, etc. 
The problem is not unique to our 
modern age, for as early as 1882 
Thoreau wrote: 


[ lose my respect for the man who can 
make the mystery of sex the subject of a 
coarse jest, yet when you speak earnestly 
on the subject, is silent.8 


Nurses are not obligated to teach 
sex in the school system. Doing so 
would make the topic appear as some- 
thing special. However, we should as- 
sist parents and teachers in improving 
their knowledge of the matter so they 
will feel more confident when passing 
the information along in a natural 
milieu. For, after al1, as someone once 
remarked "It's sex o'clock all over 
the world." 
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Family 


Planning 


HÉLÈNE PELLETIER-BAILLARGEON ami JACQUES BAILLARGEON, M.D. 


In the Bible, and in almost all folk- 
lore, whether African or Eskimo, the 
birth of a long-awaited son comes as 
a blessing. Jehovah promised to Abra- 
ham a posterity as numerous as the 
stars of the sky and the sands of the 
sea. The modern couple, endowed with 
good health and a reasonable means 
of livelihood, normally aspires to the 
eternal continuation of their love, a 
child. Mysteriously optimistic, life pro- 
jects itself into the perpetual future. 


Still . . . 
Let us follow this optimistic young 
couple, after the birth of their first 
child. With joyful spontaneity, they 
change the pattern of their lives to 
meet the demands of the newborn. For 
him, budget, schedule, leisure activi- 
ties and, sometimes, careers suddenly 
change. If, however, the parents have 
only relied on their love and on the 
fickleness of biology to regulate con- 
ception, this initial heartiness may, 
after numerous childbirths, assume the 
terrifying aspects of exhaustion, if not 
of panic. The child, ardently awaited 
yesterday, may soon be looked upon 
as an intruder. Fear of pregnancy may 
cause the woman to rebel against the 
man's desires, create conflict, and dis- 
rupt plans for the future. 


In Canada 
Here, as in all countries where fam- 
ily life has rapidly changed from a 
rural to an urban type, industrializa- 
tion is one of the main contributing 
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factors to the crucial problem of fami- 
ly planning. When moving from a large 
farmhouse to a small, three-room city 
apartment, the Canadian family must 
submit, willingly or not, to changes 
that are necessary but often painful. 
As a corollary to this exodus to the 
city, the demand for a broader and 
more specialized education coincided 
with the almost complete eradication 
of an ancestral calamity, infantile mor- 
tality. Being better educated and more 
conscious of the child as a unique and 
irreplaceable human being, modern 
Canadian parents wish to provide their 
offspring with more than board and 
lodging: they hope to help them be- 
come efficient and responsible citizens. 
Finally, the mother of our time craves 
a life of her own, sometimes even a 
captivating career, so that she may 
enrich her personality and make her 
contribution to society. 
As a result of these convergent fac- 
tors, the problem of family planning 
has become one of the most contro- 
versial of our times. It is imperative 
that persons in the medical professions 
be aware of the facts. 


In the World 
The responsibility for planning, 
which, in Canada, remains at present 
a family problem, becomes urgent now 
that the threat of overpopulating the 
world is considered by many scientists 
as being as formidable as the atomic 
peril itself. The following figures are 
quite convincing. 


Increase in World Population since 1830 
and Forecast up to Year 2000 


1830 
1930 
1960 
1975 
1987 
1995-2000 


I billion 
2 billion 
3 billion 
4 billion 
5 billion 
6.5 to 7 billion 


A century was needed for the popu- 
lation to increase from one to two 
billion, 30 years for it to grow from 
two to three billion. Only 15 years 
will elapse for an increase of another 
billion; 12 years later it will increase 
from four to five billion. It is estimat- 
ed that during the five years from 
1995 to 2000, the population increase 
will reach a haIf-billion people! 
I choose to leave to the algae-eat- 
ers, the Sahara agronomists and the 
spatial explorers the task of instilling 
their optimism to the dreamers; if men 
do not perish through famine, they 
will through suffocation! Mexico is a 
most convincing example. 
In 1933, 17 million people inhabited 
Mexico; in 1960, the number rose to 
34 million; in 1965, 40 million. At 
this rate, the population will be 68 
million by 1980, and 1 billion by 
2075. In other words, in a period of 
110 years, the population will increase 
from 40 million to one billion. 
As for modern India, its demogra- 
phical increase goes like this: between 
1891 and 1921, it grew by only five 
per cent. In the following 30 years. 
due to the implementation of wide but 
elementary health and anti-famine 
measures, the increase attained 44 per 
cent (110 million). From 1951 to 
1961, it became vertiginous, surging 
by 78 million. If it is not curbed, it is 
expected that the population of India 
will double during the next 27 years. 


Respect for Individual Freedom 
For everyone concerned, but parti- 
cularly for the doctor and the nurse 
into whose hands fall the responsibility 
of providing the technical means, the 
problem of birth control, at the family 
level, and of overpopulation, at the 
world level, appears two-fold: maxi- 
mum efficiency on the one hand, and 
full respect of the sovereign freedom 
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of the human being on the other. 
A nation of men and women en- 
dowed with intelligence and called to 
follow the individual destiny of their 
spiritual souls, is never to be identified 
with animals whose reproduction can 
be controlled by an external will. 
Human love, both sensual and spiritual 
by essence, originates and proceeds to 
fulfillment in a mixing of religious and 
cultural ways where ascetism and 
erotism are present and sometimes 
follow the same path. 
The complexity of the values at 
stake with regard to human reproduc- 
tion, makes evident a permanent hiatus 
between the theoretical and the prac- 
tical efficiency of all methods. No 


method can be totally efficient if the 
marriage counselor has not previously 
succeeded in awakening in a couple 
that particular sense of self-conscious 
freedom that emanates quite naturally 
from a psychologically-matured love. 
A love that is raw, infantile and in- 
veigling is rarely a sound basis for 
responsible propagation. 
After the Lambeth Conference and 
at a time when Vatican II is pre- 
paring to proclaim religious freedom 
and to re-examine the Catholic views 
on marriage in the light of modern 
concepts of demography, biology and 
theology. it behoves each of us who 
guide and counsel to make certain that 
our scientific contributions are adapted 


to the personal, cultural and religious 
needs of the couple, who shall, first 
and foremost, be regarded as a "cell 
of human love." 
It is by taking into account the nu- 
merous requirements of husband and 
wife's reciprocal love, the fulfillment 
of their sexual desires and the pro- 
gressive awakening of a mature, gen- 
erous, enlightened and responsible 
love, that the use of the various meth- 
ods will become both fully human 
and fully efficient. 
At this price only will our various 
technical solutions at the family and 
world levels be a worthwhile contri- 
bution to the progress of the human 
conscience and to civilization. 


Medicine Through the Ages 


"There's a plant in the world for every 
ailment; all you have to do is find it!" This 
"back-woods" wisdom from an old Louis- 
iana bayou woman is not as far-fetched as 
you might think. For the belief in a cure 
for everything - if we will only search 
for it - has been the activating faith of 
medical research through the ages. 
The famous German writer and scientist 
Goethe held the opinion that the most d
- 
pised weed was as valuable as the most 
exotic flower. Backing up our old bayou 
woman's wording, cavemen plucked the 
world's first "medicine" from plants. And 
still today, medicinal plants abound. 
You may have purple foxglove growing 
right in your own garden and not realize 
that it furnishes, as in ancient time6, a 
very helpful stimulant for dropsy patients. 
Seeds from castor bean trees in the lot next 
door are the source of castor oil. The old 
fishermen's tale about cod liver oil being 
good for your health has been substantiated 
by modern vitamin research. Burnt natural 
sponge has long been 'a method of extract- 
ing iodine - an 'age old must for goiter. 
In olden days, many races believed that 
snakes had a magic healing power, and 
thus, they played an important part in 
many religious ceremoni
. Since the be- 
ginning of the 20th century, snake venom 
serums have been developed to counteract 
bites of poisonous reptiles. 
Antibiotic mil"'acl
 have been recorded 
since the beginning of history. Three thou- 
sand years ago, for example, Chinese physi- 
cians used mold from food in treating 
boils, carbuncles and infected wounds. Long 
before the discovery of penicillin, bread 
mold was applied to wounds with success. 
Few people know that gin was concocted 
in 17th century Holland solely for medi- 
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cinal purposes. It was 'sold through apothe- 
caries, in effect making the ancient drug- 
store the first package liquor store. 
The first thennometer, invented in Italy 
almost 400 years ago, had a glass bulb 
the size of an egg. Today, thennometers 
being introduced into hospitals are elec- 
tronic, and are no longer than a person's 
forefinger. 
In Spain, about the time Columbus dis- 
covered America, physicians devised elab- 
orate chairs with straps and braces to 
straighten broken or dislocated bones. 
Splints of wood and even metal have been 
standard equipment for many years. The 
latest word along these lines is an inflatable, 
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l.g. nd 
Fifteenth century medicine mixed science 
and superstition. Leonardo da Vinci, born 
in 1452, made masterful studies of the 
human anatomy. But most doctors of the 
day relied blindly on medical "discoveries" 
- many of them wrong - made in ancient 
Greek .and Roman times! 


balloon-like splint made with special high- 
strength, non-irritating Capran nylon film. 
ResembHng a plastic bag. the new splint 
is placed over broken limbs, often directly 
over clothing. As a first aid device, the 
splint's balloon structure exerts pressure to 
prevent swelling and to render injured limbs 
safely immobile until hospital treatment is 
possible. 
The thermometer and the splint are only 
two time-honored devices that have acquired 
amazing new properties and powers in the 
hands of modern medical men. Pictures of 
surgical scalpels used 1n Greece 300 years 
before Christ have been found; forceps and 
trephines have an equally ancient history. 
But these instruments have now become 
fantastically precise, often reduced to tiny 
size to perform delicate operations no an- 
cient surgeon would have attempted. The 
small
t modern medical instrument is an 
eye trephine with a blade only 78/1000111 
inch in diameter. (1ñe largest, incidentally, 
is an obstetric forceps measuring 171,2 
inches.) 
The inventor of the camera never dream- 
ed that his instrument would one day 
penetrate every cell of our bodi
. We can 
be thankful to him that he has indirectly 
saved countless millions of lives. Thomas 
Edison might be surprised to learn that tiny 
light bulbs are now used by surgeons to 
probe the human body. We owe him a debt 
of gratitude even grearer than is commonly 
realized for his literally illuminating dis- 
covery. 
Whether it's confinning sound medical 
sense of an old folk remedy or updating an 
old medical standby like the splint. scien- 
tists will continue to believe - like the 
old Louisiana woman - that the CUre IS 
there: all we need do is find it. 
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Information concerning new diagnostic tests being used in the detection of cancer. 
In the future, these may be used in mass screening. Although not 
used at present in Canada, similar work is being done here. 


Little did Duggar suspect, when he 
fermented Streptomyces aureDfaciens 
to prepare chlDrotetracycline hydro- 
chloride, a broad spectrum antibiotic, 
that it or other analDgues Df tetracy- 
cline wou'ld be used as a substance for 
detecting cancer. HDwever, in 1957 a 
patient with metasrdtic breast carcin- 
oma was being treated with an anti- 
cancer drug, a riboflavin antagonist, 
U6538, at the National Cancer Insti- 
tute in Bethesda, Maryland.! Upon 
autDpsy, the tumor Was fDund to' fluDr- 
esce yellow. While U6538 fluorescence 
had been previously recDgnized, it lasts 
only a few hours in normal tissue. 
This yellow fluorescence in the tumor 
persisted for days. FluDrescence was 
also fDund in tumors Df patients who 
had never received U6538 and, by a 
process Df elimination, it was disCDV- 
ered that flu'Orescence occured in the 
tumDrs of those patients who had 
received the antibiotic tetracycline. 
Under ultraviDlet radiation of 3,600 
Angstrom, tetracycline fluoresces 
bright yellow. Regardless Df whether 
it is given intramuscularly or orally, it 
will distribute itself rapidly in the 
body. Within 36 to 60 hours it is 
eliminated, except from bone, teeth, 
and malignant tissue. Exactly where 
the tetracycline localizes in the cell 
still remains t'O be determined. Vassar, 
Saunders and Culling have suggested 
that it may be in the histiocytes and 
cellular debris of the tumor stroma. 2 
Lee H. Riley, Jr. transplanted human 
adenocarcinoma of the lung into the 
cheek pouch of cortisDne-treated Syr- 
ian hamsters. He postulates that the 
fluorescence in the tumor cells depends 
on the presence of calcium. 3 Cabrera. 


Miss Leverette is a registered nurse employ- 
ed by the Department of Gastroenterology. 
Mix:hael Reese Hospital. Chicago. as a 
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et al. showed with ultraviolet micro- 
scopy that the localization is mainly 
in the cytoplasm. 4 
Based on these discoveries, work 
was immediately begun to develop 
diagnostic tests that could be used for 
detecting cancer cells early. Such tests 
are now in use at the Michael Reese 
Hospital and Medical Centre, Chica- 
gO'. The two tests most frequently 
done - gastric lavage and the secre- 
tin (pancreas) test - will be dis- 
cussed. Other tests, done less fre- 
quently, are on thoracentesis and para- 
centesis fluid 'and on bronchial wash- 
mgs. 


GASTRIC LAVAGEá 


Preparation 
1. Tetracycline 500 mg., four times 
a day, is given orally to' the patient for 
2 oonsecutive days. If there is any 
evidence Df gastric retention or ob- 
struction, 250 mg. of tetracycline twice 
a day, is given intramuscularly for the 
2 days. 
2. The third day, the patient carries 
on with his daily regime, and is re- 
minded of his test for the next morn- 
mg. 
3. The patient ingests nothing by 
mouth after midnight prior t'O the test. 
The Test 
1. Thirty-six hours after the last 
dose of Tetracycline the test is carried 
out (i.e. the patient had received the 
medication for two days, the third day 
he received no medication, and the 
fourth day at 8:30 A.M. the test be- 
gins). 
2. The patient is given 15 ml. of 
water to drink. Then, with the JYdtient 
sitting on the side of the bed, his head 
bent down on his chest, a polyethylene 
Levin tube is passed through the n'Ose 
or mouth into the stomach. The pa- 
tient is asked not to swallow the saliva 
and t'O hold the tube in one CDrner of 
his mouth to avoid excessive gagging. 


3. The tube is advanced to the an- 
trum of the stomach. 
4. Normal saline, 250 mI. is in- 
troduced into the gastric tube and the 
stomach is vigorously lavage<!, back 
and forth 6 to 8 times, with the pa- 
tient still sitting on the side Df the 
bed. This lavaging removes the pro- 
tective layer of mucus and debris from 
the gastric wall and increases exf'Olia- 
tion. Improper lavage can give false 
negative results. Immediately following 
the lavage, as much of the fluid as 
possible is withdrawn and immediately 
put in a refrigerated centrifuge to de- 
crease enzyme activity (which would 
digest cells and destroy tetracycline 
fluorescence). 
5. Repeat washing with normal 
saline, 350 mi., follows, but this time 
the patient turns on each side for two 
minutes. In this way, the fluid has a 
chance to rinse and exfDliate cells 
from all surfaces 'Of the gastric muco- 
sa. While the patient is on his back, 
the abdomen is massaged to exfoliate 
more cells. 
6. After 8 minutes the fluid is 
removed from the stomach, the tube 
is withdrawn, and the patient can eat 
or drink. 
7. The procedure takes 20 minutes. 
There are no special precautions to 
follow the test. 
Laboratory Procedure 
I. The pH of the specimens IS Im- 
mediately brought to between 8.2 to 
8.8 by the addition Df 5 per cent 
sodium bicarbonate solution
 as op- 
timal flu'Orescence seems to occur be- 
tween these 'PH's. 
2. The aspirate is then spun in a 
refrigerated centrifuge at 2500-3000 
T.p.m. for 10 minutes. The superna- 
tant is decanted, 'and the residue is 
thinly spread on Whatman :1:t3 filter 
paper and allowed to dry in the dark. 
3. Immediately upon drying, and 
again 24 hours later, the specimens are 
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viewed in a special dark box under 
3600 Angstrom ultraviolet light. 
4. The presence of the tiniest speck 
of bright yellow fluorescence is indica- 
tive of gastric malignancy. If a positive 
result is obtained from the 36-hour 
washing, a repeat washing is perfonn- 
ed 24 hours later. This eliminates the 
chance of misinterpretation due to pos- 
sible gastric retention of tetracycline. 
The absence of a bright yellow area 
indicates a negative result. Negative 
filtrates usually emit a bright white or 
bluish fluorescence. 


SECRETIN TEST" 
Secretin is a hormone found in the 
mucosa of the upper small intestine. 
It is prepared from the first metre of 
hog intestine. Its action is one of 
stimulating secretion of pancreatic 
juice, bile. and succus entericus. 
Preparation 
I. Medication is the same as for 
gastric lavage. 
2. The patient is told that the test 
will take between 2 y.; to 30 hours. 
3. Fifteen minutes before beginning 
the test, 90 mg. of sodium luminal is 
given intramuscularly to help relax the 
patient. 
The Test 
1. Sixty hours after the last dose of 
tetracycline, the test starts. The waiting 
peri03 of 60 hours lessens the pos- 
sibility of tetracycline retention. 
2. A rubber Dreiling tube (Figure 
I) is passed through the mouth into 
the stomach and into the second por- 
tion of the duodenum. The tube's 
position is confirmed by x-ray. by al- 
kaline pH, and by bile color of the 
aspirate. 
3. The patient is given a skin test 
with secretin on one arm and a saJine 
control on the other. If a negative 
result is obtained. he is given secretin 
intravenously: one unit per Kg. of 
body weight. Within a few minutes the 
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normal pancreas increases its output of 
secretion. 7 
4. Two blood samples are drawn, 
one before stimulation and one 40 
minutes later. for -serum amylase de- 
termination. The duodenal aspirate is 
also assayed for amylase. The volume, 
bicarbonate content, and amylase out- 
put of the pancreas indicate the func- 
tional capacity of the organ. Amylase 
is necessary for the breakdown of 
starch. The bicarbonate is important 
for neutralization of gastric acid in the 
duodenum and for digestion. 
5. Five samples of pancreatic se- 
cretion are collected via the Dreiling 
tube, 20 minutes apart, using inter- 
mittent suction machines. 
6. When the test is completed, the 
patient is able to eat and has no 
special precautions to take. 
laboratory Procedure 
1. A filter paper is prepared for 
fluorescence examination in the same 
manner as for the aspirate from gas- 
tric lavage, except the pH need not 
be increased, as it is already alkaJine. 
2. The pancreatic secretions col- 
lected are individually tested for 
volume, bicarbonate, and total pan- 
creatic amylase. 
3. The tiniest speck of bright yellow 
fluorescence on the filter paper is in- 
dicative of malignancy in the pancreas 
or hepatD-biliary system. (Figure 2.) 


NURSING PREPARATION 
The nurses who care for the patient 
the days prior to the test should be 
familiar with the specific test. In this 
way they can reiterate the teaching 
and answer questions that the patient 
may ask and hence give emotional 
support. 
Getting the patient's history from 
his chart is the first important step. 
Medications that the patient is receiv- 
ing are reviewed. Certain drugs - 
such as riboflavin and vitamin B I 2 - 
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also give a yellow fluorescence that 
would cause a misinterpretation of 
results. H Milk products and aluminum 
hydroxide gels decrease the absorption 
of tetracycline and may produce false 
negative results. A history of allergies to 
tetracycline or its derivatives is in- 
vestigated at this time. 
The psychological preparation is of 
utmost importance, for every individ- 
uaJ on whom a tetracycline fluores- 
cence test is performed is suspect of 
having cancer. Two to five days before 
the actuaJ test itself the procedure is ex- 
plained to the patient with the hope 
of relieving fear of the unknown. 
When the administration of tetracy- 
cline is started. the patient has an op- 
portunity to meet the person who will 
perform the test and to ask questions 
about it. thus relieving some of his 
anxieties during the final procedure. 
"Why is this test being done?" and 
"Is it painful?" are the questions most 
frequently asked. A response to the 
first, such as, "This is a pancreatic 
function test (or whichever test is to 
be done) to determine how well your 
pancreas is working" may be given. A 
simple and clear diagram of the pan- 
creas and adjacent organs, namely the 
stomach. liver and gallbladder, and a 
short explanation by the nurse often 
helps the patient to understand the 
intubation process. In response to the 
second question it can be said that. 
initially. there is some discomfort in 
swallowing the tube. and that the pa- 
tient should think in terms of swal- 
lowing a piece of candy that could 
temporarily cause him to gag, but that 
as soon as he swallowed the tube. the 
discomfort would lessen. The swallow- 
ing of the tube is similar to swallowing 
spaghetti. At no time does the nurse tell 
the patient that the test being done is a 
"cancer test" or a diagnostic measure 
for cancer. If the patient actually asks 
this question, he is told that he can 
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Fig. I. Dreiling Ga
ton-Duoden.,1 Tube. This double lumen tube maintains suction within tlte stomach while providing a means of 
collecting pancreatic secretions via the second portion of the duodenum. The single piece construction and tlte small metal tip 
facilitates insertion. Fig. 2. Photograph showing bright area of florescence in pancreatic sediment following tetracycline administration. 
This indicates a positive result for malignant cells. 


discuss it with his doctor. 
The patient's chart is checked be- 
fore the test to make certain that he 
has received the tetracycline at the 
specified time intervals. The interval 
between the last dose of tetracycline 
and the time of the test is important, 
because a false positive could occur 
if the medication is not stopped be- 
fore the specific waiting period. A 
false negative could occur if too long 
a time elapses, or if less than 30 
Gms. of tetracycline are given. 9 
Intubation is perfonned 36 to 60 
hours after the last dose of medication, 
depending upon the type of test to be 
done. Shortly before intubation the 
nurse briefly explains the test once 
again and the patient has the oppor- 
tunity to ask any last minute questions. 
She informs him that. while the tube 
is in, there will be an increase of 
saliva and mucus and that he should 
either let them drain into the basin or 
expectorate, but not swallow them. 
The patient is infonned that during 
the test he will not be able to read, 
watch television, or have any extra 
stimulation. An atmosphere conducive 
to sleep is established. The nurse helps 
the patient keep his chin down on 
his chest while the tube is being in- 
serted. 


ACCURACY 
Klinger and Katz, in July 1961. 
reported on the use of tetracycline 
fluorescence in the detection of gastric 
malignancy. to Their results were posi- 
tive in 17 of 18 ::ases of gastric car- 
cinoma. and negative in 41 controls. 
Since then. many other studies have 
been conducted. with similar results. 
Berk and Kantor studied 13 posi- 
tives out of a total of 58 patientsY 
Their results included 10 patients with 
gastric malignancy. 2 with benign gas- 
tric ulcers showing atypical "pre- 
malignant" mucosal changes. and one 
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patient with an unconfirmed benign 
ulcer. When the latter was re-examin- 
ed, a negative result was obtained. 
Shennan et al. studied 110 pa- 
tients.]2 Twenty-nine had benign le- 
sions, 2 of which showed fluorescence. 
Out of 17 malignant cases, 16 showed 
fluorescence. The 64 nonnal individ- 
uals had no fluorescence. 
Sandlow and Necheles 13 have re- 
ported additional results on gastric 
washings and on fluorescence tests of 
other sites not previously reported. 
Their results showed 96 per cent ac- 
curacy for the gastric lavage (205 
patients) and 100 per cent accuracy 
for the secretin tests (25 patients). 
Studies of a modification in the 
procedure in which the fluorescence 
complex is brought into a suspension 
of which fluorescence is determined 
with a fluorometer are being conduct- 
ed. 
An ultraviolet gastroscope has been 
developed for the Department of Gas- 
troenterology, Michael Reese Hospital. 
which may prove beneficial in the 
diagnosis of and localization of gastric 
malignancies. Fluorescent microscopy 
studies are also being conducted. 


CONCLUSION 
Tetracycline fluorescence tests are 
innocuous and relatively rapid to per- 
fonn. CUrrect positioning of the tube, 
waiting the necessary time interval be- 
fore the test is perfonned. rapidity of 
performance, attention to details of 
the procedure, and careful examina- 
tion of the specimens, are technical 
precautions necessary for this proce- 
dure as a valuable test for clinical 
use. The nurse's role in psychologic- 
ally preparing the patient is of utmost 
importance and cannot be overlooked. 
Mass screening and early detection of 
cancer - through the u!:e of the Te- 
tracycline Fluorescence Test - may 
save thousands of lives. 
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Operation 


"Survival" 


The bore room was instantly silent at the 
lirst sound 01 the radio. Books rested in our 
hands unread. Cords lay on the concrete 1I00r 
unnoticed. A small boy, in sneakers, walked 
aimlessly around his lormation 01 tiny soldiers. 
The mournlul message 01 the Governor stun- 
ned us, as he reiterated what we already knew. 
We hod been attacked by nuclear weapons. 
We hod become the victims 01 the most in- 
human oct possible to render to other human 
beings. 
In weary, somber tones, he described the 
devastation 01 the blast area, the almost com- 
plete annihilation 01 the city 80 miles dis- 
tant. His announcement 01 the radioactive 
lallout in our own city supported our lears that 
even here no human lile could continue outside. 
He urged us repeatedly, to toke courage, and 
to remain in our shelters. The voice ceased, 
and the shelter was again very still. We sud- 
denly lelt very much alone and isolated, as we 
grieved lor that lost city, and lor friends that 
were no more. 
The con lining space 01 the shelter was op- 
pressive. Gradually, we attempted to shilt posi- 
tion to one slightly less uncomlortable than 
the lost. We were 23 persons olive, and lor 
the present, well and sale. We were separated 
Irom that calamitous situation outside by the 
lour walls which crowded us together, bound 
by a common purpose - survival. 
Not one 01 us lailed to be deeply im- 
pressed by the stork realism 01 the situation. 
Suddenly, the lacts gleaned rather indifferently 
Irom various Ciyil Delence lectures took on 
new dimensions. 


Miss Haldorson is a graduate of Holy 
Family Hospital. Prince Albert. Sask. She 
i
 currently working at 5t. M.lry'
 Ho'pital. 
Roche
ter. Minnesota. U. 5. A. 
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Civil Defence in action. 


ALICE HALDORSON 


This destruction that had been fear- 
ed above all disasters could become 
reality. We are the products of a tu- 
multuous era, and this tragedy is one 
for which we have long been warned 
to prepare. But are we prepared 
enough? How much preparation is 
enough? 
In August. 1883. a tornado left the 
village of Rochester. Minnesota in 
ruins, killing 22 people and injuring 
several hundred more. Dr. William 
Worrall Mayo. assisted by his sons 
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and the teaching Sisters of Saint Fran- 
cis, had cared for the injured in a 
temporary emergency hospital. From 
this crisis grew an alliance between 
Saint Mary's Hospital and the Mayo 
Foundation for Medical Education and 
Research. Together they have func- 
tioned. in mutual concern, to provide 
the best possible medical care to the 
ill and injured under any emergency 
conditions. 
Their objectives have. from neces- 
sity. been amplified in more recent 
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Sleeping Arrangements - Cot
 and blankets are not a requIsite. The lantern on the 
floor is not usually provided. The food and water supplies can be seen along the wall. 
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years, to include plans for caring for 
victims of disasters other than natural. 
The dark week of the Cuban Crisis 
in October, 1962, intensified their ef- 
forts, and those of the local Civil De- 
fence. As a medical centre, Rochester 
had exceptional opportunities and spe- 
cific responsibilities for public service. 
Civil Defence Workshops 
With these factors in mind, the 
Rochester Olmsted County Office of 
Civil Defence conducted several work- 
shops for Shelter Managers in 1964, 
with plans to continue in 1965, as 
volunteers were available. Nurses from 
St. Mary's volunteered, and I was 
among them. 
The purpose of the course was to 
provide training for selected personnel 
which would enable them to organize 
and develop a shelter management 
team, and to fonnulate plans that 
would meet needs in public fallout 
shelters. The occupations of partici- 
pants of Our group were varied - 
nursing, office, busmess, police and 
fire department personnel, a mother 
and her five crnldren. They represent- 
ed wide variations in interests and 
obligations, but the present concern 
was to learn how to survive and to 
help others survive in the event of a 
nuclear attack. 
Attendance was entirely optional. 
Each participant received a brief let- 
ter describing the course. There were 
no specific instructions, other than to 
wear clothes suitable for camping 
since we would be spending the night 
under the austere conditions that one 
would expect to find in shelter living. 
Six hours were spent in a compre- 


hensive study of the effects of nuclear 
weapons and community shelter living 
- its problems and psychological as- 
pects. We reviewed the warning sys- 
tems - the steady siren blast of 3-5 
minutes indicating probable attack, and 
the wailing siren meaning attack was im- 
minent and to take cover immediately. 
A siren alert is conducted at noon 
on the first Wednesday of each month. 
How would Our citizens react to hear- 
ing it on a Friday? Would they know 
which shelter to go to? There is ade- 
quate public shelter space for all resi- 
dents, and buildings are well marked 
to indicate their location. At the hos- 
pital, all personnel carry an identifi- 
cation card that will admit them to its 
shelter area. 
The take--cover signal was given at 
2:00 P.M. Quickly we gathered our 
coats and meager personal belongings 
to enter the shelter. 


Inside the Shelter 
The stark emptiness of the room 
struck me most forcibly - the four 
walls, ceiling, and floor, with a little 
wooden cubicle in one corner. Along 
one wall were four rolled-up canvas 
cots, several blankets, the radiological 
instruments, food and medical sup- 
plies. This was strictly existence ma- 
terial, far remote from the relatively 
comfortable private home shelters in 
magazine articles. 
The door closed, and we lost iden- 
tity with the sights and sounds of the 
world outside. Communication was 
limited to sending and receiving mes- 
sages by the field-type telephone to 
central-control Civil Defence head- 
quarters, and listening to a transistor 


radio carried by one of the shelterees. 
The space allowance per person is 
ten square feet. When you picture in 
your mind an area two feet wide and 
five feet long, the crowded conditions 
can be more dearly visualized. 
For lack of any other place, we laid 
our coats on the floor, sat down on 
them, and began to fill out question- 
naire fOnDs. These identified us, and 
gave any particular qualifications re- 
garding occupation and training. 
It was obvious that a Shelter Mana- 
ger and organization team must be 
appointed immediately if trns exercise 
was to function effectively. The mana- 
ger, the key person in the group, as- 
sumes absolute authority. He is re- 
sponsible for group autonomy, making 
important decisions, and for delegating 
authority. 
Our Shelter Manager was chosen by 
popular vote. He assumed leadership 
promptly, and from the questionnaires, 
chose his advisory committee and de- 
puties. It is urgent that persons pos- 
sessing particular capabilities be utiliz- 
ed effectively, so the greatest potential 
may be realized from each individual. 
The appointees - for food control, 
health and sanitation, radiological 
monitoring, communications, bunking, 
recreation, and religious affairs - as- 
sumed their responsibilities. 
The preliminary preparations com- 
pleted, the first hours dragged end- 
lessly. The canvas cots provided some 
seating space for reading. Four per- 
sons sat on the floor playing cards. 
Some napped, sitting up. The little 
boys shot rubber band missiles at toy 
soldiers. 
The nurses appointed to the health 
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The health and sanitation team checks a person who feels ill. Medi<;al suppl!es are ston:d in. the rou':!d 
it. Eq
ipped with 
 plastic 
liner it could be used as a commode later. In the picture on the nght, notIce the RadIOlogIcal momtonng eqUIpment proVIded for 
use in the licensed shelter under the National Shelter Program. 
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and sanitation detail checked medical 
equipment. There were drugs adequate 
for the more routine emergencies. dress- 
ings. and some instruments. We con- 
sidered the possibility of problems 
arising in a shelter with individuals 
suffering from medical conditions such 
as diabetes and heart disease. Their 
specific, life-saving medications would 
frequently be left behind in the anxiety 
to reach a shelter. There might be 
very young people. Lacking medical 
personnel. lay persons might be caUed 
on to assist with childbirth. There 
might be alcoholics, psychotics. and 
the very old. The possibility of death 
in the shelter must be faced. not ne- 
cessarily from radiation - although 
the emotionally unstable might expe- 
rience realistic symptoms - but from 
natural causes. Wisdom and patience 
in large measure would be required in 
dealing with children and those who 
must witness death for the first time. 
Segregation in a shelter seems un- 
thinkable. There would be people of 
all colors, aU faiths. and those who 
claim no faith at all. but even these 
would search for comfort beyond them- 
selves. The moral and emotional forti- 
tude of individuals thrust into such 
close confinement would be dependent 
upon aU the composure and self-disci- 
pline that could be assembled by the 
group. No factor would be more sta- 
bilizing than a deep religious faith. In 
the absence of a clergyman. the re- 
sponsibilities for assuming leadership 
for spiritual care would rest in the 
hands of relatively inexperienced per- 
sons. This was my function in the 
shelter, and the group joined me enthu- 
siastically in prayer before meals, eve- 
ning meditation. and hymns. Prayers 
for strength. guidance, and peace are 
non-denominational, and all faiths 
would unite in praying for a day of 
universal brotherhood. 
Any diversion was welcome in the 
shelter routine. Conversation lags. and 
activities become necessary. Calisthe- 
nics helped re]ieve the lethargy of inac 
tivity. Charades and community sing- 
ing revealed some dramatic and vocal 
talents. Everyone sang the national 
anthem with fervor. 
Dinner was announced at six o'clock. 
The feeding crew presented each shel- 
teree with his covered plastic cup of 
water. Each one wrotc his name on it. 
and between usings, placed it care- 
fully in the least walked-on floor 
space. To accompany the water, he 
received his ration of eight survival 
wafers. provided by the National Of- 
fice of Civil Defence for shelter use. 
The food was neither attractive nor 
palatable but it did relieve hunger 
sufficiently. and the calories provided 
would adequate1y sustain our present 
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inactivÍly. The feeding of infants 
would probably revert to that practice 
of less developed countries, where 
mothers chew the food to be put in 
the mouths of their children. Sure1y, 
in this instance, maternal love would 
supersede esthetics. 
The wooden cubicle contained the 
chemical commode. but not all com- 
munity shelters would have this facility 
enclosed. Lack of privacy would pro- 
bably be the most difficult adjustment 
of shelter living. 
Survival is possible without the 
comforts we have taken for granted. 
Nevertheless, we are members of a 
bathing, tooth-brushing. deodorant- 
using society. and the fastidious are 
distressed when deprived of these 
privileges. The smokers in the group 
cooperated completely with regulations 
regarding designated smoking periods. 
At bedtime. the chief of bunking 
planned sleeping arrangements. Two 
persons shared the cots provided by 
local Civil Defence. and the remainder 
spread out in two rows on the floor. 
using the blankets. The night watch- 
man assumed his guard position at the 
door. We drank our precious evening 
ration of water, said our good nights. 
and retired. 
The night seemed endlessly long and 
dark. Although the shelter was very 
quiet. many slept poorly and morning 
was welcome. Breakfast was a repe- 
tition of dinner of the previous eve- 
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ning, followed by a general clean-up 
of quarters. 
At 10:00 A.M, the communications 
chief. in charge of the telephone, re- 
ceived the message that "fallout activi- 
ty had diminished to conditions of 
safety" and we would be permitted to 
leave the shelter. We emerged to a 
bright, safe. and shining winter world. 
Over coffee and rolls, we evaluated 
our experience. The general consensus 
was, "I wouldn't have missed it for 
anything." not for its pleasure. but for 
the understanding we gained. Later. to 
share our enthusiasm. we conducted 
six lecture programs for hospital per- 
sonnel. attended by over LOOO people. 
This course had not been designed 
to emphasize the hardships of shelter 
living, but rather to create a realistic 
atmosphere to indicate that the will 
to live can and will triumph over 
physical discomforts and temporary in- 
conveniences. 
In the event of a nuclear disaster. 
community morale and security will 
greatly depend on the strong leader- 
ship of individuals who are capable 
of assuming this responsibility. It 
seems evident that their requisites wìll 
be those of adequate motivation. in- 
fonnation. and preparation. These 
were our objectives in "Operation Sur- 
vivaL" We cared, we went to learn. 
and we left. deeply impressed. real- 
izing what can stìll be done to preserve 
]ife in the face of overwhelming odds. 
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The Feeding Crew is shown preparing a "Meal" for the shelterees. Waler is siphoned 
from metal container lined with plastic bag into the individual plastic cup that the 
person will use during his stay in the shelter. To accompany this. e,lch per
on receives 
the wafers held by the man on left. Each sheet divides into four smaller wafers 
and the,e constitue a me,ll for one person. 
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Apolline Robichaud, a graduate of St 
Mary's Hospital, Montreal, was appointed 
director of public health nursing, Province 
of New Brunswick, in May of this year. 
Miss Robichaud obtained a certificate in 
public health nursing at Dalhousie Univer- 
sity in 1951. In 1959, she received her 
Bachelor of Science in Nursing degree from 
Teachers College, Columbia University, and 
in 1961 her Master of Arts degree in Nurs- 
ing Education from the same university. 
The new director's professional experience 
includes public health nursing in Bathurst 
and Newcastle, N.B. and lecturing at 
Teachers' College, Fredericton, N.B. She is 
active in both the provincial nurses' associa- 
tion and the Red Cross Nursing Committee. 
Miss Robichaud's interests apart from her 
profession include travel. golf and bridge. 
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ApOLUNE ROBtCHAUD 


Sister St. Charles Borromée was appoint- 
ed director of nursing education at the St. 
Elizabeth School of Nursing, St. Joseph's 
Hospital. Sudbury, Ontario, in September 
1964. 
Sister is a graduate of the University of 
Ottawa School of Nursing. In 1950 she ob- 
tained her Bachelor of Nursing Science 
degree al I'lnstitut Marguerite d'Youville. 
Université de Montréal, after which she re- 
turned to Sudbury to take on the duties of 
science instructor as well as educational 
coordinator in the SI. Elizabeth School of 
Nursing. In 1962 Sister registered at the 
School of Nursing, SI. Louis University, 
Missouri. and obtained her Master of Sci- 
ence in Nursing degree in the Spring of 
1964. She has been in Sudbury since her 
return from SI. Louis. 
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SISTER ST. CHARLES BORROMÉE 


In April of this year, Beulah I. Macinnes 
was appointed regional nursing supervisor of 
the Norlh Battleford Health Region, Saskat- 
chewan. A native of Nova Scotia, Miss 
Macinnes received her basic nursing educa- 
tion at the Royal Victoria Hospital, Mont- 
real. a diploma in public health nursing 
from Dalhousie University, and a B.N. de- 
gree from McGill University in 1964. 
Miss Macinnes has had considerable ex- 
perience in various areas of nursing: From 
1950 to 1952 she was on the staff of the 
Camp Hill Hospital. Halifax; in 1954 she 
served as matron at the Red Cross Outpost 
Hospital in Loon Lake, Saskatchewan; from 
1955 to 1961 she was a public health nurse 
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BEULAH I. MAcINNES 


with the Regina Rural Health Region. Prior 
to her present appointment, she was assistant 
nursing supervisor of the Saskatoon Rural 
Health Region. then acting regional super- 
visor. 
Sewing, knitting, curling and fishing are 
Miss Macinnes' favorite leisure-time acti- 
vities. 


Teacher's College in Fredericton, N.B., 
has announced the appointment of Doreen 
G. Wallace and M. L. leBlanc as health 
instructors. 
Miss Wallace is a graduate of the Toronto 
General Hospital School of Nursing, the 
University of Toronto and the University 
of Western Ontario, where she obtained her 
Bachelor of Science in Nursing degree in 
1961. 
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DOREEN G. WALLACE 


Following graduation from T.G.H., she 
worked as a staff nurse at Smiths Falls 
Public Hospital, Smiths Falls, Ontario, and 
the Vancouver General Hospital, Vancou- 
ver, B.c. For four years she was a head 
nurse at the Ottawa Civic Hospital, and 
from 1958 to 1964 she was on the staff of 
the Public Health Nursing Service in Fre- 
dericton. She is active in the NBARN, hav- 
ing served as president of the Fredericton 
chapter. 
Miss LeBlanc is a graduate of St. Martha's 
Hospital School of Nursing, Antigonish, N.S. 
She obtained a Bachelor of Science in Nurs- 
ing degree from St. Francis Xavier Univer- 
sity, and a public health nursing certificate 
from the University of Toronto. Her ex- 
perience includes: general duty nursing at 
the Massachusetts General Hospital, Boston, 
THE CANADIAN NURSE 



the Pill
burgh Community Ho
pital. Cali- 
fornia and the Carney Hospital. Dorchester, 
Mass.; private duty nursing in Bo
ton; and 
public heahh nursing in Richibucto. N.H. 


In June of this year, the members of the 
New Brunswick Department of Heahh held 
a reception in honor of Muriel E. Hunter, 
recently retired director of Public Health 
Nursing for the Province. On behalf of her 
friends in the Department, Dr. C. W. Kelly, 
Deputy Minister of Health, presented Miss 
Hunter with an oil painting by Maxine 
Hughson. 


Miss Hunter was born in East Florence- 
ville and received her public schooling 
there. She then entered Teachers' College 
and taught for six years in the schools of 
New Brunswick. She graduated from The 
Montreal General Hospital School of Nurs- 
ing in 1930 and held staff and supervisory 


The 1965-66 national nursing bursary of 
the Canadian Red Cross Society was award- 
ed to Patricia S. B. Andenon, B.Sc., R.N., 
of Sutton West, Ontario. The fellowship, 
valued at $2,000, will allow Miss Anderson 
to continue graduate studies in nursing at 
the master's level at the University of 
Toronto. On completion of her studies, she 
will return to her present position as assis- 
tant director. professional standards, of the 
College of Nurses of Ontario. 
Miss Anderson was born in Newmarket, 
Ontario. She studied at Havergal College 
and the University of Toronto. Her nursing 
career began at the Hospital for Sick Chil- 
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dren and she received her degree in nurs- 
ing science from the University of British 
Columbia. 
Elizabeth Lowe is the new director of 
nursing services for the New Brunswick 
Division of the Canadian Red Cross Society. 
Mrs. Lowe is a public health nurse of con- 
siderable experience. Prior to her new ap- 
pointment. she was supervisor of the Nurs- 
ing Aides' School at the Saint John Voca- 
tional Scl:ool... Irma Riley, assistant pro- 
fessor in The School for Graduate Nurses, 
McGill University, has been granted a 
year's leave of absence to head the World 
Health Organization's post-basic nursing 
program at the University of Ghana. 
Dr. Marie Jahoda, head of the depart- 
ment of psychology and social science al 
BruneI College, an institution of advanced 
technology at London, England, will deliver 
the second annual Nettie Douglas Fidler 
Lecture at the University of Toronto's 
School of Nursing on October 22. 
This lecture, sponsored by the Alumni As- 
sociation of the School of Nursing, is given 
each year in honor of Miss Fidler, who 
retired in 1962 after ten years as Director 
of the School. Attendance is open to all in- 
terested in the subject of the lecture. "Atti- 
tudes to Work." 
Vera L. Spencer, public health nursing 
consuhant, Saskatchewan Department of 
Public Heahh, was recently elected presi- 
dent of the Saskatchewan Registered Nurses 
Association. A graduate of Regina General 
Hospital School of Nursing, she started her 
public health career in the North Battleford 
Health Region. Later, she received a B.N. 
from McGill University in Montreal and 
the Master of Public Health degree from 
the University of Michigan. 


positions there for three }ears. During 1933- 
34. Miss Hunter took post-graduate studie
 
in public health nur
ing at The School for 
Graduate Nun,es, McGill University. For 
the next eight years, she served with the 
Victorian Order of Nurses in the provinces 
of Quebec, Nova Scotia and New Bruns- 
wick. She assumed her responsibilities with 
the New Brunswick Department of Heahh 
in 1942. 
Miss Hunter was president of the New 
Brunswick Association of Registered Nurses 
from 1950-54 and president of the New 
Brunswick-Prince Edward Island Branch of 
the Canadian Public Health Association 
from 1961 to 1962. In 1965 she was made 
an honorary life member of this Branch. 
Miss Hunter has set an impressive record 
of service to her profession. We extend very 
warm good wishes to her for the future and 
our sincere congratulations on an outstand- 
ing career of professional achievement. 
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A Philosophy of Psychiatric Nursing 


In psychiatric nursing, much attention is 
given to human behavior: abstract human 
behavior with its range of possibiJiti
, and 
concrete human behavior as seen in indi- 
viduals. As a psychiatric nurse, one views 
human behavior as the outcome of a rela- 
tionship between man and his environments. 
external and internal. 
With birth, man is committed to living 
and to life. Later, he may renounce both 
and commit suicide; but, barring this he 
is introduced gradually to an external social 
and cultural -environment, established and 
waiting for confrontation. Likewise, he is 
introduced gradually to an internal environ- 
ment, becoming aware of his bodily feel- 
ings and needs in the process. Man is a 
kind of mediator interpooed, as it were. 
between the external -and internal environ- 
ments. His special task is to equilibrate the 
external environment with the internal - 
a task never fully realized, for neither of 
the environments is totally accommodative 
of the other. 
Much of man's energy is directed to the 
struggle of maintaining psychological and 
biological integrity in the face of what is 
often a hostile environment. Civilization is 
discontent and all men are not born equal. 
Many are iII-equipped psychologically and 
biologically to traverse this continuum 
oalled life, for Mother Nature can be and 
often is ruthl
s. She does not bless every- 
one with all of her gifts. Yet, having been 
given life, having made '3 commitment to 
living and life. we aTe expected to get hold 
of our handicaps, our blemishes, our defi- 
cienci
, stop wallowing in self-pity and 
get on with this business of living. 
SoÓety and the individual are interde- 
pendent; but each is also independent. Each 
has needs vital to its existence. Who shall 
be served, society or the individual? Is 
compromise the answer? And if it is, whose 
interests shall get the edge? A pessimistic 
situation? Not entirely. For Mother Nature. 


Mr. Binas, a recIpIent of a fellowship 
from the Canadian Nurses' Foundation, is 
studying for his Master's degree in psychia- 
tric nursing at Boston University. 
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though cruel. reserved some kindness for 
man: in her beneficence she gave him the 
potential for compromise. Man can adjust 
and adjust he must, if he is to survive. 
He is able to resort to repression, suppres- 
sion. regression. sublimation, displacement, 
and other defense mechanisms in his ad- 
justive struggle. It is extremely fortunate 
that deviation i's part of man's behavioral 
repertoire; although it is the cause of much 
of his suffering. it is at once his cross and 
his salvation. 
A philosophy of psychiatric nursing per- 
mits one to view deviant behavior as human 
behavior. The mentally ill are human beings 
whos:: behavior, though exaggerated, repre- 
sents a potertial not yet realized in the 
"mentally healthy." The difference is quan- 
titative rather than qualitative. The symp- 
toms of the mentally ill represent an adjust- 
ment to life: action and reaction. They 
represent action in that they attempt to 
facilitate the adjustive process and consum- 
mate an "equilibrium"; they represent reac- 
tion in that they attempt to fill the void left 
by reality. These symptoms are not gene- 
rated in a vacuum. They emerge as a result 
of the existential encounter. which ofren 
is insufferable. A pressure is experienced, 
a pressure to choose. This is unavoidable, 
for choosing and living are almost synony- 
mous. Not to choose is '3n impossibility 
existentially. for not to choose is still 
choice. The problem is what to choose 
from all that is presented to us existenti- 
ally. How free are we in the choosing? 
A philosophy of psychiatric nursing 
helps one to see the mentally ill as per- 
sons not free. The quest is not for com- 
plete freedom, for this too is an impossi- 
bility existentially. Constraint, social or indi- 
vidual. is a part of life. The quest is for 
those proportions of freedom and cons- 
traint that will permit the human organism 
to grow and develop, to realize its potentials 
as a human being. 
The mentally iII person is fixated. He 
is fixed to an ontogenetical position that 
prevents him from meeting the demands of 
daily living. Psychologically, he is shackled, 
afraid, unable to go forward because the 
necessary courage and adventurous spirit 


are lacking. He suffers from a psycholo- 
gical myopia. His approach to situations is 
provincial. He is credulous, exploited b} 
many. Choose he must. but choose he 
cannot. Is there a way out of this dilemma? 
How does one becom'e more free when 
mentally ill? 
Reprieve. This is an important word in 
a philosophy of psychiatric nursing, for it 
permits one to grant the mentally ill an 
opportunity to escape, albeit temporarily, 
from the existential pressur
 which impinge 
upon them. Where can this be attained? In 
the therapeutic community that may be 
found within any progressive psychiatric 
facility. A philosophy of psychiatric nurs- 
ing has one accepting responsibility for the 
'creation and maintenance of such a milieu. 
It has one viewing the therapeutic milieu 
not as somethi'ng static, something to be 
established once and then forgotten. Rather, 
the therapeutic milieu is viewed as some- 
thing dynamic. something not unlike an 
organism, for it, too, if left unattended, 
will eventually die. It is the psychiatric 
nurse who helps sustain the milieu, who 
breathes therapeutic life into it, employing 
her total being in the effort. 
Existentialism - the word that almost 
defies definition - may be regarded as a 
fundamental approach to Being. '3S a par- 
ticular attitude to Existence. Subjed:ivism 
is a key word in existentialism. In one's 
dealings with another human being, even 
a mentally ill human being, the personal 
identity of that individua1 ios recognized 
maximally; not only the person as he is, 
but also the person as he is capable of 
becoming. These are the concerns of exis- 
tentialism. In order to realize such a level 
in one's transactions with another human 
being, it is imperative that the person not 
be divorced from his existential situation, 
the life forces operating on him, but be 
considered as a "whole." The task of exis- 
tentialism is to have the person realize his 
authentic being. with subsequent implanta- 
tion of this discovery of the true self within 
the aura contrived by reality, as effectively 
as is possible. This is the essence of exis- 
tentialism. And this is the essence of a 
philosophy of psychiatric nursing. 
THE CANADIAN NURSE 
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Anusol 

 (suppositories and ointment) 
Anusol will not mask 
symptoms of serious 
rectal pathology. 


The answer- TUMS! These mild, minty 
tablets are so practical to recommend 
because they're fast acting, long lasting 
and safe-made of the finest antacid 
ingredients. They're economical too- 
only a few cents buys enough for several 
doses. And they leave no aftertaste- 
no water or glass needed. 
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An up-to-the-minute new edition of the pharmacology text 
preferred by 6 out of 7 nursing instructors. . . 
now revised and improved to maintain the 
standard of excellence established through 9 editions 



 


EpicIonn;, 


Dennis 


Fig. 11. Subcutaneous injection. The skin surface has been 
cleansed and the hypodermic syringe is held at the angle at 
which the needle will penetrate the tissue. The left hand is 
used to pinch the arm gently but firmly. When the needle has 
been inserted into the subcutaneous tissue, the tissue of the arm 
is .released and the solution is steadily injected. 


Noteworthy features of this new edition include: 


* NEW co-author Betty S. Bergersen, R.N., Ed.D., 
and new collaborator, Andres Goth, M.D., 
noted clinician, educator and author; 


* NEW drug information based on the 1965 editions of 
the U.S. Pharmacopeia (Vol. XVII) and the 
National Formulary (Vol. XII) ; 


* NEW information on drug legislation including the Ca- 
nadian Food and Drug Act, and the Canadian 
Opium and Narcotics Acts; 


* NEW and more effective illustrations demonstrating the 
use of syringes and how they are charged; 


* NEW chapter on the psychologic aspects of drug 
therapy. 


New 10th Edition! Bergersen-Krug 
PHARMACOLOGY IN NURSING 


The leading text in its field through 9 editions, this outstand- 
ing work offers an up-to-date, comprehensive presentation of 
phannacology, including authoritative discussions of the 
use, preparation and dosage of drugs. It examines how and 
why specific drugs should be administered and explains the 
expected outcome of drug therapy. The nurse's responsibility 
regarding drugs is emphasized throughout the text. 
This new 10th edition is the joint effort of Betty S. Bergersen, 
R.N., Ed.D., and Elsie E. Krug, R.N., M.A. Dr. Bergersen 
is the co-author of the popular Mosby text, NURSING 
CARE IN EYE, EAR, NOSE AND THROAT DISOR- 
DERS. Miss Krug has been associated with PHARMA- 
COLOGY IN NURSING since publication of the third edi- 
tion in 1942. The well known pharmacologist and author, 
Andres Goth, M.D. has acted as consultant to the authors 
on this new edition. 
All drug information has been revised in keeping with the 
1965 editions of U.S.P. (Vol. XVII) and N.F. (Vol. XII). 
In addition, this revision contains much new information 
that can help you in making this increasingly important sub- 
ject more meaningful and more understandable to your stu- 


dents. It presents such timely topics as: the recognized 
sources of information and standards; drug legislation affect- 
ing professional behavior; evaluation of the effectiveness of 
disinfectants: new compounds used in local anesthesia: char- 
acter and action of drugs affecting the autonomic nervous 
system. An informative chapter on the psychologic aspects 
of drug therapy has been added to this edition, along with a 
discussion of the pros and cons of self medication. 
Despite the many changes in this new edition, PHARMA- 
COLOGY IN NURSING still remains the same valuable 
teaching tool which nursing instructors have preferred for 
nearly half a century. It remains much more comprehensive 
in coverage and definitive in depth than any other text in 
this field. 


By BETIY S. BERGERSEN, R.N., Ed.D., Associate Professor in Nursing, 
College of Nursing, University of Illinois at the Medical Center in 
Chicago; and ELSIE E. KRUG, R.N.. M.A., Instructor in Pharmacology 
and Anatomy and Physiology, Saint Mary's School of Nursing, Roches. 
ter, Minnesota. In collaboration with ANDRES GOTH. M.D., Professor 
of Pharmacology and Chairman of the Department, The University of 
Texas Southwestern Medical School, Dallas, Texas. Publication date: 
January, 1966. 10th edition, approx. 760 pages, 7"x 10", with 36 
text illustrations and 8 color plates. About $7.85. 
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DISPOSABLE WARD SUPPERS 
(BUSSE) 
Description - New, one-time-use, plostic slippers mode of tough 
white vinyl, which is embossed for grip instead of skid. They are 
tear resistont with heat-sealed seams. Packed in cartons of 2,000 pairs, 
they are compact ond easily stored. 
Hospitals can provide each patient with individual hygienic foot 
protection ogainst slipping. In addition to general use, these slip-on 
s
uffs can be worn right into the shower stall, assuring complete 
protection from any contoct with floor-borne germs. 
Samples of the plastic and sewn paper slippers are available 
from Busse Hospital Disposables, Great Neck, New York, } 1021. 
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DISPOSABLE EXAMINATION GOWNS 
(HOWE SOUND CO.) 
Description - New disposable exomination gowns of high-quality, 
wet strength facial tissue. These gowns are adjustable to fit all 
sizes ond ore specifically designed for front, back or side examinations. 
These paper gowns retain the softness and dropability of soft linen 
and eliminate the need for laundering or mending cloth growns; patients 
con nOw put On a clean, sanitary, soft, comfortable gown never 
worn before. For odditionol information, inquiries should be addressed 
to the Howe Sound Co., Disposable Products Division, 22.28 S. 6th Ave., 
Mount Vernon, N. Y. 
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MID-STREAM CATCH KIT 
(c. R. BARD) 
Description - A new, convenient product providing 0 superior 
procedure for the collection of bladder specimens. The kit includes all 
the components required for an effective "mid-stream" collection tech- 
nique. It reduces the possibility of air-borne contamination and pro- 
vides the potient with an easy, do-it-yourself procedure. The kit 
is a potient-ready product with its contents orranged in sequence 
of use, packaged with complete instructions. 
For additionol informotion, write C. R. Bard, Inc., Dept. 4}, Murray 
Hill, N.J. 
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WARFllONE 
(FROSSn 
Description - Worfilone is an oral anticoagulant which produce, 
a theurapeutic response in ) 2 to 36 hours. When treatment is dis 
continued, dissipation of effect occurs within 36 to 72 hours. 
Indications - Recommended in the treatment and prophylaxis 01 
all conditions where reduction of clotting activity is required, including 
myocardial infarction and impending myocardial infarction; throm 
bophlebitis; orterial embolism and thrombosis; severe angina pectoris 
of less than two years' duration; ond atrial fibrillation. 
Dosage - Initial, 40 to 60 mg; maintenance, 2.5 to 20 mg. daily 
Caution - The administration of Warfilone must be controlled b} 
regular determination of blood coagulobility. Coagulation octivity should b. 
maintained within the therapeutic range. This is 2 to 2 ' h times norma 
value when prothrombin time is used as a meaSUre of activity 
Clotting activity should be determined doily from the beginning a 
treatment until the mointenonce dose is established; it may ther 
be determined at less frequent intervals. Indications of overdose or< 
prolonged elevation of the prothrombin time and/or hemorrhage. I 
hemorrhage occurs, the drug should be withdrawn immediately and 
when necessary, 10 mg of vitamin K, administered. If bleeding i 
severe and life-threatening, transfusion of fresh blood should bl 
instituted. Note - Orol anticoagulants are detoxified by the live 
and excreted by the kidneys; thus diseases of these two orgon' 
can effect results of anticoagulant therapy. Acetylsalicyclic acid, nar 
cotics, barbiturates, antibiotics, sulfonamides, phenothiazines, digitalis 
alcohol and drugs with a hepatotoxic action may 0150 have or 
effect upon prothrombin times, and Warfilone dosage must be adjustec 
accordingly. 
Supply and Identificotion - WarfiJone 2.5 mg. tablets are green 
film-coated and engraved "2 I h". Worfilone 7.5 mg. toblets are blue 
film-coated and engraved "7 ' h". 
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lABSTIX 
(AMES) 
Description - A new reagent strip test for urine screening. Eac 
labstix Reagent Strip provides five bosic uro-analytical facts 
only 30 seconds - pH, protein, glucose, ketones, and occult bloo. 
The strips are constructed of firm, transporent plastic. This focilitatl 
handling and provides excellent color contrast for precise, reproducibl 
colorimetric readings with clearly defined color charts. By providing th 
broadest urine screening possible from a single reagent strip, lobst, 
supplies significant guides to differential diognosis in many cond 
tions. 
Ames Co. of Canada, ltd., 280 Belfield Road, Rexdole (Toronto), On 
will provide further information. 


FER-IN-SOl SYRUP 
(MEAD JOHNSON) 
Description - Fer-in-Sol Syrup contains 30 mg. elemental iron p 
5 cc. teaspoon. The iron is from } 50 mg. (2.5 groins) ferrous sulpha' 
Indications - For the treatment of iron deficiency onemio. 
Dosage - Up to 2 years: 'h to I teaspoonful, t.i.d.; 2 to 6 yet 
teaspoonful, t.i.d.; Older children: } to 2 teaspoonfuls, t Ld ; Adult. 
2 to 3 teaspoonfuls, t.Ld. May be diluted in water or fruit ju 
(not milk) and preferably should be taken between meals. 
For further information, please contact Mr. N. P. Ferrari, Produ 
Monager, Mead Johnson laborotories, 6215 Côte de lie sse Rd., Mo 
treol 9, P. Q. 
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The Journal presents pharmaceuticals lor information. Nurses under5fand that only a physician may prescribe. 



'" 
FAST, CONVENIENT 
SUTURE DISPENSING 
from individual, 
dry, presterilized 
plastic envelopes 
-a packaging 
concept 
pioneered by 
Davis & Geck. 
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PERSONAL, TECH
ICAL ASSISTANCE 
FROM DAVIS & GECK 
SALES REPRESENtATIVES 
for every Canadian hospital is 
always available, to help make sure 
you have the appropriate 
Davis & Geck Sutures on hand. 


DAVIS & GECK 
helps you serve 
the surgeon 
better 


DAVIS & G ECK / C YANAMID OF CANA DA UMITED 
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 OSTOMY 


ECUCATICNAL MATERIAL 


This 6 page folder tells you all about OSTOMY 
posH)perative management - with anatomical dia- 
grams and authoritative information on the surgical 
mechanics as well as proper procedure for patient 
post-operative care. 
The Colostomy, Ileostomy, Ileal-Bladder and Cu- 
taneous Ureterostomy operations are fully detailed. 
Special educational material available to Nursing 
Schools, write for details. 


Write for folder #566 CN. 
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UNITED SURGICAL SUPPLIES CO.. INC 
PORT CHESTER NEw YORK 


DISTRIBUTOR 
WANTED 


No Competition. To serve 
and set up new accounts 
in exclusive territory. In 
vestment secured by fast 
moving inventory of amaz- 
ing plastic coating used on 
all types of surfaces inte- 
rior or exterior. Eliminates 
waxing when applied to 
any type of floor. Elimi- 
nates all painting when ap- 
plied to wood, metal or 
conCrete surfaces. 
Minimum Investment- $500 
Maximum Investment - $12,000 


For details write or call: 
Phone: 314 AX-1-1500 


MERCHANDISING DIVISION 
P.o. Box 66 
St. Ann, Missouri 63074 
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Urgencies and Emergencies for Nurses by 
AJ. Harding Rains et al. 158 pages. Lon- 
don, The English Universities Press Ltd. 
1965. 
Reviewed by Mrs. Linda Wegleitner, 
B.Sc.N. Surgical Clinical Instructor, St. 
Elizabeth Hospital, Humboldt, Sask. 


According to the preface, this book was 
planned as a guide for nurses in handling 
emergency situations on the ward, in casual- 
ty, outpatients, special departments, recov- 
ery rooms, and intensive therapy units. 
In the first chapter, a brief note is in- 
cluded on the advances that have been made 
in the management of emergency cases. An 
explanation is given as to what makes an 
emergency situation. The roles of doctor 
and nurse are described. The authors state 
that "nurses are the 'watch-dogs' of develop- 
ing situations and of progress in recovery." 
They are "guides," "assistants" and "inter- 
mediaries." 
Part One discusses the important prin- 
ciples of a) recognition, b) confirmation, 
c) restoration. Under the principles of re- 
cognition, signs and symptoms are described 
concisely, followed by an explanation of 
why they occur in specific situations. Im- 
portant observations to be made in relation 
to pain, appearance, behavior and function, 
as well as other basic observation of skin. 
tongue, etc., are included. 
One chapter concerns the confirmation of 
diagnosis by collection of data. recording, 
performance of simple tests and laboratory 
tests. In reference to the collection and re- 
cording of data, the authors say, "Merely 
charting an observation as an item of dull 
routine does no service for the patient - 
the observation must mean something to all 
who come in contact with the chart and the 
patient." Certain laboratory tests commonly 
carried out in urgent situations are described. 
Under "principles of restoration." the 
types of therapy and what the nurse must 
consider in reference to each type are dis- 
cussed. For example, in relation to intra- 
venous therapy, the nurse must consider: 
a) materials used; b) method of starting; 
c) how to run it; d) how to discontinue it; 
e) complications and dangers; 0 advantages 
and disadvantages compared with other 
methods. Excellent material concerning oxy- 
gen therapy, emergency bronchoscopy, tra- 
cheostomy. care of a patient with tracheo- 
stomy, as well as care of a patient with 
under-water-seal chest drainage has been 
included. The technique of assisted respira- 
tion is described. 
Part Two gives examples of urgencies 
and emergencies. It describes what happens 
in the body to make the situation an urgent 
one. Description of fluid and electrolyte 
balance is very well explained and illustrat- 
ed. Junior nursing students should find this 


section an excellent reference. In the urgent 
and emergent situations. the patient's need 
for physical care and emotional support as 
well as his spiritual needs and the needs of 
his relatives are outlined. 
In summary, this book is written in a 
concise manner, with enough material for 
clarity. Since lengthy d
tail has been omit- 
ted, it could be used as a' guide in an urgent 
situation. It would be very helpful to per. 
sons interested in setting up an intensive 
care unit or a recovery room since the 
equipment necessary for emergency care i
 
so well outlined in various parts of the book 


Lecture Notes on Dermatology by Bethel 
Solomons, M.A., M.D., F.R.C.P.I. 24S 
pages. Toronto, The Ryerson Press, 1965 
Reviewed by Lynn Evans, B.N., Nursin[. 
Instructor, Sherbrooke General Hospital 
Sherbrooke, Quebec. 


The objective of this book is to serve a' 
an introduction to dermatology for genera 
practitioners and students. No specific nurs 
ing measures have been included. 
The book presents a survey of commor 
diseases beginning with a review of anatomy 
physiology, diagnostic measures and treat 
ment. The description of each disorder 
grouped according to cause, is concise, witl 
all detail eliminated. Color plates are usee 
to illustrate each disorder. This method pre 
seots a clear picture of the disease at 
 
glance. 
The book is exactly what the title indi 
cates. It would be very useful for referenc{ 
in the clinical area and for instructors whe 
are preparing lectures on this topic. 


Social Psychology in Treating Mental Illness 
An Experimental Approach by George W 
Fairweather. 300 pages. New York. Johr 
Wiley & Sons, 1964. 
Reviewed by Mrs. Frederica Heasman 
R.N., M.A., formerly Director of Nursinl 
Education, SaT1lia General Hospital, Sar 
nia, Onto 


This volume reports a research study con 
ducted in a mental hospital in an interesting 
readable way. A number of authors hav{ 
contributed chapters, each challenging ir 
itself, but coherence has been achieved a' 
the contributors share common goals. 
An attempt was made to accord a meas 
ure of "adult status" to hospitalized patient. 
by supporting them in accepting more re 
sponsibility for themselves through the de 
vice of a patient council that used the demo 
cratic process to decide issues that arose. I 
was hoped that roles learned in a function 
ing group would be of more assistance ÏJ 
rehabilitation than the traditional dependen 
patient role had been. The observations 0 
the researchers and the reactions of the par 
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tIClpants, including staff members, are re- 
ported. Enough detail is given for an under- 
standing of the study, and the structure 
remains clear throughout. 
This study was concerned with problems 
of length of hospitalization and of readmis- 
sion, among others, and conclusions are par- 
tially based on these issues; but the impli- 
cations arising from the basic "adult status" 
concept reach into every phase of hospitali- 
zation. Some of the findings suggest that 
enhanced self-respect is experienced by pa- 
tients when their rights, feelings, abilities, 
etc. are respected by each other and by staff. 
This is surely a valid goal in itself. 


The particular device of patient council 
would lend itself to use in siuations where 
the patient population is fairly stable, as on 
medical, orthopedic and chronic units, and 
where research assistance is available. Per- 
haps studies done in a variety of settings 
might guide us in evaluating existing prac- 
tices. Such evaluation might spare nurses 
much of the frustration which they now 
experience when change is thrust upon them. 
They might be able to gain satisfaction and 
enhance their own self-respect by being 
able, on the basis of good research, to par- 
ticipate in planning for more independent 
patient care. 


PORTRAIT of 


NURSING 


A PLAN FOR THE EDUCATION OF NURSES 
IN THE PROVINCE OF NEW BRUNSWICK 


by 


KATHERINE MacLAGGAN. R.N.. Ed.D. 


DIRECTOR OF THE SCHOOL OF NURSING AND 
PROFESSOR OF NURSING, UNIVERSITY OF NEW BRUNSWICK 
Fredericton, New Brunswick 


Published by 


The New Brunswick Association of 


Registered Nurses 


231 Saunders St., Fredericton, N.B. 
and available from this address 


Price: $3.50 (mailing charges included) 


860 


NOVEMBER 1965 


Satisfying and Stressful Situations in Basic 
Programs in Nursing Education by David 
J. Fox, Ph.D., Lorraine K. Diamond, 
Ph.D., et al. 212 pages. New York, Bu- 
reau of Publications, Teachers College, 
Columbia University, 1964. 
Reviewed by Miss V.B. Seeman, Associate 
Director of Education, The Salvation 
Army Grace Hospital, Winnipeg, Man. 


This is a consolidation of material obtain- 
ed from the research project conducted at 
the Institute of Research and Service in 
Nursing Education at Teachers College. The 
major aim of the project was to identify as 
completely as possible the range of problem 
situations experienced by nursing students 
as they progress through the basic program 
in nursing. It is based on more than 90,000 
descriptions of situations submitted by 
students from schools of nursing offer- 
ing diploma and baccalaureate programs. A 
discussion of the background and method- 
ology is included. The book is so very con- 
centrated that a review cannot be adequate, 
and the following comments must be read 
only as a few brief examples and thoughts. 
The findings have been organized under 
four main headings of student experiences: 
The Personal Area, The Social Area, The 
Academic Area, The Clinical Area with 
several subdivisions under each. Headings 
also include situations involving special 
services, shift work, procedures and other 
"clinical sub-areas," e.q., the quality of cli- 
nical supervision. Specific situations describ- 
ed by students are included. 
Data include a percentage of the satisfy- 
ing situations and of the stress situations 
that students described under each of the 
headings and subheadings. One chapter re- 
lates the data obtained to behavior dyna- 
mics, and, finally, a concluding chapter 
highlights some thought-provoking implica- 
tions of the study. 
The authors have pointed out that in des- 
cribing similar incidents, one student may 
experience stress, while another gains satis- 
faction. There is also ambivalence with both 
stress and satisfaction in one situation. Here 
are a couple of examples written by stu- 
dents. 
"My clinical instructor told me to dis- 
connect and discard an LV. Never having 
seen one before, I didn't know how. She 
got very mad as she thought we had been 
taught how. She showed me how, but was 
very nasty about it." 
"Differences of opinion occurred between 
the head nurse and the instructor. It was 
difficult, since I was in between, as to what 
was the right thing to do." 
This book should prove of value in help- 
ing nursing school faculties plan for the 
future. It should also help each instructor 
to identify the means whereby she may ful- 
fill her duties most effectively. It could be 
read with advantage by supervisors, head 
nurses and general duty nurses. Reading it 
is a fascinating experience. 
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The Forest Calls Back by Jack Mendelsohn. 
267 pages. Toronto, Little, Brown and 
Company (Canada) Ltd., 1965. 
Reviewed by Mrs. Anne Cole, formerly 
Head Nurse, Pediatric Unit, Brockville 
General Hospital, Brockville, Onto 


The author states that his main purpose 
in writing this book is to find a "cure" for 
the evils that envelop human life. He has 
gone very far afield to do so. 
His feeling that the world is largely gov- 
erned by self-interest is probably quite cor- 
rect. But is this entirely "evil," if properly 
channelled? His hero worship of Dr. Theo- 
dore Binder, the subject, is probably well 
deserved although overdone, for what drives 
a man to isolate himself from his own kind 
if it is not interest in attaining self-content 
and personal satisfaction? Dr. Binder even 
states that he is doing what he wants to do. 
Though the courageous doctor is giving his 
"all" to healing and helping a remote tribe 
of Peruvian Indians, it could be that he 
finds himself incompatible with his own kind. 
The author's description of life among 
the Shipibo Indians is vivid and informative. 
However, the information becomes too mix- 
ed up with ideology to really be of interest 
to the reader. 
If Dr. Binder is really the person Mr. 
Mendelsohn describes, he would be embar- 
rassed by the hero worship of the author! 
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Portrait of 
ursing by Katherine Mac- 
Laggan. 146 pages. Fredericton, The New 
Brunswick Association of Registered 
Nurses, 1965. 
Re
'iewed by Miss Shirley MacLeod, In- 
structOl: in Obstetrical Nursing, School 
of Nursing, MoncIon Hospital, MoncIon, 
N.R. 


In this doctoral thesis, the author has 
outlined a plan for nursing education in 
the Province of New Brunswick. The pro- 
blem, according to the author, is the 
present system of nursing education within 
the hospital schools - a trend that has 
continued over the years despite the many 
recommendations for change. The purpose 
of the study is to develop a plan for the 
education of nurses to be included within 
the general system of education. 
As the plan has been designed for the 
Province of New Brunswick, much infor- 
mation is given about the geographical and 
historical setting as well as the general edu- 
cational resources available within the pro- 
vince. 
The author envisages two categories of 
nurses to meet the nursing needs of society. 
One group would be educated in a univer- 
sity school of nursing, the other in a new 
type of program established to replace the 
present pattern within the hospital school. 
The provision of such a change entails the 


establishment of institutes for health ser- 
vices, envisaged as multi-purpose, post- 
high school educational institutes, created 
for the purpose of educating semi-profes- 
sional or technical health workers. 
The author has outlined functions for 
both categories of nurses, with the function 
of one complementing the function of the 
other. For the nurse prepared at a university 
school, the practice of nursing would be 
undeniably professional. The nurse pre- 
pared at a health institute could achieve 
significance and importance in terms of 
technical excellence. 
In summary, this study presents a plan 
which envisages nursing education within 
the general educational system and out of 
the usual hospital setting into institutes for 
health services. Although it has been written 
for implementation in New Brunswick, it 
could be adapted to any province in Can- 
ada. 


I
'FORMATIO
 WA
TED 
Anyone knowing or having infor- 
maiton concerning the whereabouts 
of Halaine Evelyn Given. formerly 
employed at the Vancouver General 
Hospital. Vancouver. B.C., is asked 
to contact the JOURNAL editorial 
staff. We have information for the 
above-named nurse. 
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812, Montreal II, P.Q. 
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Claudia Boskill 'II. Kingston General 
Hospital, Ontario. 
Cora lIeen Cannon '32, Lord Dufferin 
Hospital, OrangeviIIe, Ont. 
Clara Elizabeth 'Daisy' (Morse) Hawkes 
Corp '19, Vancouver General Hospital, B.C. 
Marie A. Friesen '58, South Waterloo 
Memorial Hospital, GaIt, Ont. 
Mary Ethel (Christie) Laraway '29, To- 
ronto Western Hospital, Ont. 
Helen (Foulds) Marryat '14, Grace Hos- 
pital, Toronto, Ont. 
Henriette Matte '31, Hôpital Saint-Sacre- 
ment, Québec, P. Q. 
Lorraine Irene Rita (Bonnefoy) Mueller 
'59, Elizabeth Alice (Smith) Saunders '31. 
St. Boniface General Hospital, Man. 
Jessie W. Penzer '23. Royal Jubilee Hos- 
pital, Victoria, B.c. 
Avora Roberts '34, Western King
 Memo- 
rial Hospital, Berwick, Nova Scotia. 
Alice L. Skinner '09, Montreal General 
Hospitdl, P.Q. 
Colette Thibault '64, Hôpital de I'Enfanl- 
Jésus. Québec, P.Q. 
THE CANADIAN NURSE 



Dulcolax 
(brand of bisacodyl) 
Dulcolax Suppositories 10 mg 
Dulcolax Suppositories for 
Children 5 mg 
Dulcolax Tablets 5 mg 


8-5112-65 


í 



 


........ 
---- 


t 
. 


Nurses like you use 
Dulcolax@ 
the laxative to replace enemas 


In hospitals throughout the country nurses appreciate the 
time and effort they can save by replacing the enema with 
reliable and effective Dulcolax Suppositories. 
It takes only seconds to insert a suppository, compared to 
the time required for the preparation and administration of 
an enema and the cleaning of equipment. 
Your patients will certainly be grateful to be spared the dis- 
comfort, embarrassment and inconvenience of an enema. 
And you will appreciate the extra time it gives you every day. 


Boehringer Ingelheim Products 
Division of Geigy (Canada) Limited, Montreal 



e1t;4 
d-'lalt
 ;4
 
ut 


Recent Publication Received. 


Publications are listed in language of 
source. Most of the material (reference 
material and theses excepted) is available 
on loan. Requests should be addressed to: 
The Librarian, Canadian Nurses' Association 
74 Stanley Avenue, Ottawa 2, Canada. 
Applications for loans should give the 


0 
.... 
. . \ 
'\; 
y. 
, , 
.....!.. 
.. 
- - 
, 
 


- 


1 
II 


" 



 


866 


NOVEMBER 1965 


month in which the publication was listed 
in THE CANADIAN NURSE, the item number, 
the author, and the title. (See "Request 
Form for Accession List" page 854.) 
I. Australasian Hospital Directory and 
Nurses' Yearbook, 1964-65. Compiled and 
annotated by A.L. Hart. Sydney, N.S.W., 
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THE AMAZING NO-WATER NO-PASTE TOOTHBRUSH ELIMINATES THE MESSY 
TIME-CONSUMING NURSE-PATIENT TOOTH BRUSHING DRill FOREVER 
One demonstration and the pallent can do it himself 
IN DAILY USE IN HUNDREDS OF VETERAN AND GENERAL HOSPITALS 
IN CANADA AND THE UNITED STATES 
Officially approved in government hospitals 


A SPECIAL MESSAGE TO ALL "NURSES IN CHARGE" 
Please write for your special samples of the greatest time-saver in nur
ing care, especially with these 
pallents-RECOVERY ROOM AND INTENSIVE CARE-CONTAGION WARDS-ORAL SURGICAL 
WARDS-CHllDREN'S WARDS-BEDFAST PATIENTS-NURSING HOMES-PSYCHIATRIC WARDS 


TOOTHETTE 


The no.water-no-paste disposable toothbrush "Cleans better than a toothbrush" 
A HOSPITAL TESTED PRODUCT OF 
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Letters to the Editor are welcome. Only 
SIGNED letters will be considered for 
publication. Name will be withheld from 
the published letter at the writer's request. 


Not Impressed 
Dear Editor: 


I cannot say that I was too impressed 
with the guest editorial in May, 1965. Not 
that I disagree with what Miss LaMarsb 
has to say, however she has made all these 
statements repeatedly and has been quoted 
in every newspaper from coast to coast. 
Surely Miss LaMarsh must realize that 
every active nurse has this type of informa- 
tion at her finger tips, and probably reads 
this type of article at least once, twice or 
even three times a month. Repetition does 
not create interest, even if it is written by 
the Minister of National Health and Wel- 
fare. 
We have other national health problems 
which I feel are equally serious. These 
should also be discussed and given equal 
consideration. - H. Swenarton, Edmonton, 
Alberta. 


Commer.ts on Capping 
Dear Editor: 


In response to the recent article "Is 
Capping Really Necessary?", (June '65), I 
feel the negative aspect was written without 
any understanding or compassion for the 
student nurse. Education isn't everything 
in nursing. They who "have it in the head, 
don't always have it in the heart." Certainly 
education is important, but a degree seems 
to put one farther away from the patients 
and their personal needs. A degree doesn't 
make one more understanding and com- 
passionate. For example, a "heart patient" 
needs an understanding nurse and a gentle 
touch of the hand far more than a lecture 
on his circulatory system. 
. . I feel very sorry for future student 
nurses if we do away with the capping cere- 
mony. The young woman who enters nurs- 
ing definitely needs something to work to- 
ward. And, she needs a certain period in 
which to adjust. No one knows, before en- 
tering nursing, if she is really capable of 
adjusting to the profession until she has 
had the experience of working with patients 
and fellow students. A three month initial 
period is essential. Nursing school instruc- 
tors are skilled to know which students 
can adjust to nursing and which students 
can not. It is, of course, a symbol of your 
first successful step in your attainment of 
your R.N. 
Human nature demands success. Working 
toward capping and graduation makes a 


much more mature woman of the young 
nurse. 
I doff my cap to Ella B. MacLeod! - 
Heather Lawson, New Westminster, B.C. 


Dear Editor: 
I read the articles on "Capping" in June's 
issue with much interest and not a little 
sadness. To me "Capping" is not only a 
symbol of the profession's acceptance of the 
individual but also the individual's accep- 
tance of the discipline of the profession. 
In the new educational systems, there is 
very likely no place for a ceremony such as 
"Capping" and isn't it a pity! Our modern 
life is rapidly becoming devoid of traditions 
and symbolism. [ can't help feeling this 
situation is not entirely progress. 
Why cannot the "Capping" ceremony be 
retained, perhaps as part of the gradua- 
tion exercises, to emphasize the feeling of 
tradition and continuity? 
Symbolism may be expensive, but it is 
not necessarily a luxury! - Leslie M. 
Kennedy, R. N., Trail, B. C. 


What Nuning Is or Is Not 
Dear Editor: 
The reading of Dr. Peplau's article, "The 
Heart of Nursing" (April '65) and Kevin 
Mooney's views in "An Educated Heart" 
(May '65) has prompted me to add my bit 
to the current controversies over what nurs- 
ing is and is not, and nursing education 
versus nursing service. 
I have been nursing for almost 20 years 
- first in Mexico and now in Haiti. In 
these countries, nursing has not yet become 
an art as we know it in other countries of 
the world. Nursing education is still pretty 
much in the hands of doctors and has not 
left the classroom. Ward supervision of 
practice is virtually unknown. The nurses 
produced by such education are often skill- 
ed technicians. They may, and often do 
have profound knowledge, but they are not 
bedside nurses - simple nursing arts like 
positioning, bathing, moving an injured 
limb, are completely foreign to them. There 
is no concept of doing nursing treatments 
with a certain end in view, for example, to 
heal the lesion in a minimum of time; 
rather, treatments are done automatically, 
just going through the motions. There is 
very little head or heart in this type of 
nursing. 
My real concern now is the recent grad- 
uate from the degree course who is coming 
to us from Canadian and U.S. schools of 
nursing. She is a paragon of theory, can 
reel off 20 kinds of brain tumor, knows 
all about how a floor should be organized 
and what the director should or should not 
THE CANADIAN NURSE 



be doing. is sure the doctor is giving an 
over-dose of the latest drug, but says, quite 
unabashed, that she never could be sure 
whether a patient is cyanosed or not. She 
is so preoccupied with her own emotions, 
attitudes and reactions to this or that type 
of patient. that she never gets beyond her- 
self to administer to the patient, either 
physically or emotiona1ly. She is quite 
overcome when she realizes she is expected 
to nurse - change a soiled bed, do a colo- 
stomy dressing. empty a chest drainage bot- 
tle, and her experience of common nursing 
procedures like inserting a Levin tube, 
catheterizing, doing a nasal irrigation or 
starting an LV. it at a minimum. Most pa- 
tients with a rea1 nursing problem, like a 
draining sinus, a contagious disease, a pro- 
ductive cough or a colostomy, are physi- 
cally repulsive to her. And to my question: 
"Well, what do you think nursing is?" or 
"Who do you think will do the distasteful 
treatment. if you don't?" the stock answer 
is: "Oh well, I plan to go into teaching." 
Is it any wonder there is conflict between 
nursing education and nursing service? 
After 20 exciting years of practising and 
teaching bedside nursing in a 19th-Century- 
nursing milieu, and a feeling of pride and 
achievement in what the art of nursing had 
become in Canada and the U.S.A. so that 
our nurses were sought after by the under- 
privileged countries to give a nurse-oriented 
teaching program, I now am forced to 
the conclusion that modern nursing has re- 
linquished all this in its pursuit of prestige 
and professionalism. 
Nurses come out of the lecture hall with 
text-books and theories, aping as much as 
possible the doctor's skills, but sadly lack- 
ing in those skills and insights which make 
nursing an art in itself and a discipline dif- 
ferent from medicine. 
Maybe "apprenticeship" is the answer. 
- Jessie Law. Hôpital Albert Schweitzer, 
Haiti, W.I. 


More on Reciprocity 
Dear Editor: 
I was interested to see the comments 
from RN, Edmonton, in the June '65 issue 
concerning the difficulties encountered by 
Ontario nurses attempting to register in 
Alberta. 
My wife trained in Germany. She moved 
to Alberta and was registered there for 12 
years. She has held positions as night super- 
visor, head nurse in charge of a maternity 
wing, and is presently head nurse in charge 
of an intensive care wing. 
Recently she applied to an Ontario uni- 
versity with the intention of obtaining her 
degree. She was accepted by the university 
but was advised that she must obtain the 
Ontario registration. She was advised by 
the Association that she was not qualified 
for Ontario registration despite numerous 
high recommendations from both doctors 
and matrons. with whom she has previously 
VOLUME 61. NUMBER 11 


worked. She would be required to enter a 
training school for one year as a student 
with no pay. 
Quite a contrast with the letter from 
the RN in Edmonton. and one that hardly 
speaks well for the unity of a profession 
that is forever making representations and 
crying about the lack of nurses. It would 
appear that regionalism and petty jealousies 
have kept the organizations from attaining 
the country-wide recognition and unity 
which the profession deserves, but so sorely 
lacks. - A.B.. Ontario. 


Three Cheen . . . 


Dear Editor: 
Last year I was an active participant in 
the "Interdisciplinary Sessions" held at 
VGH School of Nursing (outlined in An 
Innovation in Nursing Education, June '65) 
and I should like to say just how dynami- 
cally these monthly sessions affected us all. 
Enth'lsiasm was not limited solely to the 
confines of the classroom; private. unin- 
hibited and thoughtful discussions following 
these meetings brought out all sorts of 
untapped, creative thoughts involving the 
whole gamut of personal relations presented 
in the role-playing situations described by 
Drs. Klonoff and Marcus. 
Three cheers for the instigators of this 
valuable program in our school of nursing. 
Truly the highlight of the preliminary term! 
- C. Taylor. Student Nurse, Vancouver. 


Dear Editor: 
Congratulations on your new "Vis-à-Vis" 
pages. I'm really looking forward to future 
debates you will be presenting. 
I was particularly interested in the July 
topic "Team Nursing." I'm on the "yes" 
side. It was disappointing for me that the 
author whó discussed the positive features 
of the "team conference" did not include 
the fact that in such a structured, demo- 
cratic atmosphere, the team members have 
the opportunity to discuss or ventilate their 
feelings about patients. 
I strongly believe that, as nurses, we 
must be honest with ourselves, and accept 
the fact that there will always be "the 
problem patient." Whatever the reason for 
the problem, the staff members will expe- 
rience feelings or reactions of frustration 
or annoyance in attempting to meet this 
patient's needs. 
The team conference is an ideal setting 
for discussion of these feelings; comprehen- 
sive patient care can then be planned and 
carried out more effectively. - B.J.B.. 
Quebec. 


Dear Editor: 
We appreciate the new format of the 
JOURNAL and like to see the short. isolated 
items interspersed here and there; items, 
for example. on the style of "The Loneli- 
ness of Suffering," April '65 issue. 
Sister Ann Marie. Prince Albert. Sask. 
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Only Griffin's revolutionary new 
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POSEY TIDY GOWN 


A long.sleeved gown mode of heavy canton 
flannel. Loops at the ends of the sleeves 
permit attachment to side roil of the bed 
spring. This prevents patient from scratching, 
or removing diaper, catheter, etc., yet allows 
comfort and freedom of movement. During 
eating, sleeves may be rolled up to allow 
for use of hands. A sl ing attached to front 
section of garment may be used to support 
patien"s arms when they are folded across 
the front, with strops attached to loops in 
each sleeve to prevent use of arms. Gown is 
of short-length, waist design for use an 
incontinent patients. Available in closed or 
open-bock models. Small, medium, large or 
extra-large, sizes. 
POSEY TIDY GOWN, CAT. NO. P.755, $19.50 
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POSEY WHEELCHAIR 
VEST RESTRAINT 


A simple and comfortable device to hold 
petient in a wheelchair. Friction type buckle 
at rear of chair is out of patient's reach. 
Small, medium and large sizes. 
POSEY WHEELCHAIR VEST RESTRAINT, 
CANTON FLANNEL, 
CAT. NO. WV-111F, $7.20 
POSEY WHEELCHAIR VEST RESTRAINT, 
ATTRACTIVE PASTEL NYLON, 
CAT. NO. WV-111N, $7:50 
Send Your Order Today 
Write For Free Posey Catalog 


J. 1. POSEY COMPANY 
Dept. CNJ 
39 S. Santa Anita Ave. 
Pasadena, Calif, 91107 
AvaIlable 'rom selected Surgical Supply Dealers 
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THE HOSPITAL RUNS A NURSERY 
Like most hospitals across Canada, we 
have suffered from shortages of staff, par- 
ticularly nursing staff. Many of our nurses 
are married and the time they can give us 
is limited by family responsibilities. In the 
fall of 1964, nursing supervisors recom- 
mended to hospital administration that a 
nursery should be set up to care for the 
children of members of the staff. The idea 
was greeted with enthusiasm and plans were 
started. 
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(Saskatoon Star-Phoenix) 


The first step was the appointment of an 
advisory committee consisting of the direct- 
or of personnel, an assistant director of 
nursing service and the director of social 
service. This committee investigated space, 
local laws governing the operation of such 
a nursery and the interest of the staff in 
such a project. They also investigated pre- 
sent facilities within the community to avoid 
unnecessary overlapping. They found that 
approximately 40 members of the staff 
would be interested and that community 
agencies were not adequate. 
Space was the major problem but by 
careful juggling of locker rooms and student 
accommodation, a large room with adjoining 
bathroom facilities and a space that could 
be used for a kitchen was found on the 
ground floor of the nurses' residence. The 
hospital maintenance staff made shelves, 
small tables, sound-proofed the area, and 
equipped the kitchen. Foam mattresses,cov- 
ered with removable cotton covers, were 
made for the children's afternoon naps. A 
play therapist from the pediatric depart- 
ment worked with the committee to choose 
safe, washable toys. 
The first youngsters were welcomed to 
the nursery in April, 1965. To start, there 
were only five children but gradually the 
number has increased to between 15 and 
20. The nursery is operated by two staff 
members: a mature woman with experience 
in this type of work in charge. assisted by 
a young woman who is interested in be- 
coming a teacher. Additional part-time help 
is added as required. The unit is staffed 
from 7:00 A.M. to 7:00 P.M. for seven days 


a week to cover the day shift and the first 
few hours of the evening shift until the 
father has an opportunity to call for the 
children. Youngsters from eighteen months 
to five years are accepted. Each child must 
have a medical certificate and the parents 
also complete a form to provide additional 
information. 
The parents are interviewed to ascertain 
special interests such as eating habits, favor- 
ite toys, whether or not the child has an 
afternoon nap, the child's special names for 
objects, and any other pertinent infonnation 
that would help with the youngster's ad- 
justment. The dietary department is respon- 
sible for all food services which include 
one meal and between meal snacks. One 
area of the hospital grounds has been 
fenced and set up as a play area. Weather 
permitting, the children are out every day. 
The hospital's emergency department is 
available as required for medical services. 
To date, the numbers have been limited 
to permit two people to handle the group. 
There is, however, enough space that, if 
the demand increases, staff can be added 
until 40 children can be accommodated. 
Parents are charged a per diem rate to cover 
the cost of operation. A child may be 
brought in for a day or two if for some 
reason the regular baby-sitter in the home 
is not available. This helps to avoid sudden 
absences on the part of the staff member 
because the baby-sitter is sick. 
Married nurses are an important part of 
our staff. Since we need them. it seems 
reasonable that efforts be made to encour- 
age their continued employment. The 
provision of nursery services is just one 
aspect of this program. We also expect 
that it may be used as field experience 
with well children particularly for our 
students in public health nursing. - MADGE 
McKILLOP, Assistant Director, University 
Hospital, and Director of Nursing, Univer- 
sity Hospital, Saskatoon, Sask. 
NAME CHANGED 
The change of name of the Verdun Pro- 
testant Hospital has been sanctioned by the 
Lieutenant-Governor of Quebec, and the 
name is officially Douglas Hospital. The 
French version of the name, Hôpital Doug- 
las, will be incorporated into the official 
letterhead. 
Originally established for the care of the 
mentally ill protestants of Quebec, the hos- 
pital was set up as a non-profit corporation 
and a Charter was granted by Special Act 
of the Province of Quebec in 1881 under 
the name "The Protestant Hospital for the 
Insane." The name "Verdun Protestant Hos- 
pital" was adopted in 1925. 
The ho
pital operale
 under a Board of 
Governors from which a Board of Manage- 
(Coll/illlleel Oil p. 872) 
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She'd rather talk to you 
about pimples 


Two people can offer advice to the adolescent 
about pimples. and knoVv it Vvill be gratefully accepted. 
One is the mother. The othcr is you. the nurse. 
BeCLlUse of your professional stature and knowledge. 
)'ou can heIp where a parent often fails. 
There is now a clinically-proved medication for 
pimples. you can recommend with confidence. 
Clearasil Medication. Many nurses do in fact suggest 
Clearasil, as a reader survey of RN, A Journal for 
Vurses indicates. Clearasil gives two-fold effectivcness 
in the treatment of blemishes; fighting today's blem- 
ishcs and drying up the excess oils that can cause 
tomorrow's blemishes. 
Each night at bedtime, C1earasil is mas'iagcd into 
the extra oilv. blemish-starting areas - forchead. 
no'e and chiñ. L 


An extra dab of Clearasil works on the blemishes 
the adolescent has right now. Through a special 
dissolving process called UKeratolytic Action", Clear- 
asirs germ-killing ingredients quickly penetrate deep 
into the infected pore. to help clear up the blemish 
where is begins. While the adolesccnt sleeps, Clearasirs 
special medicines work to dry up the excess oils that 
can cause tomorrow's blemishes. 
Each package of Clearasil contains an authoritative. 
helpful leaflet on general skin hygiene and living 
habits. Clearasil is guaranteed to help clear skin fast 
or money back. 79é or $1.29 at all drug counters. 
.Uriginal clinicall'CfJort.v in our files 



'Clearasil 
 


CANADA'S lARGEST-SELLING PIMPLE MEDICATION 
- BECAUSE IT REAllY WORKS 



NEWS ((Continued from p. 870) 
ment is elected to establish policies and to 
direct the operation. In this respect it oper- 
ates much like most general hospitals, but 
is unlike the majority of mental hospitals 
in Canada and the United States which are 
operated by provincial or state authorities. 
Operating funds are provided through a 
budget arrangement with the Province of 
Quebec for those patients who cannot afford 
to pay for their treatment; by the charges 
to private patients; and by donations made 
by individuals. service groups and business 
organizations. 
The name Douglas was selected by the 


.,-- 


Board of the Hospital as a tribute to the 
first Dr. James Douglas, a Scot, who came 
to Canada in 1826. A skilled surgeon, medi- 
cal doctor and teacher, he was also recogniz- 
ed as a pioneer in the humane care of the 
insane. In 1845, with the help of two other 
doctors, he founded the Beauport Asylum 
which is now called rHôpital St-Michel Ar- 
change. He gave up his active medical prac- 
tice in 1849 and for [6 years, devoted his 
time entirely to the treatment and needs of 
the insane. He made full use of all the 
skill and knowledge of his era in the origina- 
tion in Canada of rational methods for the 
treatment of the mentally ill. 
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DOUCHE 
POWDER 


answers feminine hygiene problems 
. safely 
. effectively 
. discreetly 


Soothes, deodorizes, removes vaginal dis- 
charge in leukorrhea, trichomoniasis and 
other forms of vaginitis. Mucosolvent action 
of the fruit ferment I 'Caroid" assures rapid, 
effective action. Easy to use-pleasantly fra- 
grant. Recommend with confidence for 
routine feminine hygiene. 
Contains the ferment-cleanser Caroid 
(brand of Papain) with Boric Acid, Sodium 
Borate (dried). Zinc-Phenol sulfonate 
(dried), plus excipients, antiseptic deo- 
dorant and soothing oils with a pleasant 
fragrance. 
CAROFEM Powder available in box of 12 
individual douche packets or 8 oz. container. 
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Dr. Durost. executive director of the hos- 
pital, in explaining the reasons for the 
change of name, stated: "The Verdun Pro- 
testant Hospital name has been misleading 
10 Ihe community for some time now. 'Pro- 
testant' no longer fits our patient picture. 
since the directive set down by the Psychia- 
tric Division of the Province of Quebec 
Ministry of Health a few years ago allows 
the hospital to admit any patients resident 
in the province whose mother language is 
not French. Some exceptions are made for 
French-speaking citizens who are not of the 
Roman Catholic faith. Among our patients, 
we have some 20 per cent Roman Catholic, 
17 per cent Jewish and about 3 per cent 
Orthodox. " 
Dr. Durost also pointed out that the hos- 
pital hopes the change in name will help to 
eliminate the stigma that has long been 
known to be associated with the old name. 
Today, as well as it being a psychiatric 
hospital for mentally ill adults, Douglas 
Hospital cares for retarded children, and 
disturbed adolescent girls. 


MEDICAL TRAINING AID AVAILABLE 
A unique training aid called the "It" Kit 
is now being offered free to hospitals by 
C. R. Bard, Inc., Murray Hill, N. J. as 
part of a special plastic medical tubing pro- 
motion. 
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The three-dimensional, life-size, intub- 
ation training panel permits actual passage 
of tubing into simulated body cavities while 
viewing the process in relation to the ana- 
tomy. With the "It" Kit, teaching intuba- 
tion techniques is made easier and more 
exacting. In a few seconds students can see 
and more easily comprehend the usage of 
medical tubing. 
Copyrighted, with patent pending, th
 new 
"It" Kit includes the 3-d demonstration 
training panel, an anatomical product wall 
chart in full color. a tray of plastic tubes 
for use with the training panel and an 
eight-page procedural training manual on 
the uses of medical tubing. All elements of 
the training aid are neatly packaged in a 
light weight "suitcase" type container. 
Additional information on the Intubation 
Training Kit is available by writing C. R. 
Bard. Inc.. Dept. 41, Murray Hill, N. J. 
THE CANADIAN NURSE 
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Help Prevent 
"LIGHTS DUTIl 
RESTLESSNESS 


-- 


with medicated 


derrnassage * 


skin refreshant and body rub 


On every ward, when you turn out the lights, some one wakes up . . . and wakefulness thrives 
on minor irritations. Skin discomfort, particularly, can disturb your patients during the night- 
time hours. But as nurses in thousands of hospitals know, a body rub with Dermassage may 
add that one welcome touch of relaxation which tips the balance in favor of rest and sleep. 
Dermassage comforts, cools and soothes tender, sheet-burned skin. It relieves dryness, cracking 
and itching and helps prevent painful bed sores. 
You will like Dermassage for other reasons, too. A body rub with it saves your time and energy. 
Massage is gentle, smooth and fast. You needn't follow-up with talcum and there is no greasiness 
to clean away. It won't stain or soil linens or bed-clothes. You can easily make friends with 
Dermassage - send for a sample! 


"SEE IF YOUR HANDS DON'T TELL YOU THE DIFFERENCE" 


Now distributed in Canada by LAKESIDE LABORATORIES (CANADA) LTD. 


.'rademarlc: 


64 Colgate Avenue, Toronto 8, Ontario 



Test Pool Examinations 


FOR 


Registration of Nurses 


IN 


Nova Scotia 


To toke place on February 16, }7, and }8, 
1966 at Halifax and Sydney. Requests for 
application forms should be made at 
once and forms must be returned to the 
Registrar not later than January 7, 1966 
together with: 
1. Diploma of School of Nursing; 
2. Fee of Twenty Dollars ($20.00). 


Applications received after this date will 
not be accepted. No undergraduate may 
write unless he or she has passed success- 
fully all final school of nursing examina- 
tions and is within nine (9) weeks of com- 
pletion of the course in nursing. 


NANCY H. WATSON. R.N.. 
REGISTRAR. 
The Registered Nurses' 
Association of Nova Scotia 


6035 Coburg Road, 
Halifax, N.S, 


Crelmllin 


ANTACID / TABLETS 
LIQUID 


ECONOMICAL. DEPENDABLE 
ALUMINUM MAGNESIUM HYDROXIDE GEL 


cw
 
AUROIIA OOT"..O 
fullinformetion available on request. 


DO NOT REMOVE 
MEDIC-ALERT WARNING. 
A Doctor member has called Medic-Alert 
in real alarm. A duty nurse in preparing 
an emergency for surgery removed the 
victim's Medic-Alert warning bracelet and 
stored it carefulIy.with olher valuables in 
the hospital safe. This is not an easy thing 
to do for the twin hooks assembly attaches 
these bracelets and necklets almost as se- 
curely to the person as an arm or leg it- 
self. Of course these idents are stainless 
steel and as compatible as can be to sterile 
conditions, so please do not remove them. 
They carry valuable medical information 
about the wearer. 
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CORRESPONDENCE COURSES FOR PHNs 
The trend toward extension courses for 
nurses seems to be increasing. Two courses, 
sponsored by the Department of Continuing 
Medical Education of the University of 
British Columbia have been established. 
A non-credit course, for home study by 
correspondence, "The Scientific Method in 
Public Health Nursing," has been designed 
to aid the public health nurse in keeping 
abreast of the new developments in many 
aspects of scientific research. Nurses in the 
field of public health have a broad concept 
of disease and have been trained to think 
in terms of disease as it affects society, the 
community or the family as well as the 
individual. This awareness can enable these 
nurses to undertake research and make 
valuable contributions to the progress of 
medicine. Unfortunately, they are often as- 
signed to the role of field workers in 
research projects because they have little 
experience with the scientific method. 
The course will help these nurses to feel 
better equipped to take a more active part 
in the study of disease and its management. 
"Canadian Society," a reading course for 
public health nurses, is also offered. The 
courses are open to public health nurses 
in British Columbia. Further information 
should be obtained from the University of 
British Columbia, Vancouver 8, B.C. 


ANPQ APPROVES FEE INCREASE 
At the forty-fifth annual meeting of The 
Association of Nurses of The Province of 
Quebec, delegates voted in favor of raising 
the annual membership fee from sixteen 
to twenty-five dollars. An increase in mem- 
bership and in association activities made 
this change in fees mandatory. 
As yet, the Quebec Legislature has not 
dealt with the association's recommended 
amendments to the province's Nurses' Act. 
These amendments aim to: 1. change the 
name of the Association of Nurses to "The 
College of Nursing," which will denote its 
function as a legal licensing body; 2. in- 
clude the licensing of male nurses in the 
province; 3. issue licenses to all persons 
nursing the sick for hire, including all 
categories of nursing assistants and auxil- 
iaries; 4. bring the educational require- 
ments for both groups into line with mo- 
dern trends in general and nursing educa- 
tion. 
At the closing session of the meeting, 
a resolution was passed urging that exten- 
sive publicity be given the recommended 
amendments to the Quebec Nurs'es' Act, to 
inform and secure the support of the public. 
Only one delegate voted against a resolu- 
tion that approved and reaffirmed the pro- 
posed amendments, and requested the early 
passage of the BiII by the Quebec Legisla- 
tive Assembly. 
The newly elected ANPQ executive are: 
President: Mme Gertrude Jacobs; 1st Vice- 
President, English: Miss Alice Gage; 1st Vice- 
president, French: Mile Madeleine Jalbert; 


2nd Vice-president, English: Sister M. 
Felicitas; 2nd Vice-president, French: Sr. 
Jeannette Gagnon; Honorary Treasurer: 
Mile Oliveue Gareau; Honorary Secretary: 
Miss Moira Allen. 


HAPPY BIRTHDAY 


The Quo Vadis School of Nursing, a 
unique nursing education program for wo- 
men aged 30 to 50, has celebrated its first 
anniversary. 
At a tea welcoming the second class to 
the school Mr. W. B. Lewis, member of 
parliament and member of the Ontario 
Hospital Services Commission, congratul- 
ated the staff and students on the comple- 
tion of the first year. He said that the Com- 
mission has been watching the school with 
great interest and has plans to provide it 
with its own building. He said that it was 
hoped that the school would eventually 
have 150 students. 
The first-year class consisted of 32 stu- 
dents; the incoming class has 34 women. 
The staff of four has been enlarged to 
nine - two of whom are part-time lec- 
turers. Two more houses near St. Joseph's 
Hospital have been added to the school's 
physical facilities. 
Students come from coast-to-coast. The 
school offers the married woman, or the 
woman who has supported herself for many 
years, special opportunities and advantages. 
The married woman can continue to live 
at home, and participate in the family life 
in the same manner as a working graduate 
nurse. This is usually not encouraged in 
hospital schools. She is working with people 
nearer her own age and interests. 
Miss Mary Mackenzie, the director of 
the school, said that there is no trouble in 
recruitment, and that considerable planning 
is being done for future years. Sometimes, 
a woman will apply to enter the school two 
or three years later, when her husband will 
to able to move to Toronto. Many appli- 
cants visit to determine if their admission 
requirements will be adequate "when Johnny 
starts school a couple of years from now," 
and plan to use the intervening time in 
picking up credits in chemistry or other 
subjects that they may not have had. 
An evaluation of the first year has shown 
many areas of success, some minor disap- 
pointments. It has been found that the older 
student does better in communication and 
in the basic approach to the patient than 
does the teen-age student. for this reason, 
the staff is considering some minor changes 
in the program. Miss Mackenzie feels that 
psychiatric nursing classes and experience 
can be introduced earlier in the curriculum 
than it had been for the first class. A 
longer orientation is also planned for the 
new class. Other minor changes in course 
content wiII be made - more emphasis 
on elementary mathematics wiII be given, 
for example. 
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BETTMANN ARCHIV. 


LARGER LUMEN - SMOOTHER BALLOON 
NEW PEEL-PAK CONTAINER FOR 
GUARANTEED STERILITY 
. Available in self-sealing plugged style in 12 French to 30 
French sizes with 5 cc and 30 cc inflatable balloons. 
. Made of medical grade latex with highly uniform wall thickness 
to insure larger lumen for easier fluid passage. 
. Completely smooth balloon inflates evenly without distortion, 
Precision thickness of balloon wall permits strength without ribs 
or other bulky reinforcement. 
. Clinically designed to permit full use of your professional skill 
in catheterization procedures. 


II 
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I NPLATA 
LARO. 
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STERILITY WITH FACILITY - Sterilon's neW Peel-pak container keeps each 
catheter sterile indefinItely. When ready to use, Peel.Pak opens Instantly, 
releasinll catheter aseptically without instruments. 



 OP CANADA. LTD. NIAGARA FALLS. ONTARIO 
Sterilon Corporation 
500 Northland Ave., Buffalo ll, N. Y. 
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Steri/sol 


Therapeutic 
oral antiseptic 


mouth wash and gargle 


Effective in the treahnent of: 
Sore throats due to colds. . . 
conker sores-irritated and 
bleeding gums. . . bod breoJh. 
See your dentist twice 0 year. 
Actin incredienls: H..elidine 0.1". Alcohol'" 
CONTENTS 14 FLUID OUNCES 
WIllEI-tltILCOTT LABORATORIES CO.lIMITEO. TORONTO. 0111- 
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a major breakthrough in 
the field of Oral Hygiene. 
Only Sterisol contains 
"Hexetidine," a synthetic 
antimicrobial with long 
lasting antibacterial, 
antifungal activity. 


IN DENTAL PRACTICE: 
o Periodontics: Adjunctive therapy following 
instrumentation 
o Orthodontics: To relieve gingival irritation 
o Prosthodontics: To clean the gingiva prior to 
impression 
o O
al Surgery: To reduce post operative healing time 
IN MEDICAL PRACTICE: 
o Tonsillitis, Pharyngitis, Ulcerative stomatitis, 
Laryngitis: 
To relieve the symptomatic pain and irritation. 
o Tonsillectomy and Oral Surgery: To reduce irritation, 
possibility of infection and to decrease post operative 
healing time. 


o Oral Prophylaxis: To reduce the incidence and/or 
severity of sore throats and common colds. 
IN ROUTINE ORAL HYGIENE: 


o Controls bad breath up to 10 hours 
o Relieves irritated and bleeding gums, canker sores 
o Maintains good oral hygiene 
o Long Lasting-Effective-Refreshing 

 


WARNER-CHILCOTT LABORATORIES LIMITED 
ORAL PRODUCTS DIVISION 
TORONTO. CANADA 



EDITORIAL 


Our 


Ýmpartiat -.Auiludej", 


Most JOURNAL articles describe the ideal, the utopia 
of health services, patient care and nursing education. 
This seems logical for a professional magazine which 
exists to increase reader understanding and motivation 
toward excellence of performance. 
We all know, however, that nothing is ever "perfect." 
We realize that gaps exist in our elaborate referral sys- 
tems; that patients do not always have all of thei-r needs 
met; that not all schools of nursing provide a true educa- 
tion for their students. Frequently, we place the blame 
for our less-than-perfect results on a "break-down in 
communications." Sometimes, however, communication 
never reaches the point where it can "breakdown." 
Occasionally, a sick individual is deprived of treat- 
ment and care in our modern, "enlightened" society 
because of the prejudiced attitude ùf a doctor or nurse 
practioner toward his illness. It seems incredible that 
this should happen, even occasionally. Yet it does. It 
happened to Joe. 


Joe is an alcoholic. For more than 10 years he has been 
an enthusiastic consumer of spirits. each year becoming more 
withdrawn and secretive about his drinking. It was only after 
a warning from his employer, and an impending court case 
as a result of an impaired driving charge that he admitted he 
had a problem and decided to do something about it. 
Joe's two sisters and his brother-in-law offered to stay 
with him so that he wouldn't be alone during his first, diffi. 
cult week of sobriety. They removed all the bottles of liquor 
that they found "hidden" throughout the house, purchased 
many of Joe's favorite foods, and even found a fourth for 
bridge, in case he had need of diversion. 
All went well for a day. By the second day, however, Joe was 
very restless; at night, he was unable to sleep and required the 
constant attention of his family. By the third day. he had deve- 
loped delirium tremens and hallucinations. He picked at his 
face constantly to remove the "spiders" that were crawling 
over him, heard threatening voices that told him to kiII himself. 
and several times ran from the hou
e, with his family in 
desperate pursuit. 


This bizarre behavior IS not unusual for an alcoholic 
VOLUME 61. NUMBER 11 


who develops d.L's during withdrawal from alcohol. What 
is unusual is that Joe was not under a physician's care. 
Nor had he received any type of sedation. 


The relatives, who had not slept after the second night, 
phoned two different physicians (including the "family" physi- 
cian), pleading for help. Both doctors refused to come because 
Joe was alcoholic. "CaIl a psychiatrist," they said. The provincial 
Alcoholic Centre offered sympathy, and an appointment for 
the foIlowing week. 
Fortunately, Joe's story does not end here. A friend referred 
the family to a general practitioner - a foreign doctor - 
who was we II-known for his sympathetic and scientific treatment 
of alcoholics. Joe received various tranquilizing drugs and, later, 
considerable support through a series of lengthy interviews. 
Joe is still a "potential" alcoholic - and always will be; but 
he has not had a drink since he made his decision several 
months ago. He continues to have interviews with his physician. 
and has started to attend Alcoholics Anonymous meetings. He 
has a long, hard struggle ahead, but with help will probably make 
it. 


As nurses, we can scarcely congratulate ourselves 
for our impartial attitude toward persons who have 
illnesses that are not "physical." The staff nurse in a 
general - or psychiatric - hospital is often less than 
enthused when her assignment includes an alcoholic or 
disturbed patient. In many centres, private duty nursing 
registries offer an additional two or three dollars each 
shift to entice nurses to care for such patients. And 
even then the patient is often unable to obtain his 
own nurse. 
Our purpose has not been to single out the members 
of the medical profession. Where two doctors refused 
to treat Joe, a hundred others undoubtedly would have 
responded to the call, had they been asked. Our purpose 
has been to point out a prejudice that still exists in 
spite of increased knowledge about behavioral problems. 
And if we, as members of health professions, have this 
prejudice, how can we dare to hope that the public 
will be without it? 


V. A. L. 
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Surgical Approach to Disease 


of the Thyroid Gland 


A review 01 the more common disease processes that occur in the thyroid glands, 
current concepts 01 therapy, and 0 description 01 the technique 01 thyroidectomy. 


As in many areas of medicine, opin- 
ions differ as to the best form of 
treatment of the diseased thyroid. 
Some doctors favor medical treatment. 
while others feel the surgical approach 
is best. 


Diseases of Thyroid 
1. Acute thyroiditis is a rare con- 
dition in which the thyroid gland is 
enlarged, tender and painful. The pro- 
cess is usually self-limiting and is best 
treated by antithyroid drugs and anti- 
biotics. If an abscess develops. it 
should be drained surgically. 
2. Chronic thyroiditis is much more 
common than acute thyroiditis. The 
gland is usually uniformly enlarged 
and hard, often producing a sense of 
constriction in the neck as a result of 
pressure on the trachea. If the gland 
is irregular, as it occasionally is, then 
the disease process must be distin- 
guished from carcinoma. 
Frequently. symptoms subside and 
the gland decreases in size if the pa- 
tient is given thyroid extract. If car- 
cinoma is suspected or pressure symp- 
toms persist, then surgery is indicated. 
3. Primary hyperthyroidism (Gra- 
ves' disease. diffuse toxic goiter) is 
characterized by increased liberation 
of thyroid hormone. which may pro- 
duce thyrotoxicosis. In this condition, 
the metabolic processes of the body 
are accelerated, the pulse rate is rais- 
ed. the palms of the hands are 
sweaty and warm, and there may be 


Dr. Derby is Surgeon-in-Chief. The 
Queen Elizabeth Hospital of Montreal. 
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loss of weight despite an increased 
appetite. Exophthalmos occurs, pro- 
ducing a staring expression on the 
patient's face. There may be cardiac 
irregularities with subsequent cardiac 
failure. The gland is enlarged uniform- 
ly and is fIrm, but not hard. 
Three methods of treatment are 
available: antithyroid drugs, radio- 
active iodine, and subtotal thyroidec- 
tomy. The antithyroid drugs do not 
cure, but only arrest the disease. 
Treatment then includes medication 
for prolonged periods. Radioactive 
iodine, when first introduced. was 
though,t to be the treatment of choice. 
However. there is now increasing evi- 
dence to show that eventually perma- 
nent myxedema (hypothyroidism) will 
develop in well over 50 percent of pa- 
tients. 
Surgery, on the other hand, if well 
performed in good risk patients who 
have been prepared with appropriate 
medications, will produce a cure in a 
high percentage of cases. The reported 
mortality rate is a small fraction of 
one percent, with a low incidence of 
complications. 
4. Nodular thyroid (goiter) is the 
commonest type of enlargement of the 
thyroid gland. The enlargement is ir- 
regular. giving it the appearance of 
nodularity. If a single nodule is pre- 
sent. it is called a thyroid adenoma 
and should be considered as poten- 
tially malignant. Multiple nodular thy- 
roid is almost invariably benign. 
The multiple variety may need sur- 
gery for two reasons: for gross en- 
largement. often combined with com- 


pression and deviation of the trachea; 
and for secondary evidence of hyper- 
thyroidism. These patients are usual- 
ly middle-aged or older, and the ex- 
cessive metabolic stimulus often gives 
rise to cardiac symptoms and even 
cardiac decompensation. Antithyroid 
drugs and radioactive iodine are less 
effective and less reliable in the treat- 
ment of these patients than in patients 
with primary hyperthyroidism. The 
treatment then is subtotal thyroidect- 
omy after careful preparation of the 
patient with antithyroid drugs and 
digitalis. 
There is a difference of OpInIOn 
concerning the treatment of solitary 
firm nodules. Some surgeons favor a 
trial of thyroid extract to see if the 
lump will regress; others favor immed- 
iate surgery to exclude cancer. Surgery 
implies subtotal lobectomy, not simple 
removal of the lesion. 
5. Cancer of thyroid gland may 
arise in a previously normal gland or 
in a solitary nodule. Hard. fixed 
lumps with tracheal compression or 
recurrent laryngeal nerve involvement 
are suggestive features of cancer. 
The operation of choice is total thy- 
roidectomy with an associated lymph 
node dissection. Postoperatively, the 
patient is given thyroid extract as re- 
placement therapy. This may also help 
to suppress secondaries. X-ray therapy 
postoperatively is advocated by some 
surgeons. 
Anatomy of Thyroid Gland 
The thyroid gland is intimately re- 
lated to the trachea and larynx. It 
THE CANADIAN NURSE 



consists of right and left lobes, con- 
nected to each other by a narrow isth- 
mus. The whole gland derives a sheath 
from the pretracheal fascia. 
The isthmus stretches across the 
median plane in front of the second, 
third and fourth rings of trachea. At 
each end, it is partly overlapped by 
the sternohyoid and, more superfi- 
cially, by the sternothyroid muscles. 
The pyramidal lobe, when present, 
projects upwards from the isthmus a 
little to the left of the median plane. 
The lobes are pear-shaped with the 
apex above. The gland's anterolateral 
or superficial aspect is covered by the 
sternothyroid muscle and, more super- 
ficially, by superior belly of the omo- 
hyoid, the sternohyoid and, to a lesser 
extent, by the sternomastoid muscle. 
Its posterolateral surface is related to 
the carotid sheath. Its deep surface is 
related above to the inferior constric- 
tor and the cricothyroid muscles, 
which separate it from the thyroid and 
cricoid cartilages, and below to the 
esophagus, the upper six rings of the 
trachea, and the recurrent laryngeal 
nerves. The parathyroid glands are 
four in number. They lie on the pos- 
terior aspect of the lobes, one at the 
upper pole and the other at the lower. 
The gland receives its arterial supply 
from the superior thyroid arteries 
which enter the superior pole of each 
lobe. The inferior thyroid arteries 
enter the lower pole, at which point 
they are intimately associated with 
the recurrent laryngeal nerves. There 
are three sets of veins. The superior 
thyroid vein accompanies the artery of 
the same name and ends in the inter- 
nal jugular. The middle thyroid runs 
laterally across the common carotid 
artery to join the internal jugular. The 
inferior thyroid drains into the left 
innominate vein. 
The lymph vessels, for the most 
part, join the deep cervical lymph 
nodes. A few run downwards in front 
of the trachea and end in the para- 
tracheal lymph nodes. 


Preoperative Care 
In Graves' disease, the patient 
should receive antithyroid drugs until 
his increased metabolism returns to 
normal. Lugol's iodine is then adminis- 
tered for 10 days to reduce the blood 
supply to the gland. thus facilitating 
surgery. 
The patient's vocal cords should 
be examined and a chest film taken. 
Occasionally, a barium swallow is 
given to rule out intrathoracic goiter. 
An electrocardiograph. urinalysis and 
blood urea nitrogen should be done 
to assess renal and cardiac function. 
Finally.the patient should be grouped 
and cross matched for blood. 
VOLUME 61, NUMBER 11 


Principles of Thyroid Surgery 
I. Removal of sufficient tissue 
In patients with Graves' disease. 
this implies removal of 75 to 85 per- 
cent of each lobe; in those with adeno- 
matous goiter, it implies that no whole 
adenomas are left behind and that a 
symmetrical neck is achieved. In 
cases of cancer, it generally means 
total thyroidectomy. 
2. Preservation of adequate tissue to 
securt! normal functiun 
In cases of Graves' disease, it is 
necessary to preserve tissue equal to 
one-fourth to one-sixth of the lobe of 
normal size on either side. 
3. Control of bleeding, both imme- 
diate and late 
4. Avoidance of sepsis 
5. Avoidance of injury to surrounding 
structures 
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6. Securing of a satisfactory cosmetic 
result 


Highlights of Operative Procedure 
The anesthetic of choice for sub- 
total thyroidectomy is general, using 
an endotracheal tube. 
The patient's position on the oper- 
ating room table is very important. He 
is placed on his back, a san.,b g 
placed under the shoulders, and the 
head is extended. This greatly facilit- 
ates the exposure of the thyroid gland. 
The incision is made transversely 
half way between the suprasternal 
notch and the thyroid cartilage. A 
lower incision frequently causes an 
unsightly scar because of fixation to 
the sternum or the clavicle. 
It is important to cut through the 
platysma muscle so that the elevation 
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of the flaps can be done in an avas- 
cular plane. Further, there is better 
healing and less fixation when thicker 
flaps are developed. The strap muscles 
(the sternothyroid and sternohyoid 
muscles) are reflected in the midline 
and separated from the thyroid gland 
to which they are loosely attached by 
areolar tissue. They may be divided 
in their upper third and reflected, if 
better exposure is required because of 
a large gland. 
The surgeon usually removes the 
right lobe first and stands on the right 
side of the patient. By downward trac- 
tion on the lobe, with a Lahey 
forcep, the superior pole is exposed. 
The superior thyroid artery is then 
doubly ligated. The lateral aspect of 
the lobe is gradually and gently mobi- 
lized by further separation of the strap 
muscles, and by rotating the lobe med- 
ially and anteriorly. The large middle 
thyroid vein will now come into view. 
Division of this vein permits the lobe 
to be rotated medially over the tra- 
chea. This exposes the inferior thyroid 
artery and the recurrent laryngeal 
nerve. The inferior thyroid is ligated in 


continuity. The 
ec
Ht:nt laryngeal 
nerve is exposed In Its course up to 
within one to two centimeters of its 
insertion below the inferior horn of 
the thyroid cartilage. 
It is usually possible to identify at 
least one parathyroid gland, although 
care is taken not to traumatize these 
structures. If the parathyroids cannot 
be identified, the next best precaution 
is to be absolutely sure that they are 
not lying on the surface of the segment 
of gland to be resected. 
The gland is removed by clamping 
and cutting until approximately 80 
percent of each lobe, the isthmus and 
the pyramidal lobe, if present, have 
been removed. After meticulous hemo- 
stasis has been obtained, the small 
remnant on either side is folded 
against the trachea with interrupted 
sutures. Suturing of the strap muscles, 
if they have been cut, is now under- 
taken followed by approximation in 
the midline. 
A small penrose drain is placed on 
either side of the trachea and brought 
out through the midline. 
The platysma and superficial fascia 


are approximated with fine interrup- 
ted sutures of catgut and the skin is 
closed with clips. 


Postoperative Care 
The patient should be well sedated 
and nursed with the head of the bed 
elevated. Equipment for steam inhala- 
tion and tracheostomy should be at 
hand. Any patient having a thyroidec- 
tomy requires close observation. Com- 
plications are now rare, if the patient 
has been adequately prepared and 
subjected to gentle and thorough sur- 
gery. The early complications are: 
bleeding, thyroid crisis; recurrent 
laryngeal injury, either unilateral or 
bilateral; and tetany. The late com- 
plications are myxedema or recurrent 
hyperthyroidism. 
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Excerpts 'from a Graduation Address 


Every profession has its dangers, and 
for you the first is the danger of the phy- 
sically active life that you will lead so long 
as you are nurses. Even in my own very 
small experience of nurses - as a visitor 
to hospitals - I have been impressed by 
the fact that they seem always to be on 
the move. I believe that it is forbidden for 
nurses to run, but certainly they walk at 
an alarming rate. They push carts, heave 
fat people about like bags of cement, rush 
trays hither and thither. and generally live 
in an atmosphere of hustle and bustle. 
Sometimes as I have walked through hos- 
pital corridors I have heard nurses com- 
plaining about their feet. Well, all of that 
activity is likely to be dangerous. 
Do not misunderstand me. I am not 
against physical activity, though I do not 
greedily seek it for myself. But there is a 
great danger that if you lead a physically 
active life you may be lulled into leading a 
mentally sluggish life. Tired muscles, tired 
feet, tired bodies are great enemies of any 
sort of intellectual work. It is so easy, so 
flattering to the ego, to think that if you 
rush about all day and get tired, you 
have lived in some important way. Of 
course your work demands activity, and that 
activity will keep you physically fit, but 
it can dull your mind. And a dull mind, 
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at last, will get the better of any amount 
of muscle tone. Physical activity is only 
a part of life. and in the modem world 
its importance is decreasing so rapidly that 
we are many of us in danger of becoming 
unhealthily inactive. 


Another of the dangers of your work is 
that it is necessary for you to insulate 
yourself against suffering. You have seen 
a lot of it, and you will see much more. 
You cannot allow yourself to become 
directly involved with it. It would destroy 
you to do so. Just as the actor who plays 
Hamlet every night must not allow him- 
self to feel Hamlet's misfortunes too deeply, 
at the risk of professional ruin and per- 
sonal destruction, you cannot allow your 
pity for sick and unhappy people to get the 
better of your professional good sense. You 
must put on the brakes. 
Perhaps now you begin to see what I 
mean when I talk about the danger of 
your profession. It may be physically 
exhausting. and it demands that you put a 
curb on your feelings. The danger is that 
you may stop feeling very much about 
anything. 
Not about your patients. I am talking 
now about feeling connected with yourself 
_ the enthusiasm. the freshness. the 


eagerness that you ought to bring to your 
personal lives. When that begins to wane. 
you are in very great danger; and yet the 
loss of this feeling, this deep concern with 
life, happens so gently that often it has 
gone a very long way before we recog- 
nize what has happened - if indeed we 
ever do so. We may find, as middle age 
comes on. that we have stopped feeling 
very much about anything... 
Professionally. you must control your 
personal response to suffering and misery. 
If you are not very careful, what ought to 
be control may turn into suppression. And 
although if you suppressed your feeling 
about the suffering of other people you 
might appear to be a splendidly efficient 
nurse. what do you think it might do to 
you as a human being? It is as true of 
your profession as of any other: to reach 
the heights of achievement you must not 
only be a good nurse, you must also be 
a good woman, a good human being. And 
you cannot be that unless you feel intens- 
ely - not all the time. and not about 
everything. but about the things that are 
important. - ROBERTSON DAVIES. D. Litt.. 
LL. D. Excerpts from address given to the 
1965 graduating class of the Atlin
on 
School of Nursing. Toronto Western Hos- 
pital. Toronto. Ontario. 
THE CANADIAN NURSE 



Assessment of Thyroid Function 


Although nothing new or dramatic 
has occurred to change the nursing 
care given before and after thyroidect- 
omy. there is no doubt that the patient 
today can be prepared much more 
carefully for this type of surgery than 
formerly. This is partly because thyroid 
function can now be measured with 
more accuracy, making the medical 
assessment more complete. 
For patients who have thyrotoxi- 
cosis, ta condition about five times 
more common in women than in men) 
drugs are available to suppress thyroid 
gland activity. These drugs reduce the 
size of the gland itself, rendering it 
less vascular, and, at the same time. 
decrease the patient's toxic condition. 
In the past. this toxic state was one 
of the main hazards of surgery. 
The student nurse of today will, of 
course. learn the important and 
careful observations she will need to 
make when caring for a patient who 
has had a thyroidectomy. It is unlikely. 
however. that she will see a patient 
with postoperative "thyroid storm" - 
a complication that her senior 
colleagues can so dramatically and 
vividly describe. 
This does not imply that the pre- 
operative or postoperative care should 
be any less thorough for this patient 
now than previously. Fear of an anes- 
thetic. the thought of an operation so 
near the throat, with its resulting scar, 
all combine to make the patient ner- 
vous. Instead of being sedated - 
often quite heavily - and frequently 
being denied prior knowledge of the 
day of operation (in order to keep her 
"quiet"). our patient today receives an 
explanation of all aspects of care, 
including the planning of surgery. She 
is encouraged to discuss her condition 
fully with those who are caring for 
her. 


Tests for Thyroid Function 
I. Basal metabolic rate: This test 
is performed to assess the patient's rate 
of oxygen consumption while at rest. 
She should understand. at least one 
day beforehand. what the test consists 
of and what will be expected of her. 
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Nervousness and apprehension in- 
crease the metabolic rate and can, 
therefore, give a false result. This test 
is not regarded as infallible because of 
the variation in results that can occur. 
The patient is instructed to remain 
in bed on the day of the test and to 
avoid eating or drinking prior to it. 
A portable machine may be taken to 
her bedside, or she may be transported 
in her bed to a specially equipped 
room. With nostrils clamped, she 
breathes in oxygen from the machine 
for a given number of minutes, while 
a special apparatus measures the 
amount of air inhaled. Oxygen con- 
sumption for normal persons (If th
 
same height. weight and sex is obtain- 
ed from special tables. and compared 
with that of the patient. The differ- 
ence is expressed as a percentage 
above or below normal. 
2. Protein-bound iodine test: This 
test determines thyroid function by 
measuring the iodine that can be pre- 
cipitated with plasma proteins in the 
blood. The patient need not fast prior 
to withdrawal of blood, but iodine 
intake, in the form of medications or 
tests using dyes that contain iodine. 
should be avoided for several weeks 
prior to the test. Mercurial diuretics 
and estrogens should also be discon- 
tinued before the test as they will cause 
abnormal results. 
3. Blood cholesterol test: The 
test which determines serum choles- 
terol levels is regarded by some doc- 
tors as being unreliable in diagnosing 
thyroid disease. Serum cholesterol is 
usually low in hyperthyroidism and 
high in hypothyroidism. This test is 
not used alone as a diagnostic measure 
in determining thyroid function. 
4. Achilles tendons reflex record- 
ing: A newer and simple method of 
determining thyroid function is done 
by measuring the response time of the 
ankle jerk following tapping of the 
Achilles tendon. The speed of the re- 
sponse is measured by means of elect- 
rodes passing between the patient's 
ankle and a recording drum. The pat- 
i!'nt with increased thyroid function 
will have a faster than normal respon- 
se time. 
5. Radioactive iodine uptake test: 
This test determines the ability of 
the thyroid to accumulate ingested 


iodine. A small, tasteless and color- 
less dose of radioactive iodine diluted 
in distilled water, or a capsule dose 
of radioactive iodine is given. It is 
absorbed into the bloodstream from 
the gastrointestinal tract, taken up by 
the thyroid gland, and, later, excreted in 
the urine. The outline of the gland 
can be mapped out with a surface gei- 
ger counter or scintillation detector. 
Areas of excessive or deficient con- 
centration can be detected, and intra- 
thoracic goitres diagnosed. 
Since food intake will delay ab- 
sorption, the patient should fast, or 
have only a light meal before this test. 
She should not receive any dyes or 
medications containing iodine or any 
thyroid extracts for some time prior 
to this test, or the results will be 
inaccurate. 
Another test that is helpful in de- 
termining thyroid function can be per- 
formed by using a sample of the pat- 
ient's blood. In the laboratory, thy- 
roid hormone that has been tagged 
with radioactive iodine is added to the 
blood, and the amount of binding of 
the hormone by the blood cells is 
measured. This is increased in hyper- 
thyroidism. The test can be done when 
the patient has been receiving iodine 
preparations, and has the advantage of 
not requiring the ingestion of radio- 
active material. Estrogens and anti- 
coagulants can give false results. 
The most common medications used 
to suppress thyroid activity include 
Lugol's iodine (potassium iodide) and 
various preparations of thiourea, such 
as propylthiouracil. Radioactive io- 
dine also suppresses thyroid function. 
but myxedema can follow. Since the 
long term results of its use are still 
uncertain. doctors are cautious in their 
use of this form of treatment. 


Summary 
Preoperative preparation of a pat- 
ient who is to undergo thyroid surgery 
now includes a careful assesment of 
thyroid function as well as physical 
condition. If symptoms are not too 
severe. the patient may receive cer- 
tain medications which can be taken 
at home. A full explanation of the 
aims of treatment will help the patient 
to accept the necessary regime of rest 
and drug therapy. 
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" Made 


In 


Canada" 


In nursing education today, it is the 
fashion to refer to Florence Nightin- 
gale as the instigator of much that is 
thought to be new and to decry the 
fact that after 100 years we have not 
yet managed to carry out all her sug- 
gestions. With respect to registration 
examinations, we must look elsewhere 
for the beginning, since Miss Nightin- 
gale objected to nurse registration 
largely on the grounds that it would 
require nursing examinations of which 
she strongly disapproved. 1 
Our particular concern is with ob- 
jective examinations. The first men- 
tion of these in Canadian nursing edu- 
cation is in 1932 in the Weir Report 
of which it may be said that after 33 
years there is much that we have not 
yet implemented. Two of the Report's 
recommendations were: 
For the purpose of obtaining greater ac- 
curacy and reliability in examination results 
and a greater measure of fairness to the 
candidates involved, considerably more use 
should be made of the new content exam- 
inations both in connection with tests con- 
ducted by training schools and especially 
",i/h those cons/itu/ill/? the R.N. examina- 
tintls. . . (Italics mine.) 
Provision for the holding of a Dominion 
Registered Nurses' Examination. under the 
joint supervision of the federal council, and 
provincial councils of nurses, might be ar- 
ranged as soon as the provincial councils. 
or the majority of them. are in effective 
working order.:! 
The 1932 biennial meeting of the 
Canadian Nurses' Association was 
given over to the Weir Report, with its 
far-ranging recommendations. A paper 
presented by Miss A.J. MacMaster 
proposed the establishment of a Do- 
minion Bureau of Nursing, fashioned 
after the Medical Council of Canada. 


Miss Colquhoun is Director of Testing 
Service, Registered Nurses' Association of 
Ontario. Toronto. 
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which had bccn cstabl,ishcd in 1912 
hy the Canada Medical Act. She said: 
It would appear to be the privilege of 
the Canadian Nurses' Association to break 
the first soil for the cultivation of a defi- 
nite national standard. Dr. Weir has brought 
to it, in his report. . recommendations as 
to corrective measures which... will give 
us a compass for guidance that will be 
unparalleled in nursing history.:1 
The outcome of the 1932 meeting 
was the formation of a committee 
which would "formulate some plan 
whereby a more uniform standard of 
registered nurse examinations [could] 
be maintained throughout the Do- 
minion."
 At the 1934 CNA meeting. 
this "National Joint Study Committee" 
submitted the following points. ap- 
proved by the assembly: 
I. That the principle of Dominion re- 
gistration for nurses be approved; 
2. That if Dominion registration is 
enacted it be under the control of the 
Canadian Nurses' Association; 
3. That. eventually. provincial qualifying 
examinations should be eliminated if Domi- 
nion registration is established.
 
A "Committee on Dominion Re- 
gistration of Nurses" was appointed 
under the chairmanship of Miss E. 
MacPherson Dickson. with represen- 
tation from all the provinces. This 
committee reported on three impor- 
tant areas at the 1936 biennial meet- 
ing: admission requirements for nurs- 
ing schools, existing provincial legisla- 
tion, and incorporation. In connection 
with the latter, the report reiterated 
the opinion of legal counsel that a 
special Act of Parliament would be 
required: 
To set up a council for the purpose of 
registering nurses by examination in order 
that nurses so registered may be transferred 
from province to province without taking 
duplicate examinations. U 
Subsequent action was to reappoint 
the committee for a further term to 


clarify their report in terms of the 
meeting's discussion and to submit 
the revised report to the provinces for 
intensive study. 
In 1937 a revised plan. reported in 
THE CANADIAN NURSE, contained the 
recommendation that enabling legisla- 
tion be sought for a body, separate 
from the Canadian Nurses' Associa- 
tion. although sponsored and promoted 
by it.' Meanwhile. the Nursing Educa- 
tion section of the CNA had been 
working on the problem of bringing 
provincial standards of education in 
nursing schools closer together by pro- 
ducing a national curriculum which 
was published by the Association in 
1936. 
 The curriculum urged junior 
matriculation as the minimum entrance 
requirement in all provinces. This 
committee had also been engaged in 
the task of: "The preparation of a 
set of records... acceptable for the 
use of schools of nursing throughout 
Canada."!) 
With the plan for a Dominion Coun- 
cil formulated, a national curriculum 
and nursing school records developed, 
and a common admission requirement 
proposed, attention now focused on 
Dr. Weir's recommendation for Do- 
minion examinations. A committee for 
this assignment was instituted under 
the chairmanship of Miss Miriam Gib- 
son, who reported at the CNA 1942 
meeting. The objective of the com- 
mittee was defined as: 
The aim and purpose of this study is 
to secure uniformity in examinations for 
nurse registration. In order to accomplish 
this uniformity it has been necessary to 
determine wherein lie the variations. and 
to seek for suggestions and opinions which 
need to be considered. 1fI 
Note that by now the Weir recom- 
mendation for developing objective 
tests had been lost sight of The result 
of the studv showed that there was 
indced much variation in the provin- 
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Objective tests for nurse registration have been instituted in Ontario. 


cial examinations. A number of sug- 
gestions were made to the provinces 
about the method of conducting exam- 
inations, but minimum attention was 
paid to content and no proposal as to 
how national examinations could be 
achieved. That the provinces were not 
thinking federatly is most clearly in- 
dicated by the closing paragraph of 
Miss Gibson's report, where she quotes 
from a letter received from one of the 
provInces: 
. . . the nurses who have made up the 
smaller committees have been most coop- 
erative and enthusiastic and I feel that we 
have alI derived a keener insight into the 
problem of improving our Registered 
Nurses' Examination. l1 
The obituary to Dominion Regis- 
tration seems to have been written in 
1944 with Miss Evelyn Mallory's 
paper presented at the CNA meeting, 
when she says: 
A study of this problem was made some 
years ago, but the constitutional difficulties 
inherent in the British North America Act 
proved too great an obstacle. I2 
Of examinations she said: 
But it might be possible to conduct ex- 
aminations on a national basis, and thereby 
make reciprocal registration an actual pos- 
sibility . . . I would like to refer teachers. . 
to a little pamphlet published by the Na- 
tional League of Nursing Education. I :! 
At this time Canadian nurses were 
deeply engaged in the all-out effort 
of the Second World War, with little 
time and energy left to devote to the 
seemingly insurmountable task of co- 
ordinating the provinces in the work 
of developing national examinations. 
Miss Mallory's article is the last refer- 
ence to Dominion Nurse Registration 
to appear in THE CANADIAN NURSE. 
Meanwhile, the United States was 
undergoing similar experiences but 
with a different outcome. Their Cur- 
riculum Guide H had devoted a chap- 
ter to objective tests and, in 1938, a 
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committee, with expatriate Canadian 
Isabel M. Stewart as chairman, was 
appointed: 
To consider the possibility of developing 
objective techniques of measuring nuorsing 
on a cooperative basis [and] to take steps 
to initiate such a cooperative project.. .Hi 
Note how much more definite this 
purpose was than its Canadian coun- 
terpart. Although it took a long time, 
this forthright approach produced 
results. By 1945, State Board Test 
Pool E
aminations had been develop- 
ed with 25 states cooperating in the 
service, which was operated by the 
National League of Nursing Education 
(later to become the National League 
for Nursing). By 1950 all the states 
were taking part. 
Since cooperative provincia] exam- 
inations were a dead issue in Canada, 
individual provinces began to turn 
to the NLN Test Poot British Colum- 
bia took the first step in 1949. 16 By 
1956, Alberta, Nova Scotia, Prince 
Edward Island, Saskatchewan and 
Manitoba were using the serviceP In 
1959 English-language Quebec join- 
ed,'R with Newfoundland following in 
1961. 19 Indeed, were it not for the 
recalcitrance of New Brunswick, the 
problems posed by the sprawling pop- 
ulation of Ontario, and the inability 
to obtain permission to translate the 
NLN tests into French, Canada would 
have achieved national examinations 
by now, although through a circuitous 
route and with a "made in USA" 
stamp. 
Let us now turn our attention to 
the Ontario experience. Ontario, which 
examines approximately as many can- 
didates each year as the other prov- 
inces together, was finding the mark- 
ing of papers particularly arduous with 
the number of examinees increasing 
each year. More and more instructors 
were being taken away from their 
teaching responsibilities at a crucial 


time of year when new classes were 
being admitted. In the autumn of 1961, 
for example, 50 instructors spent more 
than three weeks in September cor- 
recting examinations. 
Following a "Conference on Evalua- 
tion in Basic Nursing Education" held 
by the Registered Nurses' Association 
in 1956, a resolution was passed at 
the annual meeting of the Association 
to the effect that Ontario should use 
the NLN State Board Test Pool Ex- 
aminations on a trial basis, starting 
September 1957. 20 When the commit- 
tee given the assignment of imple- 
menting this resolution set about its 
task, it ran into two major difficulties: 
abiding by the security regulations of 
the NLN was regarded as impossible 
owing to the large number of writing 
centres in the province, and no coun- 
terpart to the English examinations 
would be available for the French lan- 
guage candidates who, although smaH 
in numbers, had always been provided 
for. 
Faced with these problems, the 
RNAO executive decided to have an 
examination study made by Mrs. Blan- 
che Dunoanson, who canvassed opin- 
ions in the province. The study was 
reported in 1958 and included the 
following recommendations: 
1. That immediate steps be taken to im- 
plement an objective type, machine-scored 
examination for registration. . . 2. That the 
Registered Nurses' Association of Ontario 
recommend to the Canadian Nurses' Asso- 
dation the development of a Canadian ob- 
jective, machine-scored examination.. .21 
As an outcome of this study, the 
author attended Columbia University 
to become prepared in the field of 
Tests and Measurements, returning in 
September, 1961. to carry out the 
first of the above recommendations 
When one is making up the tra- 
ditional essay type of examination, 
comparatively little time is spent in 
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preparation, while a relatively long 
period of time is spent in marking. In 
the case of the objective test the em- 
phasis is reversed. Much time and 
effort is expended on preparation in 
order that the marking can be per- 
formed by a clerical worker or a ma- 
chine. Consequently, it took us the 
next three years to develop a battery 
of tests in medical, surgical, obstetric 
and pediatric nursing. The examina- 
tions were based on the teaching being 
done in the schools of nursing in the 
province, and as many instructors as 
possible were involved at some stage 
of the examination construction. For 
each subject, instructors who were 
expert in their clinical field made up 
a blueprint committee that mapped 
out the content of the test in outline. 
Items (questions) were then written, 
guided by the blueprint outline. Since 
not all teachers were experienced in 
item writing, instruction was given in 
small groups, with more than 70 in- 
structors having the opportunity for 
this experience. 
After the items were written and 
edited, a panel of expert instructors 
reached agreement on the correct an- 
swers. Statistical analyses were made 
following tryout of the items. The final 
examination was assembled, based on 
the specifications of the blueprint and 
the information gained from the item 
analyses and the tests were translated 
into French. The first administration 
of objective tests in Ontario took place 
in the autumn of 1964. Since the vol- 
ume of testing in the province did not 
warrant the installation of a scoring 
machine and computer, arrangements 
were made with the Department of 
Educational Research, University of 
Toronto, to do item analyses, score 
papers, and process results. 
During the time the RNAO was en- 
gaged in the examination project, 
changes were being made in organized 
nursing and nurse registration laws 
in Ontario. With the passing of The 
Nurses' Act 1961-62, a new body, the 
"College of Nurses of Ontario," came 
into being. This new organization as- 
sumed the functions, previously car- 
ried by the RNAO, of registering 
nurses and controlling examination 
standards. It was decided that the 
RNAO would continue with the ex- 
amination project it had begun, and 
when the examinations were develop- 
ed would sell the service to the College 
in the same way that the NLN pro- 
vides its Test Pool Examinations to 
state board examiners and provincial 
registering bodies. The RNAO Testing 
Service would supolv the examinations 
and the results, while the College con- 
ducted the examination centres and 
set the passing standard. The main 
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reason for the decision not to turn the 
examinations over to the College was 
the hope that the Ontario experience 
might be the nucleus for Canadian na- 
tional examinations, presumably spon- 
sored by the Canadian Nurses' Asso- 
ciation. Transfer of activity could more 
easily be effected from the RNAO, 
which is the member body of the CNA. 
It was also considered that if the ques- 
tion arose of selling service to jurisdic- 
tions not using the NLN Test Pool, 
such as New Brunswick or French- 
language Quebec, the College had 
nothing in its terms of reference to 
permit selling of service, having been 
brought into existence purely to im- 
plement the Ontario Act. 
A recurrence of interest in Cana- 
dian national examinations became 
evident by a resolution passed at the 
February, 1963 meeting of the CNA 
executive: 
That the Committee on Nursing Educa- 
tion proceed with the exploration, need for 
and feasibility of a system of Test Pool 
Examinations prepared by Canadian nurses 
for provinda'l nurse registration. 22 
Encouraged by this resolution, the 
RNAO proposed a plan at the 1965 
CNA executive meeting whereby all 
the provinces, using the facilities of, 
and coordinated by the RNAO Test- 
ing Service, could cooperate in pro- 
ducing a set of Canadian tests, national 
in scope. Since it takes three to four 
years to produce such tests, this pro- 
posal was made in order that, should 
the CNA be prepared within the next 
few years to sponsor national exam- 
inations, a national
y constructed set 
would already be in existence. The 
proposal received little encouragement. 
Fol'lowing the meeting, a memo was 
received from CNA national office 
which said: 
There seems little probability of the 
CNA undertaking or sponsoring a national 
[testing] service in this biennium. 23 
A shurt while later, a letter was 
received, saying: 
It would seem that action by the CNA in 
relation to estabHshing a national [testing] 
service requires oareful analysis of the 
legitimat
 expectations of a national pro- 
fe
sional as

ociation.:!t (Italics mine.) 
One wonders if history is repeating 
itself and if we have again reached 
a dead end in our efforts to achieve 
national examinations! 
The RNAO Testing Service is pre- 
pared to extend its service to those 
jurisdictions which do not have ar- 
rangements with the NLN. Already, 
negotiations have been made with New 
Brunswick for their participation. We 
look to future exoansion in the Dre- 
paration of qualifying examinations 
for nursing assistants and, at a later 
date, to the construction of achieve- 


ment tests for use in Ontario nursing 
schools. Meanwhile, we are proud to 
be able to say that we have instituted 
objective tests for nurse registration in 
Ontario which can be labelled "made 
in Canada." 
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Teaching Mental Health 


Preparation 01 nurses lor their role in the mental health program. 


The nurse educator, when she looks 
at mental health. sees it in relation 
to the student, to curriculum content, 
and to teaching methods. Teachers 
may be comforted by the thought 
quoted by Katharine Lyman from the 
International Council of Nurses' Com- 
mittee on Education: UNo profes- 
sional school can expect to turn out 
a 'finished' product because expert 
skill and mature knowledge and judg- 
ment can be achieved only after 
long professional experience. All that 
any school can hope to do is to send 
out into the community graduates who 
have acquired sufficient skill, know- 
ledge and judgment to practise safely 
and with a fair degree of indepen- 
dence."l 


Mental Health and the Student 
Over nine thousand students were 
admitted to initial professional nursing 
programs in Canada in the calendar 
year of 1963. Most of these students 
were girls in their late teens; all were 
subject to the many stresses facing the 
adolescent in the community. No 
matter how good the selection methods 
used by schools of nursing in admitting 
students, among a group of over rune 
thousand there will be some indivi- 
duals with mental health problems 
that will be discovered or accentuated 
during their nursing education. 
Transient reactions to the stresses 
of nursing education are far more like- 
ly to occur than full-blown psychoses 
or disabling neuroses. It has been 
pointed out that "the nurse has a 
number of needs that may constitute 
a 'hidden agenda' which she brings 
with her to a course of study. She is 
a growing girl with a number of anxiet- 
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ies connected with her passage to 
adult status . . . All of these needs and 
concerns color her approach to her 
learning experiences."2 
The reactions of teachers to stu- 
dent's anxieties will be reflected in 
the way the student deals with anxiet- 
ies of patients with whom she is pro- 
fessionally engaged. She will learn to 
respect or disregard them, to be sen- 
sitive or authoritarian, to be thing- 
centred or person-centred, according 
to the behavior of those whom she 
selects as models. The attitudes shown 
by the school in dealing with problems 
among the student body will set a pre- 
cedent for the other students in the 
school. 
A school of nursing must meet a 
dual responsibility: to the student, 
and to the patient. A school of nurs- 
ing has a moral as well as a legal 
duty to provide for the safety of the 
patients for whom students give nurs- 
ing care. At least one scheduled intro- 
ductory interview for each student 
with her counselor. (whether the 
school employs a professional couns- 
elor or utilizes its faculty members) is 
imperative. The counselor and the stu- 
dent can get acquainted and lay the 
groundwork for a relationship should 
the student need assistance in the 
future. It need not be an interview- 
in-depth or anything outside the com- 
petence of a nurse educator, but 
should be held in a place where there 
is some privacy, (an office with a 
door that closes) and the purpose of 
the interview should be clear to both 
counselor and student. A basis is laid 
for helping the student to meet any 
of the crises that may beset a young 
woman: death of a grandparent, 
breaking an engagement, failing an 
exam. 
Jerome Bruner in his provocative 
essav, After John Dewey, What? says: 
"After half a century of startling 
progress in the psychological sciences. 
we know that mental health is onlv 
a minimum condition for the growth 


of the mind. The tragedy of mental 
illness is that it so preoccupies the per- 
son with the need to fend off realities 
with which he cannot cope that it 
leaves him without either the nerve 
or the zest to learn. But mental health 
is only a state from which to start: 
the powers of the mind grow with 
their exercise. Adjustment is too mo- 
dest an ideal, if it is an ideal. Com- 
petence in the use of one's powers 
for the development of individually 
defined and socially relevant excel- 
lence is much more to the point."3 
Curriculum Content 
Does the theoretical material pre- 
sented in a nursing education program 
enable young nurses to gain compe- 
tence in the field of mental health? 
The World Health Organization 
Expert Committee on Mental Health 
has listed six areas of content that 
should be included : 
I. psychological growth and deve- 
lopment of the child ; 
2. psychological dynamics including 
mental mechanisms; 
3. personality structure and the 
factors which influence it; 
4. orientation in clinical psychol- 
ogy, including testing methods; 
5. dynamics of group relationships. 
of their disturbances, and the therapy 
of their disturbances ; 
6. common psychopathological 
problems. 4 
Since mental health is not an en- 
tity, but an ingredient in every nurs- 
ing encounter, a part of every situation 
we enter as professional nurses, it 
seems obvious that mental health con- 
cepts should be discussed in the con- 
text of every nursing care situation. 
It is, however, often helpful to have 
areas highlighted. 
Information is the starting point: 
knowledge of facts as they are current- 
ly known increases the nurse's confid- 
ence in her ability to give profession- 
al care. gives her clues as to where 
to search for further information, 
NOVEMBER 1965 885 



gives her courage to try new ap- 
proaches and judgment to refrain from 
attempting approaches beyond her ca- 
pability. However, if an educational 
program stops at the student's acqui- 
sition of theory we do not have a 
nurse; the student needs guided prac- 
tice in the application of that know- 
ledge. In mental health, guided prac- 
tice aims to increase the nurse's effec- 
tiveness to teach, counsel, and support 
in a therapeutic relationship. The stu- 
dent needs assistance in communica- 
ting her interest, her sympathy, and 
her desire to be helpful. The graduate 
working in the mental health field will 
use her communication skills in acti- 
vities with the individual, the family 
or special groups to promote health, 
to ensure continuity of care, and to 
participate in studies on community 
needs. :; 


Teaching Methods 
The student can be offered three 
general categories of learning experi- 
ence: models, climate and opportunit- 
ies. The school should employ and 
encourage faculty members who will 
serve as models - not of static per- 
fection but of progress : teachers who 
are also learning, and striving for im- 
provment, but who offer an example of 
the kind of skill students may acquire. 
Secondly, schools can offer a cli- 
mate in which the student can tolerate 
her own errors in relationships: not 
condone, but tolerate mistakes so that 
she can learn from them. If mistakes 
in human relations are felt to be 
"just not done" or not admitted, there 
is no possibility of examining failure 
and modifying behavior in another 
similar occasion. The aim is to create 
an environment in which the student 
is able to "try, to be courageous 
enough to fail, to have the persistence 
to try again, and to carry success 
with grace."6 
To examine the progress of relation- 
ships ; to question whether or not the 
desired end was reached and what 
factors hindered or facilitated the 
attainment of the goal ; to look critic- 
ally at the interaction of nurse and 
patient. or nurse and nurse, or nurse 
and doctor; these depend on observa- 
tion by one or both participants in the 
incident. Of all areas of educational 
experience. relationships are the hardest 
to guide and to evaluate because the 
presence of the teacher as an observer 
alters the situation. Thus, we have to 
depend on reported observations. This 
requires of the student a skill in ob- 
servation. insight. accuracy and the 
courage to be honest. It is both the 
means to growth and the indication of 
a maturity reached. 
Development of skill in relation- 
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ships requires a lot of talking, plus 
time to reflect. This requires a great 
deal of time. We have to make a 
place for this in our educational pro- 
gram and in our practice as individual 
nurses. Our habit of doing may inter- 
fere with our development of skill in 
relationships. 
One aid to developing skill in re- 
lationships is the simulated incident. 
Students may gain confidence and skill 
by trying out approaches to other 
people through role-playing. 
The educational program can also 
offer opportunities to students to dis- 
cuss with peer groups, both of nurses 
and of other disciplines, to work at 
problem-solving in groups sensitized 
not only to the method of problem- 
solving but to what is happening to the 
group members in the process of solv- 
ing a problem, and, of course, oppor- 
tunities to gain clinical experience with 
patients. The mental health aspects 
of care of every patient should be 
made not only implicit but explicit in 
every learning experience. In nursing 
education we give lip service to this 
ideal but we could be more diligent 
and imaginative in seeking to reach it. 
The need to develop a comfortable, 
working relationship with members of 
other disciplines is very apparent. Dr. 
Hendry of the University of Toronto 
School of Social Work has said this: 
"The watertight compartments of an 
insulated professionalism must yield to 
new patterns of interprofessional col- 
laboration and this must begin during 
one's education for professional prac- 
tice. The interprofessional component is 
the most neglected element in all pro- 
fessional education." He further des- 
cribed an interprofessional student- 
faculty seminar which involved senior 
students and teachers from such divi- 
sions as Psychology, Pediatrics, Psy- 
chiatry, Nursing, Law, Education, Hy- 
giene, Social Work and Institute of 
Child Study. 7 
Nurses have long-established and 
often unsound patterns of behavior in 
relation to those whom they perceive 
as senior to themselves and to those 
who are seen as junior. Further, we 
have to develop patterns of behavior 
in the professional peer relationship. 
Educational programs offer opportuni- 
ties for students to work in groups of 
nursing peers but we must develop 
opportunities to work in interdiscipli- 
nary groups of peers. A student nurse 
is not likely to learn to relate as a 
professional peer to a doctor or a 
social worker who is 15 years 
her senior in experience; she will 
develop this skill if she has the 
opportunity to relate to students in 
other professional schools. 
In thinking of the mental health 


ingredient of nursing, the student can 
conceivably be helped to see the symp- 
toms of mental ill health without cli- 
nical experience in caring for those 
who are diagnosed as mentally ill. She 
will find it easier in later practice, 
however, if she has the opportunity 
for clinical experience in nursing pa- 
tients whose principal presenting 
symptoms are those of mental illness. 
Educational programs today may 
select clinical experience for students 
in either a segregated mental hospital 
or the psychiatric ward of a general 
hospital, or both. There are advant- 
ages in each type of experience. The 
provincial mental hospital has a much 
larger patient population. including 
patients suffering from chronic and 
acute mental illness, thus giving a 
more comprehensive picture of the 
problem of mental illness. The psychi- 
atric ward of a general hospital has 
selected patients with short-term ill- 
nesses who are usually receiving inten- 
sive therapy, and the student is more 
readily able to correlate her learning 
experiences in the psychiatric unit 
with her experiences in other units. 
Whatever the clinical setting in 
which the student has experience in 
nursing the mentally ill, it offers a 
valuable opportunity for her to be 
guided in developing skills in human 
relationships. 
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Each honest calling, each walk of life, has its own elite, its own aristocracy, 
based upon excellence of performance. - James B. Conant. 


'r. 
I. 


In recognition of one of the nursing 
profession's current major concerns - 
the need for the development of in- 
spired and educated leadership - the 
School of Nursing of the University of 
Western Ontario has offered, in June 
of the past three years, a two-week 
Seminar for Senior Nursing Execu- 
tives. This undertaking is based on the 
following philosophy: 
1. Etfective administration may be 
learned and administrative behavior 
improved through a deepened under- 
standing of the administrative process 
and the skills that implement it. 
2. The tenor 
f administrative be- 
havior permeates the whole organiza- 
tion and finds its reflection in the 
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level of operation and the indÍvidual 
and group morale existent within it. 
The primary objective of the 
Seminar is to provide assistance to 
senior nursing executives to help them 
improve their work performance. It 
bears in mind the ultimate aim of im- 
proved nursing service to the public 
and recognizes the concomitant in- 
creased job satisfaction accompanying 
good administration. 
Since its inception, those attending 
the Seminar have included: directors 
of nursing service; assistants and 
supervisors in hospitals and other 
health agencies; directors of nursing 
education and their assistants ; execu- 
tives and consultants in professional 
nursing organizations. Nurses from 
nearly all the Canadian provinces have 
attended, as well as one participant 
from the U. S. A. the first year, and 
one from India this year. The cross 
fertilization of ideas resultant from this 


mingling of nurse administrators from 
such varied geographic areas and 
diversified fields of nursing endeavor 
constitutes one of the uniquely enrich- 
ing components of the Seminar expe- 
rience. 
The germinating idea for this year's 
program was embedded in the quota- 
tion which prefaces this article. In 
these words, James B. Conant reflects 
the philosophy of early Greek philo- 
sophers who pleaded for an aristocracy 
of merit. It is in line with a recognized 
need for consistent excellence of per- 
formance in hospitals as expressed by 
Dr. Oswald Hall, addressing the Ame- 
rican College of Hospital Administra- 
tors in 1964: 


In very society there are some activities 
that are dedicated to excellence. In other 
areas of life, work may be done in a 
relaxed or casual way. But in a few, the 
stamp of excellence is required. Surely this 
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has been, and must be, the distinguishing 
mark of the hospital - that it strives for 
nothing short of excellence in the quality 
of the services it provides. . 
The hospital is the one place in our 
society where workers at every level can 
dedicate 
hemselves wholeheartedly to this 
thing we call excellence. Indeed, unless the 
hospital is a place of excellence, the con- 
sequences - both for you who provide 
services, and for us who need your ser- 
vices - are very grave indeed. 


The Seminar theme put forth one 
thought which was reiterated in all 
deliberations throughout the two 
weeks: A striving toward excellence 
must be the constant guiding and 
motivating force for all nurses. Attain- 
ment of it represents the number one 
challenge, superseding an others to the 
nursing profession. The key positions 
that nurse administrators hold, poses 
for them a particular obligation to 
guarantee its promotion and provision. 
The initial presentation, "Excel- 
lence - Its Essence and Implications," 
confronted group members with the 
task of clarifying their own concept 
of excellence in nursing, its spirit, in- 
gredients, and dimensions ; the condi- 
tions that favor its promotion and 
achievement; the basic factors that 
underlie failure to either strive for or 
attain it. This paper was purposely 
provocative. The three Seminar parti- 
cipants who had been selected pre- 
viously to react to it did so in a forth- 
right, diversified, and sometimes 
humorous manner. Their reactions 
brought the "real situation" imme- 
diately into the Seminar discussion, 
involving the entire group in lively 
debate. 
Building on this, something rather 
wonderful transpired within the next 
two days, under the masterly guidance 
of Genrose Alfano, assistant director 
of the Loeb Centre for Nursing and 
Rehabilitation at Montefiore Hospital, 
New York. Miss Alfano had the group 
"in the palm of her hand." Her own 
love and enthusiasm for nursing was 
very apparent. Her practical deter- 
mination that all of the paraphernalia 
of excuses for anything less than con- 
sistent provision of excellence of nurs- 
ing care could and should be eradic- 
ated was dynamically evidenced. 
Moreover. in her direct, easy and 
informal way, she skilfully pushed our 
horizons of nursing further. She encou- 
raged us to think seriously of what 
it is our patients seek; what is of par- 
amount importance in our relationship 
with them; what the real consequences 
are of this interacting process we call 
nursing; how we develop the true 
preventive and therapeutic outlook and 
skills; and what, in essence, excellence 
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of nursing care really means. There is 
little doubt that when the time came 
for Miss Alfano's departure, she would 
have had a "Pied Piper" following to 
the airport and her home base of ope- 
ration, had it been possible for the 
group to respond to its natural 
impulse. 
The high peak of enthusiasm and 
concerned interest that she aroused 
in no way diminished during subse- 
quent deliberations, but, rather, turned 
itself to new channels of thought. This 
was accomplished through the intelli- 
gent and skilful leadership of faculty 
and carefully selected resource per- 
sonnel, communing together with an 
already awakened and diligent Semi- 
nar group, using a great diversity of 
approaches, and allowing full and free 
debate. Topics subsequently explored 
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included: The Nurse as an Individual 
in Her Practice of Nursing; Adminis- 
tration and Achievement of Execl- 
lence; The Impact of the Nursing Ad- 
ministrator on Excellence of Nursing 
Care; Organization For the Achieve- 
ment of Excellence Within the Hospi- 
tal and the Public Health Agency; 
Evaluation of Performance and Per- 
sonnel in Nursing, etc. 
The Seminar program was both am- 
bitious and comprehensive in its di- 
mensions. Those charged with the 
responsibility for each session brought 
to it their own expertise and challen- 
ged the participants to look. not only 
beyond themselves to consider new 
points of view and new approaches to 
time-honored problem in nursing, but 
within themselves to assess their own 


standards of exedknce, the: exploi- 
tation of their own resources the 
possible new plane of performa
ce to 
which they might aspire and deter- 
minedly seek. 
The brochure announcing the Semi- 
nar program indicated that an attempt 
would be made "to come to grips" with 
the obstacles that impede provision of 
a continuous high level of nursing 
performance and, at the same time, "to 
lift the administrator's heart and sights 
in her efforts to overcome these obs- 
tacles." Perhaps some estimate of the 
degree to which this was achieved may 
be gained from the words of Sister 
Mooney, assistant professor, School of 
Nursing, Queen's University. Speak- 
ing as the delegate of the members 
of the Seminar at its final session, she 
stated : 
Ordway Tead defines leadership as the 
exercise of those personal qualities that 
influence people to cooperate toward a com- 
mon goal because they find it desirable to 
do so. 
We have been exposed generously to 
this type of leadership during these two 
weeks. We have been subtly guided in our 
efforts to take an objectively critical look 
within ourselves, at our present modes of 
thought and action, and to reflect these in 
the mirror of the standards which spell 
excellence. 
We have been stimulated to assess more 
validly the knowledges we have of oursel- 
ves and of others. We have seen that per- 
haps we do nOl need to know more, but 
that we need to know differently. As All- 
port said "We are prejudiced when we are 
down on something we are not up on." 
So often. due to pressures under which 
we all function, our vision and purposes 
gradually dwindle to pedestrian propor- 
tions. With remarkable non-direction, we 
have been helped to realize more clearly 
that new ideas are possible and new ways 
of doing things attainable. We have been 
triggered to move forward confidently to 
the reconstruction of an environment for 
nursing which will more aptly meet the 
needs of today's nurse and of the society 
we serve, both today and tomorrow. So 
we are going home, tired, but with that 
deliciously hesitant anticipation of embark- 
ing on an exciting, creative adventure! 
If the senior nursing executives at- 
tending this Seminar, and others like 
them, continue to receive the needed 
assistance, encouragement and support 
to make excellence their realistic, as 
well as their idealistic. goal, and if 
they can marshall their own as well 
as others' resources to attain it, there 
can emerge within our profession, as 
never before. our own aristocracy, 
based upon excellence of performance 
- an excellence which finds its critical 
raison d'être in the vulnerability of 
our patients' need. 
THE CANADIAN NURSE 



Creating A 
Therapeutic Environment 


I am not an expert of the "thera- 
peutic environment." I do not have 
a list of theories and rules guaranteed 
to create a theurapeutic environment. 
I do have a lot of questions to ask: 
questions that may be asked by nurses 
in any institutional setting; questions 
based on belief in the value of a 
questioning attitude; questions asked, 
because without them, change does not 
take place. For example, someone 
must have asked, about 25 years ago, 
why post-surgical patients were kept 
in bed. We know that changes do 
occur. in what we, on a day-by-day 
basis, consider a changeless environ- 
ment. At the moment, our hospitals 
may be unattractive: we may not have 
enough room; we may lack special 
equipment and supplies; we may not 
have recreational and occupational 
therapy departments; we may not have 
psychiatrists. psychologists. or social 
workers. And we certainly don't have 
enough staff or money or time! 
What can we do? 
Obviously, the first question is, 
"What is a therapeutic environment?" 
Probably the terminology arose from 
the psychiatric development of the 
"therapeutic community." In its initial 
stages, this was a hospital and treat- 
ment schedule designed to care for a 
group of patients suffering from neur- 
otic disorders. Characteristics of the 
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hospital environment were: a demo- 
cratic atmosphere, quick reorientation 
of the patient to work and life in so- 
ciety, and group therapy.l Recently, 
"therapeutic community" was defined 
as one in which all relevant physical 
and interpersonal elements are utilized 
to accomplish goals beneficial to the 
patient. :! The same definition may 
stand for "therapeutic environment." 
The definition suggests two major 
questions: 
1. How can we create a physical 
environment that is therapeutic for the 
patient? 
2. How can we create a psycho- 
social (or interpersonal) environment 
that is therapeutic? 
Our setting will be a general hos- 
pital; our patient will be one whose 
admitting diagnosis may range from 
medical evaluation, to nervOus exhaus- 
tion, to myocardial infarction; our 
major emphasis will be on the patient 
who is not acutely ill; our goal will 
be "individual patient care"; our be1ief 
will be that the creation of a thera- 
peutic environment is a nursing res- 
ponsibility. I 
Therapeutic Physical Environment 
It has been said that a therapeutic 
environment should resemble physi- 
cally the world to which the patient 
is accustomed; it should be more 
home-like. 3 The basis of this prescrip- 
tion is that the unfamiliar is frighten- 
ing, that equipment designed to heal 
may be viewed as a threatening agent 
of attack; that a room designed for 
easy maintenance may be viewed as 
a prison cell. 
What can we do? Several things: 
We can use color to create a mood 


and provide variety. Blue and dark 
colors have a depressing effect; pastel 
yellow, buff, green, and orange are 
relaxing to the eye;4 white is mono- 
tonous, if not blinding. Such facts can 
be useful when we are told the ward 
will be redecorated or when we are 
consulted about new building. We have 
eliminated much of the hospital white 
but have we used our colors to relieve 
monotony? I recently visited a patient's 
room where the walls, ceiling, drapes, 
curtains and bedspread were all blue, 
and went next door to find everything 
brown. Where you have two or more 
colors at your disposal, variety could 
be achieved by mixing and matching, 
much as we mix and match our clothes 
or the colors of our living room. And 
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what of the dark corners of hospital 
rooms? Have you thought of the effect 
of fluorescent panels, which light up 
in soft colors and use minimal electric 
current?5 Or of the color and visual 
image provided by a picture? One 
hospital, through its ladies' auxiliary, 
had introduced an art cart. It is taken 
to each patient's room and he is given 
the opportunity to select a print of his 
choice to hang in his room. These pa- 
tients state that they enjoy selecting 
and changing the pictures, and that 
they give them "a lift," and "something 
to watch." 
Have we investigated the value of 
changing our uniforms from white to 
pastel colors? We are all familiar with 
the use of color to identify staff with 
their respective functions. The Hos- 
pital for Sick Children in Toronto has 
its clinical instructors uniformed in 
blue, the ward clerks in light grey, the 
play ladies in green. At Loeb Center 
in New York City, the nurses decide 
themselves how to dress for duty. 
Cotton blouses, fulI skirts, and duty 
shoes are worn most frequently. Full- 
length white aprons are worn for 
close bedside nursing. One patient 
commented, "Well, since I am a man, 
I like to see the girls dressed up instead 
of all in stiff white."G 


We can eliminate unnecessary noise. 
The noise of a hospital environment is 
a familiar complaint. Could it be that 
it is too familiar: that we have adapt- 
ed ourselves to it? Certainly jokes con- 
cerning the traffic sign "Hospital Zone 
- Quiet Please" are worn out. Noise 
that disturbs may retard patient reco- 
very and create fear. Three factors 
apparently make noise "noisy": 
I. the frequency range - the higher this 
range of the noise, the more it annoys 
patients; 
2. the time a noise occurs - the same 
noise, which during the day is unnoticed 
because one is conditioned to it or because 
it is lost in other sounds, may be much 
more disturbing at night; 
3. the personal association with the 
noise' - an unintentional measurement of 
this was made on a hypothyroid patient I 
once nursed. As part of a research pro- 
ject. daily recordings of the basal meta- 
bolic rate were taken. Daily BMR's had 
ranged between - 20 and - 40. One 
morning, during a recording, a fellow 
patient walking to the bathroom cried out 
in pain. The BMR on the hypothyroid pa- 
tient jumped to + 53. Her emotional and 
physiological response to the noise of 
suffering had so increased sympathetic ner- 
vous system activity that her BMR regis- 
tered as if she were severely hyperthyroid. 
In one study on noise, patients 
complained that the majority of noise 
disturbance was from humans. Fellow 
890 NOVEMBER 1965 


patients rated highest on the list, but 
the noise of talking in nursing stations, 
vocal paging systems, and, chatter of 
visitors also was noted. Noise of me- 
chanical origin such as squeaky wheels 
of carts, and telephones was disturb- 
ing, particularly at night. R A patient 
commented: 


Radio or T. V.'s are offering a variety 
[of noise] both vocal and instrumental; live 
voices rise and fall and rise again; but one 
voice apparently goes on perpetually. That's 
the woman in the room across the hall. 
She is talking on the telephone to her 
mother. and her mother is obviously hard 
of hearing. We learn a lot about her 
symptoms, and her doctor. Carts and trol- 
leys . .. rattle up and down the corridor 
giving off a variety of clinking and clunk- 
ir.g noise: telephones ring and are answered 
and stop ringing, and ring again and are 
not answered and keep on ringing. An inter- 
mittent rumbling sound, terminating with 
a clank, eventually proves to be the open- 
ing and shutting of thl: elevator door. There 
is some kind of signaling system operating 
on the floor, using bells, and the favorite 
signal today is four bells. Various noises 
drift up from the street outside. . . While we 
are identifying and counting sounds there 
is suddenly an incredible moment of abso- 
lute silence, in which a man's voice is 
heard saying calmly, "Yes, that's the third 
one of these cases we've had this month, 
and of course the prognosis is always ne- 
gative." [My wife] and I avoid looking at 
each other.!! 
To reduce or eliminate noise from 
the hospital environment we could: 


I. establish a night admission area where 
the activity associated with admitting pa- 
tients is separated from those who are 
sleeping; 
2. emphasize anti-noise features on all 
hospital equipment, particularly rubberized 
wheels on the mobile equipment; 
3. consult with the telephone company 
to obtain phones with a gentle (door bell 
chime) ring or a combination of a gentle 
ring and a flashing light; 
4. equip all personnel not assigned to 
specific wards with individual portable pag- 
ing systems; 
5. study the relationship between light, 
color and sound; we speak in soft tones 
while in a dimly lit room. The same factors 
might be brought into play in our waiting 
rooms. corridors and nursing stations. to 
6. enclose nursing stations with glass 
and provide them with doors that shut. 
particularly if the station is the centre of 
medical and nur
ing consultations; 
7. determine the source of the most irri- 
tating noises. A questionnaire concerning 
disturbances caused by noise could be given 
to each patient to complete. J1 
If noise during the day increases 
tension and thereby the expenditure of 
physical energy; if noise at night in- 


terrupts sleep and thereby causes ir- 
ritability, and decrease in thinking po- 
wer and motor coordination, then it 
is a non-therapeutic stimulus from the 
physical environment. 


We can use sound to create a mood 
and prevent sensory deprivation. Den- 
tists have introduced background mu- 
sic to create a soothing effect on their 
patients. Slow, soft music may be re- 
laxing during the hours of rest and 
sleep; music at a quickened tempo may 
increase the patient's desire to move 
out of bed or eat at mealtimes. "White 
sound" - the sound of water flowing 
or waves on a shore - may have a 
calming effect. 12 The sound of the 
human voice is frequently reassuring 
to the patient who is alert and com- 
forted by knowledge that he is in the 
presence of other humans. Studies have 
been made of subjects in space capsu- 
les where there were drastic changes 
in physical activity, environment, and 
the daily schedule. When these sub- 
_iects failed to adapt to the changes, 
fatigue, strain, and poor psycho-motor 
performance resulted. It may be 
". . . that some patient-care environ- 
ments partake of the essence of the 
space capsule. . ."13 


We can regulate the temperature 
and humidity of the environment. A 
hot environment causes the superficial 
blood vessels to dilate, increases the 
heart rate, and, by increasing metabo- 
lism, increases the need for oxygen. A 
humid environment lessens the rate 
of sweat evaporation, decreases the ef- 
fectiveness of the body cooling system 
and elevates body temperature to 
match environmental temperature. 
Heat is used therapeutically because 
an elevated body temperature may con- 
tribute to the achievement of rest by 
depressing the wakefulness centres of 
the central nervous systems. Cold may 
be used therapeuticalIy to reduce ele- 
vated body temperatures which, if over 
105 0 F. for more than a few hours, 
may destroy brain celIs. Fans may be 
used therapeutically because convec- 
tion currents cause air saturated with 
moisture to move away from the skin. 
Unsaturated air replaces it, the eva- 
poration rate is increased, and body 
temperature is decreased. H Moving the 
patient from bed to chair may have 
a similar effect. . 
Humidity or steam is used thera- 
peutically to liquify lung secretions, 
thereby easing their removal. Should 
every hospital consider air condition- 
ing? If not the entire hospital, could 
a few rooms be equipped sõ that com- 
binations of temperature and humidity 
can be controlled for the therapy of 
patients with heart and lung disease? 
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We can be more flexible in the use 
of furniture, equipment, and belong- 
ings in the patient's room. The hos- 
pital bed is presently designated as the 
patient's home-away-from-home. He 
eats, sleeps, sits, lies awake on, and 
receives visitors from that bed. The 
height of the bed is convenient to the 
staff but is dangerous for patients. As 
a result, high-low beds are now being 
purchased. While we await this inno- 
vation what can we do to make the 
bed therapeutic? Would providing bed- 
sides and a footstool for every bed 
make it safer? Do all of our patients 
have to sumit to the discomfort of sit- 
ting on rubber or plastic? Do they all 
need drawsheets, blanket, and bed- 
spread. Does one bed have to be in 
line with the next? Do we hesitate to 
move a patient's bed so that he can 
look out the window or the corridor, 
or even change the cracks he counts in 
the ceiling? Do we allow the patient 
to change the position of furniture in 
his room? 
The bedside table is presently des- 
ignated as the spot for all belongings 
that do not hang in a closet. Have 
you noticed how much of the space of 
that table is occupied by hospital 
equipment? The bedside table does 
look neat against the wall, and it is 
out of the way; but to reach into it 
while lying flat on one's back! The 
joints of the human arm just don't 
bend that way! 
The chairs in the patient's room 
are second to the bed as places of 
rest. Have you compared them to 
those in the hospital lobby or waiting 
rooms? Do you find a difference in 
design, smartness, and orthopedic 
comfort? Are the patient's chairs relics 
of times past? Do vour patients, who 
have an abdominal incision, back pain 
or a leg cast, expend much physical 
effort in getting into and out of these 
chairs? Is there one chair per patient? 
If the patient brings a prized pic- 
ture, memento, book. or souvenir to 
the hospital where does he place it? 
We recognize that such personal be- 
longings may be symbolic of the fami- 
liar and hence comfortable pastY; Do 
rooms have shelves designated for the 
patient's use? 
Time, in terms of hours and days, 
is highly valued in our culture. We 
have calendars and clocks throughout 
our homes. Do our patients' rooms 
have calendars and clocks?1/] Could we 
solicit calendars from the businesses 
of our towns and cities? Could we sug- 
gest to our ladies' auxiliary that their 
next project be the securing of electric 
clocks for patients' rooms? 
The hospital gown is frequently des- 
ignatcd as the patient's apparel while 
hospitalized. This piece of clothing 
VOLUME 61. NUMBER 11 


usually falls to some point above the 
knee and is held in place by bow 
knots which do not fit the curves of 
the vertebral column. Would this gown 
provide for more personal privacy if 
it were 3 or 4 inches longer? Would 
it be more comfortable if the ties 
were replaced with buttons or snaps? 
And even when we encourage patients 
to bring and wear their own night 
attire - does every patient have to 
spend all his waking hours shuffling 
around in night clothes? 
The wheelchair and the stretcher 
are presently designated as the hospi- 
talized patient's mode of transporation. 
Patients who have two good legs and 
feet are often heard to say, "But I 
can walk, nurse." Does placing such 
a patient in a wheelchair rob him of 
one physically independent ability he 
does have? Does not society equate 
the wheelchair with the cripple? Do 
all our patients have to travel to areas 
of the hospital by wheelchair and stret- 
cher? 
Rugs, lamps, and end tables are 
components of a home environment. 
Could a secured rug be therapeutic in 
a patient's room? Would it cut down 
on the transmission of noise? Would it 
soften a fall? Would it help stabilize a 
patient who is trying to get out of a 
high hospital bed? Would it be safer 
for those patients who walk around in 
slippers? Ãnd what about lamps? Can 
we make certain that bedside lamps 
don't generate heat? Could a table or 
pole lamp provide the subdued light a 
night nurse uses? Would end tables be 
the place for a book or a picture? 
Current issues of hospital magazines 
illustrate hospital rooms that include 
these homelike compronents of an en- 
vironment. 
What can we do? 


We can be more flexible in the.ad- 
ministration of "routine" patient care. 
A typical hospital day may run some- 
thing like this: 
Hands and face wa
hed 7:00 A.M.; 
TPR's and BP's at 8:00. 12:00, 4:00 and 
8:00; 
Daily bath between 8:00 and 10:00 A.M.; 
Breakfast at 7:30, lunch at II :30, dinner at 
4:30 
Rest period 1:00 to 2:00 P.M.; 
Evening care between 8:00 and 9:00 P.M.; 
Lights out 9:00 P.M. 
These are the activities of a hos- 
pital - of an institution; but do they 
have to be the activites of all pa- 
tients in that hospital? If the indi- 
vidual's life schedule is the synchron- 
izer for his human body rhythms 17 
and if the environmental routine in 
hospitalization is drastically diffcrent 
from that to which the paticnt is ac- 


customed, what can we do? 
Bearing in mind that all above ser- 
vices must be carried out, could we 
allow our patients some freedom of 
choice in the timing? For who's benefit 
do we try to accomplish as much as 
possible between 7:00 and 3:00? In 
this era of patient self-care could not 
those patients accustomed to a night- 
time bath be allowed that? Unless our 
patients are suffering from infection 
or disease process which disturbs the 
temperature-regulating system of the 
body, must we take vital signs four 
times or even twice a day? Physiolo- 
gists tell us that the normal body tem- 
perature ranges from 97 0 F. to 99 0 
F. and varies with exercise and the 
surrounding temperature. IS Could the 
time for taking vital signs be set in 
late afternoon, at an hour convenient 
to both patient and nurse? 
Could our patients decide where 
they will eat? And, if there is no 
dining room where patients can take 
their meal with others at a table, could 
we put together some overbed tables? 
Could some of our patients decide 
when they will eat? Have we asked our 
patients if they are hungry enough to 
eat dinner at four-thirty in the after- 
noon? If they have such an early 
dinner are some refreshments available 
in the evening? We ask our kitchens to 
"hold breakfast" for diagnostic tests. 
Would the dietary staff give patients a 
one or two-hour range in which to 
choose meal hours? 
What can we do? 


We can use our physical presen- 
tation therapeutically. Patients fre- 
quently view a nurse's busyness - 
always on the go, always on her feet 
_ as somewhat intimidating and even 
frightening. Public health nurses, while 
visiting patients' homes, sit when they 
talk to patients. Do hospital nurses 
sit only when they are within the safe- 
ty of the nursing station? Sitting by 
a patient's bed would convey a feeling 
of interest, stability, and politeness. 
Anthropologists have found that 
when two North Americans are enga- 
ged in a personal conversation, they 
stand or sit approximately 20 to 36 
inches apart. This distance is main- 
tained with remarkable consistency,H1 
The 20 to 36 inches is an unwritten 
cultural rule nurses might be wise to 
follow. I am not suggesting that we 
pull out a yard-stick every time we go 
near a patient. but does violation of 
this rule have any significance to our 
patients? By standing in the doorway 
of the room or at the foot of the bed 
do we appear aloof and distant? By 
bringing our face close to that of our 
patient are we cncroaching on the 
limits of intimacy? 
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Therapeutic Psychosocial Environment 
I t has been said that a therapeutic 
environment should be clinically elas- 
tic; include an awareness of the pa- 
tient's growth and development and 
cultural background; be pervaded by 
an atmosphere of mutual trust and 
respect; be peopled by personnel skil- 
led in interpersonal relations. 20 
What can we do ? 
We can learn the social data of our 
patients. We know that "patients are 
persons." This may mean more to us 
if we consider, instead, "this person is 
presently a patient." What about this 
person may suggest differential me- 
thods of nursing care? We know our 
patient's name. It is his primary means 
of identification. Have we practised 
thinking of the patient with a name? 
Have we sensitized ourselves to ask 
him by which portion of his name he 
prefers to be called?21 
We know whether our patient is 
male or female. Certainly this indicates 
biological status, but it also suggests 
differences in work roles, social expe- 
riences, and attitudes. We can learn 
our patient's age. This not only indi- 
cates the number of years lived, but 
suggests likely interests, the psysiologL 
cal state, and whether relations with 
a peer group would be beneficial. 
We can learn of our patient's fami- 
ly. The family not only suggests the 
transmission of genetic traits, but also 
indicates some of our patient's social 
responsibilities and suggests the rela- 
tives who may be able to assist him 
toward recovery. 
We can learn our patient's occupa- 
tion. The occupation not only indi- 
cates how he spends one-third to one- 
half of his life, but also provides an 
opportunity to assist him in relating to 
the familiar; it may be a reminder of 
diversional or occupational therapy; it 
may suggest that this person is highly 
independent or dependent. 
We can learn our patient's educa- 
tional level. Education not only indi- 
cates a person's probable status in 
society, but also provides guidelines in 
talking to and teaching him; it may 
also suggest some of his interests. We 
can learn our paticnt's geographical 
background - from his place of birth 
.to present geographical associations. 
This not only enables us to "place" the 
patient, but may provide meaningful 
conversation, indicate the person's ha- 
bits and interests, and suggest conver- 
sational topics sometimes of vital con- 
cern (such as rain during the wheat 
growing season in the prairie pro- 
vinces). Should we concern ourselves 
with familiarizing exchange nurses 
with the pecularities of our province? 
I recall learning "Cockney" so I could 
communicate with patients in London. 
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We can learn our patient's ethnic 
or racial background. This suggests 
ho
 the patient may view the hospital 
envlfonment; how he may react to 
pain. It may provide him with oppor- 
tunity to recall the happy circum- 
stances of childhood. We can learn our 
patient's socioeconomic class. This 
suggests his tastes (food, clothes, home 
furnishings and conversation), his re- 
creational preferences, and his choice 
of friends. It also suggests areas where 
the hospital environment is unfamiliar 
and stressful; it may explain why some 
patients are "difficult" and others are 
"overcompliant."22 It may be an un- 
conscious conditioner of our approach. 
We can learn our patient's religious 
preferences. This not only indicates 
which clergy to caIl in the event of 
critical illness, but gives us the oppor- 
tunity to ascertain any patient's desire 
to receive a spiritual visitor. It may 
also point up a nursing responsibility 
as "middleman" in the care of those 
patients who equate a spiritual visitor 
with impending death. 
Obtaining social data may give the 
nurse a feeling of confidence in her 
approach to the patient. It may give 
the patient the feeling he is a person 
of worth. It does provide the familiar 
pattern of getting acquainted and sug- 
gests we cannot treat all our patients 
the same. 
What else can we do? 


We can practise some of our every- 
day social customs to make our patient 
feel at home. Upon coming to hospital, 
the patient is likely to be seeking a 
home-away-from-home with the psy- 
chological assets generally associated 
with the word. 2 :! Could persons in 
charge of admissions reproduce some- 
thing of the warmth of hospitality we 
transmit to our house guests? 
We might resensitize ourselves to 
what happens during a patient's ad- 
mission to hospital by spending a few 
hours observing in the admissions of- 
fice. Or we might assign some of our 
beginning nursing students to the task. 
Beginning students are much closer to 
the layman's point of view and are 
acutely attuned to occurrences that 
may distress a patient. 
Would the use of the stretcher pa- 
tient's name, and a light touch of the 
hand convey an aspect of the greeting 
and touching which is culturaIly prac- 
tised in our society? Could the per- 
sons who meet the ambulatory patient 
during his admission to hospital rise 
and shake the patient's hand? Some 
hospitals appoint professional nursing 
personnel to greet new patients and 
accompany them to their ward. 
Can we be certain that the direc- 
tions given to new patients to locate 


the correct corridor, elevator and nurs- 
ing station are precise? Would a print- 
ed map of the hospital territory to be 
traveled by the patient be of any 
value? Many hospitals post wall maps 
for visitors. 
Is it necessary to count every be- 
longing the patient brings with him, 
before we offer anything by way of 
welcome. A newspaper or an ashtray 
may be a symbolic way of making 
him feel at home. 
Do we use name tags in place of the 
social amenity of introduction? Know- 
ing our contact with the patient will 
be brief, do we assume he does not 
need to know our name? And now 
that we have identification bracelets, 
do we identify a patient by grabbing 
his wrist to check his name, without 
also asking him to introduce himself? 
What provisions do we make for 
our ambulatory patients to receive visi- 
tors? Certainly, the bedroom is not the 
customary receiving room. Can we 
encourage patients to use the lounge 
areas we have? Could we ensure some 
privacy to a family group by arrang- 
ing chairs "in the round" rather than 
lining the walls of the room? 


We can orient our patient to the un- 
familiar. To be sick is to be anxious. 
Anxiety is increased by fear of the 
unknown. Presumably, anxiety may be 
decreased by making the unknown, 
known. For tension to be reduced or 
minimized, patients need to be able to 
give meaning to the events that happen 
to them. A study of the effect of step- 
by-step explanation of the admission 
procedure illustrates this point very 
aptly. Compared with patients under- 
going the "routine" procedure, the 
"study" patients showed a lower blood 
pressure, and decreased heart and 
respiratory rate - clinical measure- 
ments that tend to elevate when a per- 
son is anxious. 24 This finding not only 
raises the question as to whether or 
not the admission vital signs are the 
patient's "normal" base line, it also 
suggests we should listen to what we 
say and what we do not say. Take, for 
example, the simple act of asking a 
patient to turn over in bed. We say, 
"Will you turn over?,' Our patient 
replies, "Which way?" Would it mini- 
mize our time loss and eliminate a pa- 
tient's uncertainty if we said, "Turn 
over on your right side?" 


We can take advantage of the hu- 
man need to socialize. Total isolation 
is always an intolerable situation for 
the human adult - even when phy- 
sical needs are met. Psychologists have 
found that the presence of others ap- 
pears to be more eagerly sought in 
anxious situations. 2 ;; It can be thera- 
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peutic, then, simply to be with the 
patient. Can the patient's visitors, or 
more precisely, his family, be thera- 
peutic? 
Recognition of the value of visitors 
has resulted in great relaxation in hos- 
pital visiting hour regulations. At the 
same time we have sought to protect 
the patient by establishing a "two visi- 
tor" limit. But have we considered 
that our patient is captive to all who 
may choose to descend on him? Are 
there some visitors that he may not 
want to see? We protect those patients 
who are critically ill, but what of all 
of our patients? Do we ask whom they 
wish to visit them? Could we relay 
that wish to the information desk 
clerk? True, some visitors will be dis- 
mayed at being turned away. It may 
be, however, that those same person!' 
never visited the patient when he wp' 
well and do so now out of guilt. And 
what of this two visitor limit? Does 
it represent merely a shuttle service? 
Does it take into account that a patient 
may have a particularly comforting 
family group of three? And if we bend 
the visiting rules on holidays, or place 
the burden of interpreting those rules 
on the nurse-in-charge. do the rules 
really provide any useful function? 
Why do we restrict children under 
16 or 14 or 12? Reasons such as pre- 
venting the spread of disease and pro- 
tecting children from disturbing sights, 
have been given. Yet this is not en- 
tirely logical. Mothers attending out- 
patient clinics are allowed to bring 
their children with them. What of our 
knowledge of the effects of a break in 
the parent-child relationship? Parents 
need to see their children and children 
need to see their parents. The simple 
reassurances that a familiar face is 
still alive and safe may far outweigh 
the psychological trauma of seeing that 
face in bed. 
Let us assume that visitors come 
bec:mse they are concerned about the 
patient and want to do something for 
him. Traditionally. they bring food 
and flowers in order to do something. 
Can we involve them in the patient's 
therapy? Here are some examples: 
I. With minimal instruction. a visitor's 
presence can be used to encourage and 
assist a patient who needs range of motion 
exercises. I recall a mother and father who 
had accompanied their 14-year-old son to 
all his physiotherapy treatments. The day 
of Seattle's earthquake, plaster fell and 
blocked the easy transport of patients. The 
boy could not be taken to the physiothera- 
py deparlment. The parents said. "That's 
okay. we'll do the exercise here." And 
they did. 
2. A visitor can feed a patient, or may 
be asked to assist in the plan to increa
e 
the patient's fluid or dietary intake 
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3. Visitors can even be taught !oome of 
the more complex procedures of patient 
care. [ once taught a patient's mother how 
to suction her daughter's tracheotomy tube. 
4. Most visitors wiII go to any length 
to get something for the patient. A book, 
toothbrush. and toothpaste, a magic slate, 
for the aphasic patient, or a wig for the 
post-craniotomy patient are useful gifts. 
Incorporating the visitor in the plan 
of care can have a threefold effect: 
the visitor feels useful because he is 
doing something; the nurse can con- 
centrate her time on more complex 
care; and the patient is aware that his 
family are not helpless bystanders and 
are interested in his recovery. 
The "Buddy system" in which pa- 
tients interact with patients can be a 
therapeutic tool in the hospital envi- 
ronment. The need to be recognized. 
the need to help others, and the need 
to share in common experiences is as 
much a part of some of our patients as 
it is of ourselves. Ileostomy and am- 
putee clubs are examples of the buddy 
system at work. Hospitalized patients 
are quick to orient newcomers to the 
peculiarities of the staff and the envi- 
ronment. Could we use this human 
tendency to help others? Could pa- 
tients perform tasks such as feeding 
another patient, teaching a favorite 
hobby, interpreting a foreign language, 
explaining ethnic customs, or arrang- 
ing food trays so patients may eat to- 
gether.:!'õ These activities may con- 
tribute to a patient's feeling of seIf- 
worth and usefulness. 


We can make our conversation 
therapeutic. "Every comment the nurse 
makes to the patient (or within his 
hearing) can be evaluated as having 
therapeutic or non-therapeutic value, 
i.e. it either contributes to his emo- 
tional growth or it reinforces his ill- 
ness.:!; What. in the everyday verbal 
exchanges with our patients, is con- 
sidered therapeutic? Assume that a 
patient has said to you, "This tube in 
my nose bothers me." The nurse 
might take a response at what psy- 
chiatrists call the content level. The 
content response is used to obtain in- 
formation or to focus on some aspect 
of the patient's statement. "What 
about it bothers you?" This response is 
close to the level of ordinary conver- 
sation. Care should be taken to avoid 
asking questions or making statements 
that allow the patient to respond in 
one word. He will usually respond to 
open-ended questions by enlarging on 
his concern. 
The nurse might male what the 
psychiatrists call a simple continuing 
response. The continuing response is 
used to encourage the patient to con- 
tinue talking. No attempt is made to 


influence the direction of thc discus- 
sion. An interested, expectant silence 
may encourage him to continue by 
providing time for him to collect his 
thoughts. A simple "Oh" or "Go on" 
leaves the direction of the discussion 
up to the patient. "Uh-huh" indicates 
that one is attuned to the conversation. 
The most effective response is reflect- 
ing - repeating the last few words of 
the patient's statement or, if it is short 
enough, the entire statement. This 
type of response does seem idiotic and 
gimmicky, yet patients are seldom dis- 
turbed by it and usually perceive it as 
a simple cue to continue. 
The nurse might make a response 
at the affect or emotional level. This 
is used to give the patient permission 
to experience or express a particular 
feeling, such as anger or tension. It 
also expresses the nurse's understand- 
ing and empathy. She responds with 
a statement indicating her perception 
of the patient's emotions. "You appear 
tense" or "You seem rather irritated" 
may assist him to directly verbalize 
feelings that he has previously express- 
ed indirectly. 
The nurse might make a directive 
response. This is used when advice, 
reassurance and/or suggestions is ther- 
apeutic. This response is deceptively 
simple. for example, "You might try 
lying on your side." The patient is 
bothered by the tube. Why not tell him 
to try another position? It is likely 
that he may have tried lying on his 
side. It is equally likely that some 
other person has told him to lie on his 
side. Before giving advice, the nurse 
must consider the therapeutic desira- 
bility of the moveP
 and whether or 
not the patient is really asking for ad- 
vice or whether his comment about 
the tube is an indirect expression of 
fear. anxiety or worry. 
Other therapeutic techniques of 
conversation are: 
I. the interruptinl( response: in some 
instances the patient may be rambling on at 
length, using constant talking defensively. 
Though it is usually besl to allow him to 
complete his thought, it may be necessary 
to remark "What is your question, sir?" or 
"Mr. A., at this point may I comment. ..1" 
2. the response which places the event 
in time or sequence: statements such as 
"What seemed to lead up to . . .?" and "Was 
this before or after...?" help the nurse 
and the patient to see the chronological 
order or perspective of occurrences. 
3. tile response which encourages com- 
parison: statements such as "Was this some- 
thing like...?" or "Have you had similar 
experiences?" may point out recurring 
themes. Similarities will provide the patient 
with insight as to the continuities and famil- 
iarities of his life: differences wiII help him 
look at the influence of each event. 
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4. the respollse which gives information: 

tatements such as "My name is . . .," "I am 
here to . ,.," and "I'm taking you to 
the. . ," simply makes the facts available 
to the patient. This information outlines 
the role of the nurse and the purpose of 
the nurse-patient relationship. This techni- 
que develops the patient's trust and the body 
of knowledge from which he is to operate. 
5. the response which summarizes: state- 
ments such as "You said that. . ." or "You 
and I have discussed. .." organize the im- 
portant points of the discussion and assist 
the patient to grasp the significance of 
what he has said. 29 
The above techniques and other ex- 
amples of both therapeutic and non- 
therapeutic responses are discussed in 
Interacting with Patients by Hays and 
Larson. The authors point out that 
verbal interaction is one of the nurse's 
primary tools in assisting the patient 
with his emotional problems - prob- 
lems that occur in the physically ill 
as well as in the mentally ill. 


We can avoid stereotyping our pa- 
tients. Stereotyping is something We 
all tend to do. It is so convenient to 
pigeon-hole our patients into catego- 
ries. They may be "cooperative" or 
"uncooperative," "dependent" or "in- 
dependent," "good" or "bad." There is 
a danger in casting people into molds. 
The mold suggests "our attitude to- 
ward the patient, and our attitudes 
condition us, imperceptibly perhaps, in 
the care we give the patient."30 Psy- 
chologists tell us that the attitude with 
which we meet a person will be reflect- 
ed back in his response. Our concern 
must be. then. with the energy the pa- 
tient expends in reflecting back our 
attitude. For example, a highly inde- 
pendent business executive who, upon 
becoming a patient, decides it is wise 
to be dependent. His signal light is 
constantly on. he demands continual 
attention, he reports irrelevant symp- 
toms, he acts like a child. Is he like a 
child because we expect him to behave 
like a child? Can you imagine his dis- 
may and conflict when we are disturb- 
ed that he exhibits child-like behavior? 
We must attempt to understand and 
accept each patient's behavior as his 
unique response to illness. This achiev- 
ed. our patient will have the energy 
and. possibly. the motivation to change 
that behavior. 
Dr. Hildegrade Peplau has said 
that we cannot expect to change others 
unless we first change ourselves. What 
can we do to avoid stereotyping? We 
could use inservice educational pro- 
grams. led by psychiatrists, psychiatric 
nurses. or mental health consultants. 
Personnel working with patients could 
bring to these conferences real or h" 
pothetical problems to be analyzed. 
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Detailed descriptions of good and bad 
points could be presented. In such a 
setting the needs and feelings of both 
the patient and the nurse could be ex- 
plored under expert guidance. 31 
We can recognize that nurses too, 
have psychosocial needs. New techni- 
ques and equipment have been intro- 
duced to our hospitals and include a 
variety of disposable equipment. inter- 
communication systems. and central 
cleaning and sterilizing. Ward seCre- 
taries do the paper work; housekeep- 
ing departments keep the hospital 
clean. All this has been effected to 
lighten the nurse's load. We have 
fought for monetary rewards. fringe 
benefits and shortened hours of work 
to increase job satisfaction. But, to 
adequately fulfill their role in the ther- 
apeutic environment nurses must have 
certain emotional supplies of their own 
- emotional supplies that are not en- 
tirely provided by a disposable syringe 
or an increase in salary. And I am 
not implying that we don't need salary 
increases. 
Nurses need approval; they need to 
have a sense of accomplishment; they 
need to feel their job is important; 
they need to be part of a group; they 
need security; they need support in 
anxiety-inducing situations; they need 
to have a sense of contributing to the 
overall objectives of the organization, 
and they need to know the results they 
have achieved.:!:? The nurse, as well as 
the patient. is an individual. 
Do nurses participate in the organ- 
izational decision-making? Are nurses 
informed of the decisions that are 
made? Are they assisted in forming 
effective work groups? How many per- 
sonnel are removed from a work group 
at one time? Does someone tell the 
nurse she has done a good job or that 
her patient recovered because of good 
nursing care? Does all communication 
proceed from the top to the bottom? 
Is there opportunity for lateral commu- 
nication or even bottom-to-top commu- 
nication by a direct route? Are there 
guided opportunities where nurses can 
exoress their feelings about talking 
with dying patients or about the heroic 
measures employed to maintain life? 
Are nurses challenged with their indi- 
vidual responsibility? 


A Plan for Action 
I have raised more questions than 
I have answered. We do not have all 
the answers; there is much we cannot 
change. But, the single theme I have 
tried to point out is this: We do nurse 
in a highly organized, bureaucratic 
society. Because we need a certain 
amount of routine we sometimes find 
ourselves enmeshed in it. We have, as 
a result, thought it better to treat all 


patients the same. We also nur"c in an 
age where individuality is of great 
value. It may be best to treat all pa- 
tients as different and to allow them 
reasonable control of their environ- 
ment. The following is a "beginning 
plan" suggesting an approach to indi- 
vidual patient care. 
Take a thoughtful, comparative look 

t the surroundings in which your pa- 
tients are placed. Compare the hospital 
room with your own bedroom; the 
lounge with your living room; his visi- 
tors with persons you receive in your 
home; the provisions he has for pri- 
vacy and socialization with the pro- 
visions you make for these yourself; 
the way you meet patients with the 
way you greet your personal guests. 
The comparisons may prove enlighten- 
ing and suggestive. 
If admission is a time of high anx- 
iety, the professional nurse should ad- 
mit the patient to the ward. This time 
could be used for an organized collec- 
tion of social data and an orientation 
of the patient to the physical and so- 
cial environment. 
The professional nurse should spend 
an assessment period with the patient 
sometime during his first 24 hours in 
hospital. She can use this time to de- 
termine his daily routine, to discover 
the visitors he really wants to see, to 
pick up the clues that will influence 
his care. 
This nurse should communicate her 
findings to the staff who will adminis- 
ter the care. Written communication 
reaches the greatest number with a 
minimal loss of time. A Kardex (dis- 
tinct from the one on which treatments 
and medications are recorded) may 
be used. The nurse may write: 
Takes daily tub bath in evening. 
Talk with wife regarding possibility of 
helping with exercises. 
Wants curtains drawn. 
Move bed to window as soon as pos- 
sible. 
Restrict visitors to A., B., and C. 
Reassessment periods at appropriate 
intervals should be planned to eval- 
uate the patient's changing condition. 
Changes must be communicated to the 
nursing staff. 
Tn conclusion. then. what can we do? 
We can look for the opportunity to 
create a therapeutic environment. We 
may find it in the least likely places. 
We can believe that nursing is thera- 
peutic. We can recognize that a thera- 
peutic environment is not such a new 
idea. Hippocrates said, "It is not 
enough for us to do what we can do; 
the patient and his environment. and 
external conditions have to contribute 
to achieve the cure."33 
This is our challenge - and our 
responsibility. 
THE CANADIAN NURSE 
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Legal Problems in Care 


The enactment of laws governing hos- 
pitalization in psychiatric facilities is, by 
virtue of the Canadian Constitution, a 
matter for the provincial legislatures. Each 
province has passed its own laws in this 
regard and uniformity among the provinces 
does not exist. Many jurisdictions recently 
have made, or currently contemplate mak- 
ing, significant changes in this field of 
legislation. 
A sound statutory scheme regulating 
mental hospitalization should take into ac- 
count good medical practice and recent 
advances in PSychiatric knowledge, while 
at the same time. safeguard the rights both 
of the individual and of the community. 
On a practical basis, the legislation can be 
considered adequate only if it meets in an 
effective manner any factual circumstances 
that may arise. Certain legislative trends 
are evident. There is a marked movement 
toward greater informality of admission. 
Indeterminate duration of compulsory hos- 
pitalization is giving way to limited per- 
iods during which an unwilling person may 
be hospitalized. Continued hospitalization 
beyond the prescribed period is authorized 
only after the hospital authorities consider 
the patient's case afresh. Review boards 
of various types are being established under 
the law to enable a patient to test. both 
summarily and inexpensively. the propriety 
of his detention. 


The law in 
ome jurisdictIOn
 provide
 
that th:: m.magement and control of the 
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property of certain legal categ06es of pat- 
ients automatically pass to a public official 
or body. The theory behind such a law 
is based upon the assumption that anyone 
who requires compulsory hospitalization 
is also incompetent to manage his estate. 
Strong arguments are presented to rebut 
this theory. It is seldom denied that the 
fact of hospitalization affords an appro- 
priate opportunity to investigate and de- 
termine whether the patient is competent in 
this regard. It is felt, however, that many 
patients are competent to manage their 
affairs notwithstanding their need for hos- 
pitalization. 
If this view is adopted, and the issues 
of hospitalization and competency to man- 
age affairs are separated, certain problems 
arise. Who shall determine a person's com- 
petency? What criteria will govern this de- 
termination? Once declared incompetent, 
how will a person's competency in law be 
restored? Will a third party be reluctant 
to transact business with a patient under- 
going psychiatric treatment in an institu- 
tion, despite the fact that the patient has 
not been declared incompetent? 
There has been a tendency by some to 
consider a person as either competent or 
incompetent for all purposes generally. All 
too often this has been tied to mental hos- 
pitalization: those inside the hospital are 
said to be incompetent, those outside, com- 
petent. There should be a recognition that 
a person. whether in hospital or not, may 
be competent for some purposes. but not 


for others. It is folly to determine collect- 
ively such matters as capacity to operate 
a motor vehicle, draw a will, marry, pro- 
secute or defend a law suit, responsibility 
for crime. liability for negligent conduct. 
etc. Each of these questions must be de- 
termined individually, bearing in mind the 
relevant criteria applicable to each. 
Where the behavior of a mentally dis- 
ordered person constitutes criminal con- 
duct. the proper disposition of his case 
is often a problem. In Canada, the picture 
is complicated by the fact that such an 
individual may come under the legal juris- 
diction of two levels of government. 
Whereas the law as respects mental hospital- 
ization is a matter for each province, the 
field of criminal law and procedure i
 
within the legislative sphere of the federal 
government Will the individual be treated 
as an accused or a sick person - a pri- 
soner or a patient? Admittedly, this is a 
universal problem, but the particular divi- 
sion of legislative authority in Canada 
aggravates matters. Because no on60 level of 
government has the exclusive power to 
tackle the entire situation, problems reach- 
ing serious proportions arise from time to 
lime. Only through real and continuous 
Ü1ter-governmental cooperation on a pract- 
ical basis can satisfactory solutions be 
reached in all cases. - BARRY B. SWADRON, 
Director, Study Project on Mental Health 
Legislation. Ontario Dept. of Health. Ex- 
cerpts from address given at Mental Health 
Seminar held in Ottawa early in 1965. 
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Society, Sociology and Health 


An eminent Canadian nutritionist 
in discussing his subject, pointed out 
the difficulties of being an expert in 
nutrition, since every person, with 
some justification, considered himself 
to be an expert in this field - prin- 
cipally because everyone had been 
eating all his life. He went on to point 
out that this also gave him the autho- 
rity to teach the subject since he, too, 
could say "I have eaten." On this same 
basis, a person who is not a sociologist 
can discuss sociology and some of its 
inter-relations with health. His quali- 
fications for doing this are that he has 
lived all his life in society. 
It is evident that the influence and 
nature of social structure cannot be 
ignored. Our daily lives are shaped 
and influenced by the society in which 
we live. It is, however, quite another 
thing to have any true understanding 
of a society and the many complex 
inter-relationships of the various facets, 
functions and groups within it. To 
have an understanding of society as 
opposed to an individual feeling about 
it, it is necessary to have what Dr. 
R.E.L. Watson I has termed "a sociolo- 
gical imagination." 
It might even be said that almost 
everything the sociologist observes or 
reports is perfectly evident, but it must 
also be added that these observations 
were not so evident until the socio- 
logists reported them. 


Dr. Mackenzie is Assistant Professor, 
Department of Preventive Medicine, Fac- 
ulty of Medicine, University of British 
Columbia. This address was the opening 
lecture of a reading course on Sociology 
and the Health Worker for British Colum- 
bia Public Health Nurses given by the 
Departments of Continuing Medical Edu- 
cation and Preventive Medicine. 
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An introduction ('0 a reading course in sociology. 


C. J. G. MACKENZIE, M.D., C.M., D.P.H. 


Sociology is not a particularly new 
science. A case can be made that it 
is indeed a very old interest; however, 
it is relatively new to health workers. 
Until this decade, very few people 
would have thought it necessary for 
doctors and nurses to have any courses 
in sociology, and even today this re- 
quirement is far from universal. How- 
ever, the form and nature of a society 
does much to shape the health and 
wellbeing - or lack of them - of 
its citizens. This has been evident since 
the beginning of recorded history and 
in the future we can expect a growing 
interest amongst health workers in the 
findings and theories of the socio- 
logist. 
Public health nurses are in daily 
contact with the influences of society, 
and in their work, they are primarily 
interested in those influences which 
affect the health of individuals. Most 
nurses are all too familiar with the 
multi-problem family and the deplor- 
able conditions that can result to the 
mental and physical health of indivi- 
duals when the family structure breaks 
down. The changing patterns of various 
diseases, the changing trends in birth 
rates, and a host of other statistical 
and personal observations of their 
daily work are readily observable 
sociological phenomena. What is not 
so well understood, and is by no 
means as obvious, is the possible 
underlying causes for these trends and 
the palpable reasons for some of 
these phenomena. 


A Common Ground 
Perhaps we should consider some of 
the common ground between the 
health sciences and the social sciences. 
Both observe certain basic phenomena 
and both take the same point of de- 
parture. For example, the social scien- 
tist is as interested in vital statistics 


as is the health scientist. 2.3 Both note 
with equal accuracy the birth rate and 
its trends; both are interested in the 
death rate - but for somewhat differ- 
ent reasons. Both observe the natural 
increase, though this figure may inte- 
rest the social scientist more. The 
health scientist may have passing inte- 
rest in immigration as this may intro- 
duce new diseases into a society or 
cause an upsurge of diseases that were 
not formerly a problem. 


We can take, as. an example, the 
relative rise to prominence of trichin- 
osis in British Columbia with the large 
influx of Germanic peoples whose 
social customs and food habits tend to 
favor the spread of this disease. The 
social scientist would be interested in 
this particular small bit of information, 
but would tend to direct his attention 
more to the influence of a large scale 
immigration on the previous popula- 
tion of the area and the changes 
brought about within the immigrant 
population by settlement in a new 
society. He goes further, and examines 
the background, philosophy and idea- 
logy of the immigration policy set up 
by the inhabitants of an area, and 
studies the effect of these policies on 
the actual immigration. 4 He then goes 
on to observe the influence of the im- 
migrants on the society and the result- 
ing changes in the immigration policy. 
We in the health field will observe an 
influx of immigrants of various ethnic 
backgrounds and in time may detect 
certain changes in disease and in 
health, which in part we may attribute 
to the immigrants. The sociologist is 
far more sophisticated. His view of 
immigration is much wider than the 
fact that a large influx of Germanic 
people might raise the incidence of 
trichinosis, whereas a large influx of 
Jewish people might tend to lower it. 
THE CANADIAN NURSE 



The social scientist will take the 
factors of birth rate, death rate. im- 
migration and emigration, and use 
these to study the trends and changes 
within the size and nature of a popu- 
lation. The health worker is more 
likely to accept the natural increase as 
shown by the census and other figures 
as a simple fact and let it go at that. 
The health worker will observe changes 
in the birth rate and view them more 
or less simply as changes in the birth 
rate. More philosophical health work- 
ers may view with contentment or 
alarm the fluctuations either upwards 
or downwards, depending on their 
philosophical outlook. The s 0 cia 1 
scientist will attempt to find why these 
changes have taken place. He may in- 
dulge in comparative studies between 
birth rates in industrial and non-indus- 
trial countries. He will document the 
trends in fashion which cause the 
number of children in a family to 
change from a previous norm of 
five or six to about one during 
the great depression to the present 
fashionable three. If he is bold, 
he may attempt to prophesy on the 
basis of his observations as to what 
future trends may be. In doing this he 
is frequently as wrong as health scien- 
tists and vital statisticians. 
In recent years the health scientists 
have tended to interest themselves in 
the methods of the sociologist. This 
has been particularly valuable in some 
aspects of epidemiology, and helps to 
document the effects of social influen- 
ces on disease. 5 The nature and scope 
of these social influences is still left to 
the social scientist, but it is very im- 
portant that the health scientist be 
aware of what the social scientist is 
finding OUt. 6 . 7 
We might use. as an example of the 
influence of sociology on medical book- 
keeping, the trends of the selected 
infectious diseases used as indices by 
the World Health Organization. One 
such index is the death rates from a 
group of infections (diphtheria, malaria, 
measles, pertussis, streptococcal infec- 
tions, smallpox, tuberculosis. typhoid 
and paratyphoid, typhus and other 
rickettsial diseases).8 It is noted for 
example that deaths from this group 
of diseases have declined in Canada 
from 95 per 100,000 in 1931 to about 
five per 100.000 in 1960. 9 This is a 
fairly readily observable medical fact. 
We note, too. that deaths from the 
same group of diseases varied consi- 
derably from country to country. If. for 
example. we take the year 1957. when 
deaths from this group of diseases 
stood at approximately 10 per 100.000 
in Canada. we see that: Australia had 
approximately the same death rate; 
VOLUME 61, NUMBER 11 


Denmark had approximately one-half 
Canada's death rate; Finland had a 
death rate of about 40; Portugal about 
70; the United Kingdom about 12; the 
United States essentially the same as 
Canada. Heavily industrialized states, 
such as West Germany and Japan, 
had rates of 18 and 55 respectively.lo 
Here again. we have a relatively sim- 
ple medical fact. 
The epidemiologist might ponder 
why these differences would exist. If 
he was wise, he would turn to the 
sociologist who would be able to bring 
forward a host of relevant and contin- 
gent social phenomena which exist in 
each of these countries and which 
might influence death by these diseases. 
He would probably observe that Aus- 
tralia, Canada and the United States, 
all of which had almost identical death 
rates from these diseases, had definite 
similarities in their societies; that Fin- 
land, for the year in question, and by 
reason of its history, geography, ethnic 
make-up. political organization, etc., 
had a number of marked differences 
from an otherwise seemingly similar 
country. Denmark. If we take an 
extreme between two European coun- 
tries that are somewhat similar in 
size, namely Denmark and Portugal, 
where Denmark had a death rate for 
these diseases of about five and Por- 
tugal of somewhat over 70, we might 
observe a great many fairly obvious 
social differences. Denmark. by the 
definitions of sociology, was a modern, 
industrialized, democratic, prosperous 
state; Portugal. by these same defini- 
tions, was an agrarian society with a 
monolithic government and some feu- 
dal institutions surviving from the 
medieval period. There was evidence 
of potential civil strife at home, and 
rebellion in its colonies. The social dif- 
ferences between the various classes 
in Portugal were well marked. Un- 
doubtedly. a complex class structure 
exists in Denmark. as it seems to 
everywhere, but in all probability the 
"'layers" have been pressed together 
and in many instances the interfaces 
between them considerably blurred. 
In dealing with the almost infinite 
number of variables within and bet- 
ween societies, the sociologist might 
also include in his observation, the 
difference in the death rate for 
selected infectious diseases as de- 
ined by the World Health Organi- 
zation. for such a phenomenon 
might in fact be a cause as 
well as a result of some of the social 
phenomena observed. A high death 
rate, for example, is nearly always ac- 
companied by a high birth rate. A 
high death rate tends to influence the 
social outlook of the people towards 
death. It may influence their family 


organization, their religious practices, 
and their commercial enterprises. These 
factors in time may have a feed-back 
relationship to the birth and death 
rates. 
Both the sociologist and the health 
scientist are naturally vitally interested 
in that period of human endeavor bet- 
ween birth and death. The health 
scientist is most interested to see that 
these two milestones are separated as 
widely as possible and that the period in 
between is as free from infirmity and 
disability as possible. The sociologist 
undoubtedly shares this same outlook. 
but he is able to define in this period a 
definite form and structure which 
we recognize as society. This is 
by no means a fixed and homo- 
geneous structure. but an ever- 
changing and variable one. Society 
changes with time, through its 
various stratas and with the age co- 
horts within it. The place of a child in 
a society is vastly different from an 
individual in the productive middle- 
years of life. which again is different 
from the position occupied by the older 
age groups. The 400-year old sociolo- 
gical observations of Shakespeare iI1us- 
trate this last point: 
And one man in his time plays many parts, 
His acts being seven ages. At first the 
infant 
Mewling. and puking in the nurse's arms. 
Then the whining schoolboy with his satchel 
And shining morning face, creeping like 
snail 
Unwillingly to school. And then the lover, 
Sighing like furnace, with a woeful ballad 
Made to his mistress' eyebrow. Then. a 
soldier, 
Full of strange oaths. and bearded like the 
pard, 
Jealous in honour, sudden and quick in 
quarrel, 
Seeking the bubble reputation 
Even in the cannon's mouth. And then, the 
justice. 
In fair round belly, with good capon lined. 
With eyes severe. and beard of formal cut, 
Full of wise saws and modern instances. 
And so he plays his part. The sixth age 
shifts 
Into the lean and slippered pantaloon, 
With spectacles on nose, and pouch on side, 
His youthful hose well saved, a world too 
wide 
For his shrunk shank. and his big manly 
voice, 
Turning again toward childish treble pipes 
And whistles in his sound. Last scene of all, 
That ends this strange eventful history, 
10; second childishness and mere oblivion, 
Sans teeth, sans eyes. sans taste. sans 
everything. l1 


This description still fits the male 
population of the average nursing dis- 
trict. as most nurses will agree. 
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Seeing Ourselves 
The society which obviously influ- 
ences us most, and therefore is the 
one that should interest us the most, is 
the one in which we live. We have 
readly available to us for observation 
- at least in some of its aspects - 
the Canadian society. Since most of 
us have either grown up in Canada or 
have lived in this society for a number 
of years, we may feel that we are 
quite familiar with its form and struc- 
ture. This is undoubtedly true since it 
would be exceedingly difficult to live 
successfully in society without at least 
a superficial knowledge of its laws, re- 
quirements, limitations and taboos. We 
may also be aware of certain differ- 
ences between Canadian society and 
other societies. People who are immi- 
grants into the Canadian scene will be 
able to compare it very graphically 
with the society in which they formerly 
lived. Individuals who have traveled 
will be able to note at least some dif- 
ferences between the Canadian society 
and even one very similar to it, say 
the United States. We are also pro- 
bably aware, by reading the newspa- 
pers, that there are considerable re- 
gional differences within the Canadian 
society. While these perhaps are not 
as great as the newspapers might some- 
times lead us to believe, it is quite 
obvious that there are a number of 
quite divergent ethnic groups. This 
fact is very evident even within the 
borders of British Columbia. In this 
province, we are in a position to 
observe some of the most divergent 
ethnic groups to be contained within 
almost any society. Many of us may 
have entered into debates at one time 
or another as to whether some of our 
ethnic groups are so divergent that 
they may in fact be beyond the pale 
and cannot be considered part of the 
society. Such a discussion is obviously 
academic, because the very physical 
presence of these groups places them 
within the society, unless of course 
the society - which fortunately it 
shows no tendency to do - decides 
to annihilate them or to wall them 
off in ghettos. 
One of the best comprehensive sur- 
veys of the Canadian society - one 
might say perhaps the only compre- 
hensive survey of the Canadian society 
in a fairly succinct form - is laid out 
in Canadian Societv: Sociological Per- 
spectives edited by Bernard R. Blishen, 
Frank E. Jones, John Porter, and the 
late Kaspar D. Naegele. In the preface 
to this book, which Dean Naegele has 
entitled "Some Reflections," he has 
given. in a very clear and graphic 
style. a broad outline of the factors 
which influence society, and points to 
the dynamic process by which society 
898 NOVEMBER 1965 


in turn influences the factors which 
influence it. The book itself is a series 
of papers written by many different 
social scientists. It is a relatively long 
book of about 500 pages, but even so, 
it cannot encompass every aspect of 
our society in all its details. It does, 
however, point the way to many of 
the factors which do shape our society, 
and should form a rational basis for 
the individual to view the society 
about him in a new light, and to make 
sensible observations and deductions 
about what he sees. 
The book covers the population 
trends and the forces which influence 
them in Canada in the manner which 
has been previously outlined. A whole 
section on kinship explores such phe- 
nomena as married women workers, 
or marriage and family among some 
of our ethnic groups. Another section 
on work touches on the nature and 
control of labor unions, the world of 
the agrarian worker, the military, the 
business field and the practice of med- 
icine. There is a section devoted to 
authority and political behavior, but 
these phenomena are discussed as an 
important influence on various aspects 
of the society throughout the book. 
The book also deals with religious 
traditions and institutions. and inclu- 
des a section on the Doukhobors. 
In the last section, it discusses so- 
cial stratification. Relatively speaking, 
Canada is a classless society. It might 
be more accurate to say that in Cana- 
da the social stratifications are relati- 
vely unobtrusive, but it is quite obvious 
that vast socio-economic differences 
still occur. Differences exist between 
ethnic groups, even between French- 
speaking and English-speaking Can- 
adians. There is, however, a mobility 
between the various stratifications in 
our society. These may occur from 
generation to generation or within a 
single generation. A rural worker may 
follow the now prevailing trend and 
move to an urban setting, and this 
mayor may not influence his posi- 
tion in the social strata. There is also 
a discussion of the influence of educa- 
tion on social class, and throughout 
the book it is pointed out that educa- 
tion or lack of it influences conside- 
rably more than social class. 
The book contains about the only 
workable listing of a socio-economic 
scale for Canada. It defines seven ge- 
neral classes in the Canadian society. 
rated against a scale. At the top of 
social class I. sit judges. dentists, physi- 
cians and surgeons. with scores of 
90. 82.5 and 81.2. There are no fe- 
males on occupational class I. Nurses 
find themselves slightly ahead of so- 
cial workers (male) in social class II. 
At the bottom of the list are food 


canners, curers and packers, and hun- 
ters and trappers. The latter have a 
score of 32.0. This table alone, from 
the point of view of medical workers, 
makes the book of vital importance. 
There is certainly considerable room 
for debate on the accuracy of this par- 
ticular socio-economic classification 
which is based almost entirely on oc
 
cupation - which, as you know, is 
exceedingly difficult to ascertain some- 
times, particularly if an individual has 
not worked at any occupation for 
many years - but it is certainly 
the best list that has so far been devi- 
sed. The book should be virtually re- 
quired reading for any nurse and, at 
the very least, should be remembered 
as a reference. 
Since the science of sociology is so 
intimately intertwined with the health 
sciences and with everyday living. it 
behooves the health worker to become 
familiar with this growing discipline. 
In the everyday work of a public 
health nurse a fairly detailed know- 
ledge of the findings of sociologists is 
essential, and a reasonable knowledge 
of the contribution of sociology is 
required today of every citizen who 
hopes to be reasonably well informed 
and who would like to try to have 
some understanding of our complex. 
dangerous and exciting modern world. 
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Psychological Care 


of Patients 


With Catastrophic Illness 


News 01 or the occurrence 01 a serious illness such as a stroke, a coronary 
attack or the diagnosis 01 cancer all lead to a basic problem: 
individual response to acute stress. 


IAN W. D. HENDERSON, M.D., F.R.C.S. (c) and JANE E. HENDERSON, R.N., B.N. 


When tragedy occurs, it happens 
to a person with a particular person- 
ality and a special set of goals, values 
and ways of coping with stressful situa- 
tions. Each of us has a characteristic 
way of responding to anything which 
may threaten to interfere with our 
normal way or tenor of life. Some tend 
to minimize the situation, while some 
deny the exjstence of the threat and 
try to rationalize the causation. Others 
exaggerate the situation in which they 
find themselves and gain the attention 
they seek by increasing their depen- 
dency on others. Still others may mo- 
bilize anger, blame and defiance of 
their own ill health, while focusing 
their energy on outside provocation. 
On the positive side, we express our 
health and well-being in terms of our 
ability to engage in certain forms of 
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activity that we have come to identify 
as signifying intactness, safety, and a 
sense of belonging. For example, a 
heavy laborer may react only slightly 
to a situation in which difficulty with 
speech occurs, but in which his mus- 
cular system remains intact; a teacher 
with the same disability may well 
be precipitated into a severe depressive 
reaction. 
The same strivings and defence 
mechanisms that characterize the in- 
tact individual persist in the sick pa- 
tient. The person who all his life has 
shown a tendency to minimize and 
rationalize in the face of any obstacle, 
handicap or defect, will respond to 
severe illness by the same denial of 
the fact that anything is wrong. This 
is quite common in stroke patients 
(ansognosia) but is less common in 
those who have cancer. In stroke, it is 
due to the lost ability for abstract 
throught, or "concreteness" of thought 
mechanisms. An example of this could 
be "What I feel, I have; what I can't 
feel, isn't mine. I cannot feel the arm 
that is in my bed; thus it must be 
someone else's." 
In cancer or any catastrophic ill- 
ness, we might first ask whether or not 
the patient should be told "the truth." 
In general, the answer is in the affirm- 
ative, although one may choose to 
spare the patient the details of his 


down-ward course. The diagnosis 
should be realistically discussed but 
the prognosis subjected to some 
degree of circumlocution. After 
many years of experience, the 
authors believe that the wishes of 
the relatives in this regard should be 
firmly resisted. It is often felt by the 
family that the patient will be happier 
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if told that he has something less than 
a fatal condition: this, however, is 
usually not the case. Recently, we were 
told by a patient's wife that if her 
husband were to know his diagnosis 
"he would take a revolver to his head" 
without further consideration. She pre- 
faced this statement by saying that 
nobody could know her husband better 
than she, as they had lived together 
for almost 40 years. Notwithstanding, 
this patient was told the truth about 
his condition and proved most grateful 
and amenable to the care that he was 
given over the ensuing five months. 
His main disappointment expressed to 
the authors was the fact that his wife 
could so misjudge him, and his reac- 
tions, after such a long and happy 
marriage. Notwithstanding this general 
rule, it is wise to be cautious with 
patients who have had previous mental 
illnesses. those in particular depres- 
sions. or patients who have earlier 
watched a loved one in the family go 
through an identical or similar illness. 
The usual first reaction to extremely 
bad news is disbelief. The thoughts 
that run through a patient's mind are 
often. "It can't be so"; "There must 
have been a mixup with the speci- 
mens"; or "It was only a bad dream 
that I had." 
Normally, however, acceptance oc- 
curs quickly. and with it a mild reactive 
depression. This clears spontaneously 
in about 48 hours, after which the 
patient anxiously asks, "What are we 
going to do about it?" During this 
48-hour period the patient must have 
someone with whom to discuss the 
situation. A member of the staff or 
family can act as a listening post. It 
will quickly become apparent that fear 
underlies a great deal of the patient's 
thought processes. 


T HE first fear is the feeling that 
he or she will now be an outcast. This 
is often referred to as the "neighbors" 
who "will whisper" that Mrs. so-and-so 
has had a "stroke" or "has cancer." 
Secondly, it is often the feeling of 
a patient who is of an independent 
frame of mind that "everyone is going 
to feel sorry for me." The "indepen- 
dent" person is. of course, not a par- 
ticularly happy one and this is under- 
standable if we remember the well 
known division of psychological chan- 
ges during maturity achievement. De- 
pendence I is the state of the child. 
At this level of maturity the child is 
dependent upon its parents and is cons- 
tantly a
king for something. In simple 
terms the key phrase here is "depen- 
dence on getting." The second stage, 
or Independence belongs to the adoles- 
cent and teenager. This is often the 
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stage of rebellion against authority 
when we hear statements like "I can 
stand on my own feet and make my 
own decisions" or "nobody has to tell 
me when to come in at night." Unhap- 
pily, many adults think that this is 
the sign of maturity; in fact it is not. 
The properly matured adult enters 
what has been called Dependence ll. 
In this stage we reverse the childhood 
state. The normal adult is only truly 
happy when he is giving rather than 
getting. We might recall at this time 
the Scriptural truth which declares 
that it is more blessed to give than to 
receive; this is indeed excellent psy- 
chology. The key word here is Interde- 
pendence, where we know what we 
must give of ourselves or of our pos- 
sessions to others. and at the same 
time know how to accept the help of 
others when this is required. 
The third fear of the patient may 
be related to pain or suffering or pos- 
sible mutilation by surgery. Fear of 
this type may occur in dreams be- 
fore an operation when the content 
relates to something that is destroyed 
or injured. For example, a mother 
may dream of serious injury to her 
child by an accident, or the bite of 
an animal, or may dream of a fire in 
their home. These night-time problems 
should be controlled by means of 
adequate sedation, although in older 
people barbiturates are best avoided. 
The last fear concerns death itself. 
This is individually determined and 
proportional to the degree of selfworth, 
to life valuation, and to a large extent 
is colored by religious belief. Some 
doctrines instil a great deal of fear 
rather than love into their philosophy 
and members show acute anxiety about 
death. Some teach a God of Justice 
rather than Love and Mercy and pos- 
sibly for this reason one is sometimes 
faced with families which collectively 
or individually plead for a prolonga- 
tion of their loved one's life. The pa- 
tient himself may entreat the physician 
not to let him die. At least one patient 
known to the authors openly declared 
that he needed time to change some 
things about his way of life. 


T HE relatives often react more vi- 
olently than the patient. There are a 
number of common immediate reac- 
tions. The first bewilderment is evi- 
denced by questions such as "Why did 
this have to happen to my husband, 
who never hurt anybody in his life, 
and who has so much to live for?" 
This question is unanswerable, of 
course, for it is most difficult to ra- 
tionalize the situation. Both nurses and 
doctors. however. must be very patient 
and listen more than speak. If some- 


thing must be said. it is ah...ays pos- 
sible to say that death must come for 
everyone and one cannot say at this 
time how long the patient may have 
yet to live. The tragedy is most noticed 
when a comparatively young or very 
young person is stricken with a fatal 
disease. There is a deeply sensed loss 
of present and future happiness in the 
death of a young person and this is 
most frustrating for relatives. It can be 
explained that there are no "whys" 
in this universe, and just as floods and 
drought and pestilence occur to good 
and bad alike, so do illness, separation, 
pain and death. For Christian relatives, 
one may point out that the most im- 
portant part of the Lord's prayer is 
"Thy will be done," and that the 
prayers of the family should ask for 
courage and fortitude to go through 
this "vale of tears." The anxiety of 
relatives lasts about one week during 
which they, too, may need help with 
sleep. Commonly, members of the 
family awaken every hour or two and 
think of the patient in hospital, the 
diagnosis, and the future. 
The second reaction by relatives is 
an escape mechanism. This is parti- 
cularly seen in an already neurotic 
personality, or one with schizoid tend- 
encies. There may be attempted refuge 
in alcohol. At the same time, there is 
little or no appetite, and evidence of 
depressive psychomotor retardation. A 
person with this reaction, bady needs 
a friend, brother, sister or clergyman 
with whom he can talk, and express 
his feelings. 
The third reaction, which can be 
overwhelming. is one of acute depres- 
sion. This, in general, is found to have 
an underlying factor of guilt. Suddenly, 
one who has not been fully appreciated 
stands a chance of being taken away 
by death. All the tender emotions 
come close to the surface; repeated 
spells of crying are the giveaway clues 
in both men and women. Such people 
certainly need help, but should not be 
given the so-called "mood elevators." 
If anything, a mild tranquilizer will 
help, but even this should not be 
overdone. These relatives must be al- 
lowed to go through this phase. other- 
wise the memory of these awful hours 
and the total illness will become buried 
in the unconscious with a great deal 
of repressed emotion, and in turn may 
become manifest as a psychoneurosis. 
It is especially important to avoid this 
repression if there is a chance that 
the relative might later remarry. and 
be asked to love totally a second 
spouse. A common reaction of persons 
with a sense of guilt is a tendency to 
go "down-town" and buy. buy. buy 
for the patient in hospital. They are 
of course simply saying. by this action. 
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that they will now "try to make up 
for all these years when I did so little." 


TURNING once again to the patient, 
in the immediate preoperative phase of 
an extensive operation, there will be 
some degree of depression if he has 
been told the truth kindly, but realis- 
tically. On the other hand, there will 
be anxiety if he has not been told 
what is to happen in the operating 
room. The authors are in agreement 
that mild depression is better than 
anxiety, for it is easier to handle. The 
key word at this time is Hope. 
There are a number of postopera- 
tive psychological phenomena which 
are well recognized. As they are of 
extreme importance to nurses they are 
summarized as follows: 
1. Most patients exhibit regression 
postoperatively. This is almost a return 
to the Dependence I stage of develop- 
ment. The patient is anxious, helpless 
and childlike or may be constantly 
complaining. While this behavior is 
alright for a few days, the staff should 
make a point of not allowing it to 
become chronic. 
2. Anxiety is found either alone or, 
more commonly, in association with 
other postoperative mechanisms. It 
should be understood that as a result 
of surgery there has been a sudden 
change in body image. There may be a 
concomitant fear of rejection by hus- 
band or wife. This is most commonly 
found after operations on the breast, 
uterus, vagina, penis or face. Patients 
may fear that they are no longer ac- 
ceptable, especially if the previous 
personality type was such they used 
physical or sexual attractiveness as a 
basis for admiration, friendship or 
marriage. The easily recognizable 
symptoms of anxiety include insomnia, 
tachycardia, sweating and restlessness. 
3. Depression follows a sense of 
loss. This includes the feeling of body 
loss in a somatic sense as well as loss 
of the valued life-activities that are 
associated with loss of an organ. Again, 
this is most commonly seen in opera- 
tions on sexual organs of both men 
and women. It may, however, occur 
in persons whose sense of worth is 
highly dependent upon their being able 
to perform services for others. The 
subsequent inability to serve, results 
in a loss of self-esteem and is mani- 
fested by depression. It can also occur 
when a situation develops where a 
wife rejects her husband's sexual ad- 
vances after he has had something 
like a colostomy. Perhaps the most 
common patient-type to express symp- 
toms of depression is the male who 
has had an operation on his sexual 
organs or one who has sexual impo- 
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tence following abdominoperineal rc- 
section of bowel. All depression in- 
volves anger directed against oneself. 
In a sense the patient's body has 
"failed" him and disrupted his whole 
life. 
The symptoms of depression include 
expressions or ideas of worthlessness. 
The patient is unable to read or con- 
centrate, and if there is underlying 
guilt he may be tearful. In a few in- 
stances a suicidal tendency may occur, 
but this is most commonly expressed 
as "I wish I had died on the operating 
table" or "I wish I would not waken 
tomorrow morning." Rarely is there 
any thought of taking his own life. 
4. Hostility is common. The surgeon 
may be seen as the injuring agent, but 
usually because of fear of retaliation 
the resentment is displaced to nurses, 
social workers or family. The patient 
shows what seem to be paranoid tend- 
encies, but he is, in fact, only project- 
ing his anger. He may suspect that 
there was a mistake in the diagnosis, 
or that treatment was much too ex- 
tensive, or even unnecessary. He 
sometimes becomes suspicious of the 
motives of his family. 
It is important for the staff to 
realize that there usually is nothing 
personal about this hostility and that 
outwardly directed anger is much bet- 
ter than self-directed hostility. The 
hostile patient commonly does very 
well in the long run. 
5. Hypochondriasis is an association 
of depression and paranoid feelings. 
It occurs in masochistic individuals 
who have self-destructive tendencies. 
In this situation, however, the patients 
are projecting their own hostile self- 
destructive tendencies to the staff and 
expect that they are going to be left 
with serious residual injury. They feel 
that their bodies are forever weakened, 
and that they can never function prop- 
erly again. This mechanism is seen 
in women after operations on the 
ovaries and uterus. In men, it often 
follows orchiectomies and in both 
sexes it occurs after gastrectomies and 
colostomies. The prognosis is poor. 
6. Counterphobia is, in simple 
terms, "bravado" behavior. It may 
lead to quite inappropriate and foolish 
behavior as in those patients who 
refuse to accept the fact that they 
must allow their bodies a period of 
convalescence and rcst. It is important 
for staff to recognize that this type of 
behavior is always a veneer covering 
an underlying depression. 
7. Obsessive compulsive reactions 
usually result after operations on the 
urinary or rectal sphincters. especially 
when ileal conduits have been fashion- 
ed or colostomies instituted. In our 
society, acts of excretion of urine or 


feces are íorbidden subjects uf con- 
versation, and certainly not demon- 
strable in front of others. There is 
nothing quite so private in our day 
and age as the bathroom. With arti- 
ficial bladders or colostomies, patients 
live in constant dread of "spillage" 
and are mortified by the sound of es- 
caping gas and odor that may result. 
8. Schizophrenia is rare, and when 
it does occur, it is usually transient. 
It is sometimes of the paranoid type. 
These patients may be harboring in- 
tense guilt feelings about some pre- 
vious forbidden activity such as mas- 
turbation, illicit sexual knowledge, or 
the bearing of a child out of wedlock. 
They look upon this operation as 
punishment for these actions. There is 
also a self-directed rage and this, if 
lasting, implies a poorer prognosis. 


WHEN illness is recurrent or there 
has been metastatic spread from 
a previously operated carcinoma, there 
are new sets of reactions both in the 
patient and the family. The initial 
hopes of total cure have now faded 
and there is a general sadness on the 
part of the patient concerning family 
loss. In addition, there is worry of 
various kinds about the family situa- 
tion in the absence of the patient. 
Occasionally, one finds resentment 
against religious belief at this stage. 
This is understandable when one re- 
alizes that, during the previous months 
or years, the patient, his family and 
his friends have all been praying for 
his health and recovery. Suddenly, it 
appears that prayer has been of no 
avail, and a feeling of skepticism 
takes over. If the patient is feeling 
this reaction, it is usually best to advise 
the family to keep their clergyman 
away for the time being. Otherwise, 
a feeling of hostility and resentment 
may prevail and spoil a relationship 
that can be most useful at later stages. 
Certainly, by this time, all spirit of 
independence has left the patient and 
he has become very dependent 011 his 
doctor. Now, more than at any other 
time, the patient needs a medical ad- 
viser to trust; one who will help the 
condition if it is possible; who will be 
near and available when help is need- 
ed; who will make sure that he does 
not suffer too much; and who will 
allow him to die with dignity. It is 
important for all staff to make a 
patient in this situation feel that he 
is still a "whole human being" and 
not just a person condemned to die 
and about to be discarded by society. 
Friends. however. often find it very 
difficult to talk to such persons. The 
patient. therefore, likes to be near 
doctors and nurses who can still ac- 
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cept him. Married people are better 
off in this regard than single individu- 
als, but it should be realized that the 
patient at home may become very 
self-centred and selfish. Even their 
children may become for them a 
nuisance. 
These patients need, more than any- 
thing else, understanding and sympa- 
thy. This is not the time to "dig for 
conflicts" - in other words, rarely is 
a psychiatrist of much help. Interest 
should be maintained in a number of 
outside activities: for example, travel 
(if the patient is able), study of books, 
flowers, animals, and birds may help. 
Films and television may prove most 
useful, while for some women fashion 
shows. fashion magazines or house 
plants may take their mind off them- 
selves. It is still mandatory that some 
degree of hope must be maintained. 
"Mood elevators" at this stage may 
help to moderate the underlying im- 
patience at the length of the illness, 
and the continuing weakness. It is 
unkind to tell a patient hospitalized 
for recurrent carcinoma that he will 
soon be fine, or to say that he will be 
out of hospital soon and home with 
his family. Instead, it is better policy 
to state soon after admission that our 
goal is "such-and-such" and that our 
aim is to have the patient home in 7 or 
1 0 or 14 days. It is also permissible 
at this stage to inject a little doubt, 
by saying that various tests or x-rays 
may show up problems that are not 
immediately suspected and that these 
too may have to be looked after or 
treated. 


WHEN death is obviously near, 
most patients are apathetic and dis- 
interested in abstract values. There is 
not much to be gained by trying to 
discuss the weather, the news, or even 
stories about their relatives. Too 
much emphasis on food intake, fluids, 
bathing. hair care is irritating rather 
than comforting. The staff looking 
after a patient at this stage should 
realize that in all animals, including 
man, there is an unconscious know- 
ledge of impending dissolution or 
death. This in previous times was 
called angor animi or "anguish of 
spirit," and is manifest consciously as 
withdrawal and concentration on things 
of the moment. 
Difficulties arising at this juncture 
are often due to the fact that nurses 
and doctors find difficulty in commu- 
nicating with the patient. The staff 
does not know what to say or how 
to act. Staff may thus be "cheerful" 
and by their attitude deny a know- 
ledge of impending death. This, un- 
fortunately destroys the patient's faith 
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in thc staff, and at the samc time 
inhibits him from dealing with the 
situation realistically or honestly as he 
perhaps now feels ready to do. Or, 
the staff might avoid the patient as 
much as possible, as the situation is 
difficult to face and traumatic when 
encountered. Perhaps above all else, a 
dying person fears desertion. He or 
she is incapable of standing and fight- 
ing alone, and this is realized either 
consciously or unconsciously. He has 
come a long way alone. Everyone's 
life is full of experiences, both happy 
and unhappy, but no matter how long 
or short, it has been an individual and 
incomparable life, and one which has 
been coped with as thought best. At 
the end of this life, one can usually no 
longer cope alone, and desperately 
fears desertion. To protect themselves 
from being ignored, patients frequently 
use attention - seeking mechanisms, 
sleeplessness and idle "chattiness." If 
we do not meet their need, "demand- 
ing behavior" is all the more common. 
Possibly, the most helpful way in 
which the staff can communicate with 
a patient who is dying, is merely the 
meeting of him or her on his "own 
ground." As mentioned earlier, the 
dying person tends to concentrate on 
the moment: the pain of the moment, 
the appetite of the moment, the weak- 
ness or dizziness of the moment. This, 
then, is the plane on which staff must 
communicate with the patient. "I see 
you ate all your toast this morning - 
what an improvement over yesterday!" 
or "What a shame you could not eat 
all your toast this morning, but you 
know how days change. Tomorrow (or 
lunch) will probably be better." "Re- 
member that your body is good at 
knowing what it needs - if you fee] 
sleepy,then rest; and when you wake 
you might feel like some tea." Thus 
each tiny aspect of the day is a goal. 
If met and overcome, it becomes a 
great success; if missed, it may be 
compared with yesterday or the hope 
of tomorrow. Unfavorable comparison 
may precipitate a depression difficult 
to handle. To avert this, bear in mind 
that all goals must be realistic. 
Nearer death the overcoming of 
pain is often the only goal. Many 
patients fear taking "too much" anal- 
gesic. Therefore, it is important to 
observe carefully for unspoken signs 
of pain: restlessness, sweating, and ir- 
. ritability. In these circumstances the 
patient should be asked if he has pain. 
If it is explained that tolerance of 
pain will not improve the condition, 
but may further hamper him, he will 
more readily accept a pain-relieving 
compound. For example, a patient in 
pain does not expand his lungs as well 
as possible, does not eat as well as 


he could, and does not move about 
in bed or get up in his chair as he 
might otherwise be able to. Getting 
rid of the pain, therefore, seems to 
be the logical thing to do. 
Some nurses or doctors tend to feel 
that this approach is deceitful, in that 
they know that any small victory will 
not affect the inevitable outcome. 
However, the patient is not fooled in 
the slightest and likewise the staff 
must not allow themselves to be fooled. 
Both realize that the end is near, but 
as in any field of tactics, there must 
be objectives and rewards. If the future 
is limited then objectives are propor- 
tionally limited, but they are never- 
the less just as important, if not more 
important, than they ever were at 
any previous time. 
For the family at this juncture there 
is usually nothing but sympathy. In 
general, families are in complete un- 
derstanding that everything which 
medical science has to offer has been 
tried. Notwithstanding, death is inevit- 
able and quite near. Some families 
may want another "consultant" and 
some may want to show doctors and 
nurses a magazine or newspaper clip- 
ping that extols a new "miracle" drug. 
These should always be taken and 
read with sympathy, and a sensible 
explanation given as to why this sub- 
stance would not help. Occasionally, 
problems may occur with ethnic groups 
that beseech the medical and nursing 
staff not to let the patient die. These 
pleas must be ignored, for they are 
merely indicative of selfish, demanding, 
and self-pitying motives. When an 
"explanation" of the death is demand- 
ed, it is wise to assay the religious 
basis of the patient and the family 
before answering. The authors have 
developed different types of answers 
for the agnostic, the practising Jew, 
the devout Roman Catholic, and the 
staunch Baptist. This point need not 
be elaborated. and is mentioned only 
to re-emphasize the fact that sympathy 
is only possible when the meaning of 
that Greek word "feeling with" is 
understood; this cannot be done on the 
basis of ignorance of the basic con- 
cepts on which the patient's previous 
life has been lived. Speaking medically, 
it is usually enough to say that the 
patient. if he were to have lived, 
would have been a cripple in terms of 
lung heart, or kidney. or would never 
be completely out of pain or suffering. 
Death should be seen as a friend 
rather than as the classic "Grim Reap- 
er" with which the medical and nursing 
professions are supposedly in constant 
conflict. Nothing is less true! Just as 
we help people into this world. we 
also help them as they go. One func- 
tion is just as important as the other. 
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A sensi ive accoun # two tudents ' reactions to th death 0# a child. 


EilEEN BEGINS ALONE 
The first time I heard the name 
Randy Roberts was on February 20, 
J 964, when the little boy to whom 
this name belonged was assigned to me 
for care. Little did I guess what this 
child would come to mean to me; nor 
did I realize how much I would learn 
while caring for him. 
Randy was four years old and had 
a diagnosis of Tetralogy of Fallot. He 
was scheduled for a cardiac cathete- 
rization and had already received his 
preoperative sedation. When I entered 
the room, I saw a sleepy little boy in 
a wheel chair. He was in a knee-chest 
position, clasping a small, stuffed, pink 
rabbit. He was small for his age, had 
marked cyanosis of the lips and nail- 
beds, clubbing of the fingers, and a 
generally dusky.....appearance. After 
saying "hello" to him, I inttoduced 
myself to his parents, \ both of whom 
were obviously upset and apprehen- 
sive. I told them that I would be with 
their son throughout the morning. 
Randy was falling asleep in the 
wheel chair. Finally, his father told 
him that it was time to put his rabbit 
to bed, since it could not go with him. 
At first Randy refused to give up his 
favorite toy, which was his liason bet- 

,.., 
Miss Nau and Miss Pearlman wrote this 
study during their junior year pediatric 
experience at the College of Nursing, Uni- 
versity of Florida, Gainesville, Fla. 
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ween "íÜmseIf and the staff. Mr. 
Robertt" put 
 the rabbit in bed, 
covered it up, and explained why 
it had t remain there. Although it 
was obviously difficult for him to be 
firm with Randy, he was able to set 
limits for the child, all the while in- 
dicating his deep lDve. He then picked 
I Randy up and carried him to the 

tretcher that was watting in the hall. 
Randy curled up on the stretcher and 
was soon sound asleep. .. 'L 
I stayed with Randy in the cardiac 
catheterization room until the proce- 
dure was ready to begin and com- 
forted him by holding his hand and 
talking to him during the few intervals 
he was awake. I then watched the 
procedure on a closed television circuit 
in the next room. During this time I 
left the room frequently to visit the 
child's parents. "It helps' to know 
you're with him," they told me. To 
them, [ served as a source of com- 
munication between the waiting room 
on the pediatric floor and the cardiac 
catheterization room The questions 
they asked were simple ones which 
showed their concern for Randy. "Is 
he asleep?" "Is h crymg?" "When 
will It be over?" "When can we see 
hIm. Often. they just needed someone 
to listen to them and it was unneces- 
sary for me to say anything. 
The Roberts had known about 
Randy's condition and the seriousness 
of it since he was six months' old. 


They had long ago accepted the fact 
that surgical intervention would some 
day be imperative. They had one other 
child, Patty, who was seven years 
old, healthy and in school. 
When I left, Mrs. Robert asked me 
if 1 planned to look in on Randy 
after class. I told her that I would 
stop by the cardiac catheterization 
room and then visit them in the wait- 
ing room. I had never realized that 
my presence, or that of any nurse, 
could mean so much to the family. 
When I returned to the cardiac cath- 
eterization room that afternoon, I 
found that Randy had just been taken 
back to his room. The cardiac cath- 
eterization had shown severe pulmonic 
stenosis, right atrial enlargement, and 
collateral vascular compensation. The 
oxygen concentration of his blood was 
30 per cent (normal is usually about 
90 per cent) and his heart was found 
to have been taxed to its maximum. 
I went upstairs to see Randy. He 
was asleep and his parents were with 
him. They thanked me for coming 
back and said that they were planning 
to return to their home shortly and 
would come back for Randy's surgery. 
However the parents decided that if 
the surgeon could perform the opera- 
tion at this time, they would remain 
in the city. 
Arrangements were made and Ran- 
dy underwent surgery on Monday. 
February 24. The Brock procedure, a 
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direct operation for pulmonic stenosis o'clock, an emergency tracheotomy experiencing, she will communicate her 
to increase the flow of blood to the was performed, and the Bird respira- sympathetic feelings. When the parents come 
lungs was performed. After the opera- tor attached to it. Aramine had been to trust the nurse, she needs to be ready to 
tion, I told Mr. and Mrs. Roberts that added to the intravenous infusion understand them and their feelings. Some 
J would remain with Randy for a fluids to maintain his blood pressure. parents feel the need to talk about their 
while in the recovery room. I found A urinary catheter had been inserted; child and their own feelings, and will seek 
him in the intensive care unit sur- his urinary output was carefully meas- comfort from the nurse in doing this. 
rounded by doctors. He resembled ured and the specific gravity was re- When I returned to the Intensive 
only slightly the little boy I had seen corded frequently. He had been placed Care Unit, Susan, another nursing 
before the operation. He had res- on the hypothermia blanket to lower stuùen came with me. I had pre- 
ponsed from the anesthesia only his temperature and reduce his meta- vlOusly discussed Randy and his condi- 
by a weak ll16MIÏng and an occa- bolic rate. He had severe cerebral tion with her Her company that after- 
sional movement of.. hi
 arms. edema and papilledema. A nasogastric . noon meant far more than I realized 
He held hts neck quite rigid. tube had been passed and was at- at the bme. 
An intravenous infusion of Iso':-, tached to intermittent Gomco suction. : ,It did not take Susan long to become 
Iyte-P was running in his left ârm and Randy, whose color was now beautl- inter
ted in Randy. We both learned 
a blood pressure cuff was wrapped fully pink (the oxygen concentration that it is essential to have someone 
around his right arm. The electrodes \ of his blood was now 100 per cent), with whom to discuss the feelings 
from the cardiac monitor had been Was completely comatose. jM which arise from situations like this. 
attached to his wrists. While the doc-'- I stayed with the c1uld throughout From this time on, we worked together 
tors tried to get a blood sample, I the 'morning, helpmg the registered as a team, both.in the care of Randy 
held Randy's hand and could feel his nur!>e who worked constantly with mm. and in assisting each other through 
little hand tighten on mine as he felt We took his vital signs. turned him what became both a learning and a 
the pain he could not cry about. frequently, measured his urinary out- } J helping experience. 
When I first saw Randy like this, put, observed the drainage from the l. 
I was frightened. He had so many nasogastric and chest tubes, and 

 SUSAN BECOMES INVOLVED 
tubes and instruments attached to him watched carefully for anr change. ;i. The intensive care unit is a big, 
and looked so small and helpless. 
- Ra!1 d y was 
omatose a
d his eyes re- I,h busy area with many machines and 
though I was concerned about him, mamed partially open. Smce they were strange looking devices I had seen it 
my first thoughts were about. his !10 longer secre
in
 their own pf<;>tect- before, but that day 
hen I walked 
parents and how helpless and fnght- Ive flUids, we Irngat
 them With a in with Eileen my eyes focused on 
ened they must be. My n
xt feelings ster!le ophthalmic solution and taped only one of th'ose beds. Lying there, 
were those of my own madequacy. stenle eye pads over 
hem to protect so st"I1 among the many electronic de- 
What could I do to help Randy? How the corneas from drymg. Although I vices was a little boy - the boy who 
c.ould I help support the family? Some- felt quite helpless, I. held 
andy's w
 'to become our Randy. I could 
time later, I f
und some of the answers hand. and talked to him, hopmg all well imagine how frightened his par- 
to these ques
lOns. the time that somehow he could h
ar. ents must have been when they first 
I stayed WIt
 Ra
dy throughout the t. me or feel the contact, and pra m saw him after surgery. The life-sus- 
afternoon, taking his blood pres
re, that he 
ould 

on r
spond. &, Á taining intravenous infusion hung 
temperature, pulse, and respiratIOns Randy s condition did not change at' above his head with Aramine in it. a 
every 15 minute
. His pulse could 
ot all the entire morning. Bef
r
 I went -Bird respirator clicked monotonou
ly 
be palpated, but It could be h
ar
 With to class, I s
opped by the wa.ItIn
 room away as it breathed for Randy through 
a stethosc,?pe. Freque
 suctIonmg of on the p
dl
tnc floo
 to see ,
IS par- his tracheotomy. The cardiac monitor 
the secretIOns from his mo
th was ents. TheIr f

st que
!lOn was, Is th
re beeped out the sounds of his little 
also necessary. One m
rked dlffer.ence a!1y 

ange? then: Is the doctor with heart as it fought to keep beating. The 

as .that Ra
dy had httle cyanosl
 of him? I st yed with them as long as large hypothermia machine stood at 
hl
 hps or naIl-be
s Mos
 of the tIme, I could. Be
ore I left, Mrs. Roberts the bottom of his bed, humming away. 
I Just talked to him, hPpmg he would asked me If I would return after A light blanket covered the tiny pink 
respond in some way. ( The only. way class. Knowing .ho
 m
ch this meant body. My e es focused on a 
weet, 

e responded 
as b)' an oc
aslonal to them, I saId . yes. When they sleeping. lIttle face. I never saw Randy 
tlghtemn
 of his hand.oq mme and thanked me, I rephed that I was sorry open his eyes, never heard his young 
by moamng. 
t one ,
Ime, I ,thought that I could d
 no more. .Mrs. Roberts childish voice, yet my heart went out 
that I heard him. call .mama, \ 'but as told me that It help
 .Iust to kn
 to him completely and I grew to love 
I ne
er heard h l again I cannot be th.at someone was WIth Randy: I re- him as much as any who had previous- 
certaIn. 
 (ah
ed that the doctors 'Yere with. the ly been caring for him. 
When I left 'the surgical unit that child for only short peno?s of. t!
e; We talked with the nurse who was 
evening. Randy was not fully con oth
r than the three bnef vISIting watching Randy and found that his 
scious, but did appear to be s
wing penods a day. I was the p8J'ent
' o!1 l y condition was "very grave - little 
more response I told his parents that m.eans . conta\. d commumcatIon hope." I looked at his little hand and 
I had to leave, but that I would be With their son. instinctively held it in mine, as I could 
with Randy the followmg morning. 
 Being familiar with and so close to transfer some strength, life, and love 
The picture I saw when I entered the situation, I was able to give these to him. It was a warm, soft, child's 
the intensive care unit on Tuesday was parents some of the understanding and hand, one that I would hold many 
quite different. My own heart almost support they needed. According to times in the coming days. 
stopped when I looked at Randy; Blake,1 the nurse does not need to When we left, quite reluctantly, his 
obviously his condition h::td grown express her sympathy verbally to bring condition was unchanged: blood pres- 
worse instead of better. At 6:00 A.M., comfort to the parents: sure maintained by Aramine; no pal- 
he had had respiratory arrest. For If she brings the child maximum com- pable radial pulse; blood pressure only 
about an hour, he was maintained by fort, keeps the parents informed about his by brachial palpation; no voluntary 
mouth to mouth resuscitation. At 7:00 progress and understands what they are movement; some reflex movement in 
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the feet; pupils markedly fixed; com- lips were dry and cracked and we put shoulder and say, "Randy, it's Daddy. 
pletely comatose. glycerine on them often. We con- Talk to Daddy." There was pleading 
Seeing him like this was difficult tinued the eye and mouth care. His in his voice. No one could stand coldly 
to accept. The little boy, awake and nasogastric tube and urinary catheter by, unaffected. It was hard on every- 
talking a few days before, now lay so had to be checked frequently to make one. We wanted to help so much, but 
lifeless. We talked on our way home. certain that they were patent and there was nothing we could do. After 
Randy was in very poor condition, we draining well. He had to be suctioned a few minutes, they would look at 
knew. His chances of surviving were often. His nail beds and lips had to be each other and leave - always arm 
almost non-existent, but we could not observed for cyanosis. All of this was in arm. Their closeness helped them 
help having a small spark of hope, done in the hope of keeping our little to ace the tragedy. ' 
even as nurses.. and lOW' g the pro- Randy alive. On Thursday, Randy was placed on 
bable outcome When we left, we would talk about Levopbed, SInce the Aramine was no 
The next day we began a pattern his condition and any changes e saw. longe strong enough to maintain his 
that was to c"ntinue in tbe days to always remembering that his chances ,blood pressure. We began to notice a 
come. Before. between, and after"' of recovery were slim. / 
 change in the attitude of those con- 
classes, we headed for the second . Another thing we did rtmtinely was cemed with Randy's case. The doc- 
floor surgical suite 
md the intensive \something many people thought vel') tors would come in, look at him. shake 
care unit. Each time,..as we stepped strange. We talked to Randy. Hearing thèir heads and walk away. The prog- 
through the swinging doors, we would is the last sense to leave and thç first ress notes repeated, over and over, 
stop and listen for the familiar beep to return. Even tbough Randy was "prognosis grave, condition poor, little 
of the cardiac monitor that told us completely comatose, we felt that he hope." As we observed these attitudes 
Randy was still there. At first we felt might be able to hear us. We would in the doctors, we were bewildered, 
we were intruding - that we did not come.in and say, close to his ear, "Hi, confused, and frustrated. We looked 
belong there. But that soon passed. Randy, we're back. Your mommy and I for some sign of encouragement to 
One big help was Miss Jeffery, the daddy were here today. They came to j show that they hadn't given up. It was 
young registered nurse who cared for see you." or "Keep on trying, Randy." only later that we realized that this 
Randy on the day shift. She always Randy's favorite rabbit had" bren was probably their means of defence 
smiled. an understanding, welcoming brought down from the pediatric unit. 1 against the deep emotion and frustra- 
smile, and asked us to come over. We We PQt it next to him one day and told hon they were feeling. It was almost 
watched her with Randy, her skill and him i was there. This proved to be as If th Y were trying to prepare 
gentleness. and we always felt secure too much;........ emotionally, for those themselves for the future. They would 
when we left him with her. The first around, so we put it back on the shel examine him quietly and walk away. 
few times we only watched; then, near his bed. They freely answered our questions 
gradually, we helped. Randy was not -- about his condition, in fact even en- 
the only patient in that unit and, as A TEAM APPROACH uraged them. 
much as we wanted it. the nurse could Often \\ hen we visited Rand w... Because of the cerebral edema. 
not be with him every minute. C saw the parents sitting in the waiting Randy's temperature was lowered with 
His blood pressure and pulse lad 
 room. Thetr untold hours of waiting, the hypothermia blanket to 30 o -32 0 C. 
to be taken every 15 minutes
 A accompanied by anXIety, WaJ almost Later. it was decided to try to warm 
stethoscope was useless in getting the unbelievable. As expres
ed b) ana him up gradually. First 34 0 C. was set. 
faint pulsation from the brachial ar- writer. "The gnef of the parents of then 36 0 C. Randy wouldn't warm. 
tery. Miss Jeffery showed us how she the dying child is particularly poignant Hyperthermia and blankets got him to 
got it by palpation (fmding the beat and painful to witness."2 After we about 34 0 C and no further. This. too. 
with fingers, pumping the cuff with saw Randy, we would make sure that was discouraging. but we did not 
the other hand until it wI! cut off, we said a few words to them. They quite give up hope. 
th
n letting the air opt un
il the pul- would ask
 us how he was and if there.J On Thursday night, we saw the 
satIon could be felt. (This was the was any change. We'would tell them Roberts in the cafeteria with their 
systolic pressure. the diastolic was that he w
s the :wne! that the doctor daughter, Patty. They looked happy as 
never obtained.) The pulse w
s count- had been In to see hl!ll. or any other they talked with their little girl. We 
ed by the beeps on the m.omtor. The words. that we coul.d frnd to help k
ep stopped and said "hello." Mr. Roberts 
two of us soon becam
 skilled at get- them m contact wIth what w gOIng introduced us and said "Patty these 
ting the blood pressure. Between the 
m b
hind the c1?
ed doors of t
e lIfe Randy's friends." 'That w
s the 
thre
 of .us, one would usually be .able mtenslve care. umt. Once, Ran
y S nicest thing he could have said to us. 
to fmd It. [t ";'as hard and at tImes mother asked If we talked t<;> 
m. Later, when we were leaving the 
so very fru!ltratblg that we wanted to When we told her that we did, she hospital, Patty came up to us and 
screaf!! until we got i.t. The Aramine was gr
atly pleased and relieved;, A
- asked. "How is Randy? How is my 
sometimes hact to be IDcreased before other tIme. Mr. Roberts told tiS. This brother?" This was one of the hardest 
we could find the pulse at ap. waiting is. the h
rd

t thing I have things we had been asked. Hoping 
Soon th
 <c,taff 1eamed that they ever done ill my hfe. Our few words that if we did not answer her. she 
could trust U5- nd hegan to accept us - and the knowledge that we were there would not ask again. we continued to 
as part of the team. One of us would meant a great deal to both of them. talk as though we hadn't heard her. 
work for the blood pressure while the One of the hardest things for us Patty asked again. "How is Randy?" 
other would count the pulse, take the to watch was when they were allowed How's my brother?" Not able to think 
temperature. and check the tracheo- to come into the intensive care unit of anything else. we said. "He's 
tomy and Bird respirator. We would for a few minutes. Always holding asleep." She then asked. "When's he 
turn him every two hours and rub hands, they would walk in with an going to wake up?" She was told, 
his skin with lotion. His arm began expression of determined courage. "Well. he's kind of lazy." This seemed 
getting red from constant finger pres- They would stand there beside his bed to satisfy the child for the time being 
sure under the blood pressure cuff and and look at him quietly. Many times and she went back to play in a wheel 
we applied lotion there frequently. His his father would gently touch his chair that was in the lobby. 
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Friday, after class, we again went to put a note on Randy's chart that can help the parents in this situation 
to the intensive care unit. They were in case of his death, he was to be by showing interest in them and their 
busy with many patients and seemed calIed at any time. We wanted him to child, by serving as a source of com- 
glad that we were there to hdp with be with Randy's parents at that time munication, and by simply being avail- 
Randy. We both noted that his color and were relieved and pleased at his able as a listener. We learned how the 
was rather gray and that his lips and request. parents of a fatally ill child may 
nail-beds were cyanosed. We felt un- When we left the hospital that even- handle their feelings. 
easy as we checked him. We watched ing, we planned to return to the in- Mr. and Mrs. Roberts had known 
him closely and calIed a nurse when tensive care unit in the morning. But, th Randy i1 poor prognosis. 
the Levophed needed to be increased before we ever reached the hospital Through mutu
 unper tanding, they 
or we were unsure 0 something. we were informed that Randy ha seemed àble to StlppE> and help each 
When the evemng shift arrived we- died during the night. The hard ords. óthe ace e reality of the situa- 
found that the nurses hadn't worked '\ fell on us like a heavy blow Thpy tlon Th!.s reality is often one of the 
with Randy before. w-e realIy felt left us numb and disbelievin . Rand.y mos difficult things to accept. It was 
needed that night and bec;1't1Se we weT
 had be slightly improved wherf' we difficult for us to accept it, until we 
worried about Rand , we felt th'1Í 
 bad lef
 ach of us cried., but only bad had time to work out our own 
couldn't leave. 
 briefly. Most of the hurt was too feelings. During the long, hard days 
At one point the monitor started" deep inside to emerge. W pulle OUf- '. that followed surgery, Randy's par- 
acting strangely. The stead}', constant ...selves together and deçi ed to go to ents had a chance to work out many 
beeps became irregular. We called the..... the hospital. We had many questi6ns of their feelings and to grieve; yet 
nurse immediately. We were frightened in our minds. What had happened? hi they could still cling to a small piece 
and tense, for we feared Randy's Why? Were his parents. therè? Was", of hope, just as we did. Ours was a 
heart was failing. With the nurse' Reverend Brooks with. them? . <<louble task. We were experiencing a 
help, we discovered that the cotton We first went to the intensive care pediatric death for the first time and 
under the electrodes needed moisten- umt and decided not to telI the nurses ð1 had to work through our feelings be- 
ing. Another time, the respirator - that we knew about Randy. We w
nt':'''/Jore we could effectively help the 
whose rhythm was all too familiar to ed to know what they would say. As pflI'ents. 
our ears - sounded strange. Again, we passed through the SWinging doors, We l
,itrned that people express their 
an overwhelming fear gripped us. It we stopped. The familiar", bC{;:p was fee1ìng.! i
 1nany ways. The doctors 
was found that the tracheotomy needed silent. When we turned iI\to the room, wl)tr'We '[aw so often before Randy 
suctioning. Numerous times it was nec- the bed was gone. Randy was gone. died. [lOW 
d as if we had never 
essary to increase the Levophed. This The grim reality hit hard. A nurse met rhis was perhaps their way of 
was one aspect of Randy's care for came up and, before we could say COpini. with Randy's death. 3 
which we could not assume responsi- anything, said.l "You're ooking for E n though Randy died, we felt we 
bility; we always calIed the nurse. Randy? H expired last nigh." nc had given him the best possible care. 
There was one 9uiet note of en- cold: hard sentence 
ht' kn. v. no ......w, e grew to love t
is little boy and 
couragement. It's lIke having a no- t detads Later we reali ed this ":'11$ J ,
Il never for
et. him nor what w.e 
hitter going - you don't talk ahout probably the only w.. s e 'uld tearned from him In the way of physI- 
it; but we were both thinking it. HIs handle it herself. ; ,,'-... al and emotional nursing care. Many 
temperature had risen from 34.8 0 C. We went to t: pt:diatric unit\m(j 'We referred to our experience as 
to 35.4 oc. since we had been there were told tha his parents had co
e unfortunate." Yes, it was unfortunate 
that afternoon. For the first time, we and taken his things. They left his that Randy died and that his parents 
used an ordinary rectal thermometer toys, but took one fuzzy, pink bunny suffered so, but it is not unfortunate 
instead of the one used. for readings with them. The chaplain had been with that we were the
e and were able .to 
under 35 0 C. We kept remembering them. 'll \. 'help Randy and þl
 parents as we did. 
what the doctor had told us: if Randy The rest of the day w_s'!utde. We Each of r allzes th.at we 
ould 
showed just one change for the better, talked a lot about that tittle fellow, n?t hay gone through this e
penence 
his outlook would improve. W(f kept what he had meant to us, a,nd what without the help, understandIng, and 
him warm and told the nurses our we had learned from him. W wonder- support of the other. The "team" con- 
good news - but got little response. ed h
w the young nurse who had tared c
pt w
 invalu.able in helping us 
ope 
They were busy and couldn't think for hIm so well each day would rea
1 \ h. thiS expenence. and our feelings. 
what it meant to us.' On top of this, to his death. i Even today, at 
Imes, we can feel 
his vital signs were more stable than We lat
r talked with the ministeI 
 the pulse on our .fmgers <;Jr h
ar the 
they had been Íß. several hours. No and our mstructors and shared our beep of the cardla
 mom tor m o
r 
false hopes arose,i just an easing of experience with them and with our ears. Yes, Randy IS gone but wIll 
tension for both' 'Vf us. There were fellow students. It helped to talk about never be forgotten. 
several emergencies that night and we it. We also wrote a leUe to Randy's If you would indeed behold the spirit of 
stayed close to our Randy' \..
'S parents xpressm our sorrow and death, open your heart wide unto the body 
L t . th . 
 R d s m p ath y of life. For life and death are one. even 
a er In e evemng everen' . K . 
B k t h h . t I h I . t But writin g and talkin g can never as the nver and the sea are one. - ahhl 
roo s. e OSpl a c ap am, came 0 G.b Th P h t 
the intensive care unit. We had spoken convey to others what we learned and I ran, e rop e. 
to him about Randy and his parents gained from this experience. We work- 
a few days before. We felt he could ed together as a team with Randy. We 
give corisicierable support to the learned how nursing must also rely 
parents during this time. We found on hearing and touch, as it did so 
he knew Randy well. He read his often with him. We learned how skilful 
chart and asked how he was doing. nursing must be. We learned how you 2. 
It warmed our hearts and gave each can become involved with a patient 
of us a little support to see him so and still function wen as a nurse. 
interested. Before he left, he asked us We discovered how much a nurse 
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After thirty years service with the Vic- 
torian Order of Nurses, Audrey Price re- 
tired in September, 1965. Born in Saint John 
New Brunswick, Miss Price received her 
education in Victoria, B. C. After graduat- 
mg from the Royal Jubilee Hospital School 
of Nursing in 1928, she worked in various 
parts of Canada. She took postgraduate 
work at the Boston Lying-in Hospital, ortho- 
pedic nursing at the Shriner's Hospital for 
Crippled Children, Montreal, and psychia- 
tric nursing at Whitby Hospital, Ontario. 
In 1934, Miss Price attended the Uni- 
versity of British Columbia and obtained 
her certificate in public health nursing. 
Following this, she joined the V.O.N. and 
was a staff nurse at the Montreal and 
Burnaby branches, nurse-in-charge of the 
Timmins, Ontario and North Vancouver, 
B. C. branches. She retired from the Vic- 
toria, B. C. branch where she has worked 
for the past 1 S years. 
Miss Price will now have more time for 
reading, knitting, visits with her family 
and taking shut-ins for drives. 
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BEATRICE E. COLE 


Beatrice E. Cole, who was recently ap- 
pointed Executive Secretary of the Saskat- 
chewan Registered Nurses' Association, will 
replace Victoria Antonini as the province's 
editorial advisor for the JOURNAL. In this 
capacity, she acts as liason between the 
nurses of Saskatchewan and the JOURNAL,. 
submitting articles. new appointments, 
SRNA activities, etc., to this office. 
Miss Cole is a graduate of the Regina 
General Hospital School of Nursing and 
the University of Alberta. 
VOLUME 61, NUMBER 11 
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MARGARET M. HUNTER 


Margaret M. Hunter, formerly director 
of nursing at the Canadian Forces Hospital 
in Kingston, Ontario, has been appointed 
chief nursing officer for St. John Ambul- 
ance in Canada. In her new position at 
S1. John Headquarters in Ottawa, she will 
act as consultant and advisor on all phases 
of training and service in the home nursing, 
child care and related fields. 
Miss Hunter has served as a nursing of- 
ficer with the Royal Canadian Army Me- 
dical Corps in Canadian Forces hospitals in 
Europe and across Canada since 1943. She 
retired in June from the post of director 
of nursing at the Kingston Military hospital 
with the rank of Major. 
Later this years, Miss Hunter will begin 
a tour of provincial headquarters to fam- 
iliarize herself with nursing problems. 


( 


--..... 
\ 


.. 


., r 


FRANCES J JONES 


Frances J. Jones, has been appointed 
associate director of nursing education at 
S1. John's General Hospital, Newfoundland. 
Miss Jones is a graduate of the same hos- 
pital, has a Bachelor of Nursing degree 
from McGill University, and a diploma in 
Household Science from Memorial Univer- 
sity of Newfoundland. 
The new associate director has had con- 
siderable professional experience as a staff 
and head nurse. Prior to her appointment, 
she was a clinical instructor at St. John's 
General Hospital. 


Kathleen Ruane, director of the Exten- 
sion Course in Nursing Unit Administration 
since its inception in 1960, left her post 
in August to return to Winnipeg. Dorothy 
Nelson, who has been assistant director for 
the past year, took over as director. 
Mrs. Nelson was born in Saskatchewan 
and graduated from the Saskatoon City 
Hospital School of Nursing. Her experience 
includes general duty and head nurse res- 
ponsibilities in large and small hospitals as 
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DOROTHY NELSON 


well as teaching in her own school of 
nursing. For 10 years she was a member of 
the staff of the University of Toronto 
School of Nursing. She holds a certificate in 
Nursing Education from the University of 
Toronto, a B. S. degree from Teachers Col- 
lege, Columbia University and a B. A. 
degree from the University of Toronto. Her 
studies in New York were in nursing admi- 
nistration, at which time she studied on a 
W. K. Kellogg Foundation Fellowship. 
Among Mrs. Nelson's professional activi- 
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ties has been membership on the Board of 
Directors of both the Registered Nursës' 
Association of Ontario and the University 
of Toronto School of Nursing Alumni As- 
sociation. 
Lois (Kelly) A very retired last September 
:14;; director of public health nursing, Por- 
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LOIS AVERY 


NAMES IN THE NEWS 
The NBARN recently awarded scholar- 
<;;hips to four students working toward bac- 
calaureate degrees in nursing. The "Mu- 
riel Archibald Scholarship" of $1,000 was 
divided equally between Louise Dupuis and 
Evelyn Egers. Ann West and Raymonde 
Pelletier shared the NBARN Scolarship. 
each receiving $500. Miss Dupuis is study- 
ing at the University of Ottawa School of 
Nursing, and the other award winners are 
enrolled at the University of New Bruns- 
wick in Fredericton... Mrs. T. G. Norris, 
formerly public health nurse in Penticton, 
Chilliwack, and other centres in the B. C. 
inlerior, has been named the first woman 
member of the British Columbia parole 
board. She will help review applications for 
parole from prisoners in B. C. penal insti- 
tutions. 
Dr. M. G. Candau, Director-General of 
the World Health Organization has announ- 
ced the appointment of Dr. John Karefa- 
Smart, former Minister of Foreign Affairs 
of Sierra Leone, as Assistant Director-Gen- 
eral. Dr. Karefa-Smart was born in Sierra 
Leone. He studied medicine at McGill Uni- 
versity, Montreal, where he obtained his 
medical degree in 1944. He holds the de- 
gree of Master of Public Health from Har- 
vard. 
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cupine Health Unit, South Porcupine, On- 
tario, a position she has held for 2 I years. 
Mrs. Avery has been active in RNAO 
affairs, having served as president of the 
local Chapter and as a member of many 
association committees. Prior to her retire- 
ment, she was honored at a dinner held by 
the Chapter. The Porcupine Health Unit 
board and staff also entertained on her 
behalf. The Soroptimist Club conferred 
Life Membership on Mrs. Avery who is a 
past president of the local group. 
Mrs. Avery expects to travel and to 
spend a considerable amount of time in 
gardening, which is a favorite hobby. She 
recently obtained a certificate in horticul- 
ture from the Ontario Agricultural College 
in Guelph. 


The ANPQ recently named Yvette 
Chabot as the French-language editorial ad- 
visor to THE CANADIAN NURSE. Miss Chabot 
is a graduate of Hôpital de I'Enfant-Jésus, 
Québec City, and L'Institut Marguerite 
d'Y ouville, Montreal, where she obtained 
her Bachelor of Nursing degree. Her pro- 
fessional experience includes general duty 
nursing at the Royal Victoria Hospital. and 
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supervision at Hôpital Maisonneuve, Mon- 
treal. From 1962 to 1964, she taught physi- 
cal sciences at the School of Nursing. 
Hôtel-Dieu de Québec. Since that time, 
she has held the position of assistant di- 
rector of nursing. Miss Chabot is presently 
completing her Bachelor of Arts degree at 
Laval University. 
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YVETTE CHABOT 
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ANPQ Honors Newly Elected ICN President at Reception and Banquet. Front row, left to right: 
Miss Helene Lamont, President, ANPQ; Mile Alice Girard, President, ICN; Mrs. A. Isobel McLeod, 
President, CNA. Bock row, lelt to right: Chiel Justice E. M. Hall and Mrs. Hall; Dr. A MacLeod. 
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SUBSCRIPTION RATES: 
Conodo ond Bermudo: 
6 months, $2.25; one year, $4.00; 
two years, $7.00. 


Student nurses: 
One year, $3.00; three yeors, $7.00. 
U.S.A. ond Foreign: 
One year, $4.50; two years, $8.00. 
Single copies: 50 cents each. 
For the subscribers in Canada, in combi- 
nation with the "American Journal of 
Nursing" or "Nursing Outlook": 1 year, 
$10.00. 


Moke cheques or money orders payable to 
The Canadian Nurse. 
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CHANGE OF ADDRESS: 
four weeks' notice and the old address 
as well as the new are necenary. 


Not responsibl. for iournal. lost in mail due 
to errors in address. 
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MANUSCRIPT INFORMATION: 


UThe Canadian Nurse" welcomes unsolicited 
articles. All manuscripts should be typed, 
double..lpaced, on one side of unruled paper 
leaving wid. margins. Manuscript. are ac- 
ce-pted for review for exclusive publication in 
the uJournal"'. The editor reserves the right to 
make the usual editorial changes. Photographs 
(glossy prints) and graphs and diagrams 
(drawn in india ink on white paper) are 
welcomed with such articles. The editor is 
not committed to publish all articles sent. 
nor to indicate definite dates of publication. 
Authorized as Second-Class Mail by the Post 
Office Department, Ottowa, and for payment 
of postage in cash. Postpaid at Montreal. 
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Experienced Hands (20-minute, black and 
white. sound) was released recently by the 
National Film Board of Canada. The film 
depicts the Quo Vadis School, whose stu- 


?ibH4 /I
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dent body is composed of women between 
30 and 50 - wives, mothers, and grand- 
mothers whO have returned to school in 
preparation for a new career. It was pre- 
pared to illustrate continuing education 
programs in general, and is not specifically 
directed toward nursing. 
Although it does have some entertaining 
moments, the film is not up to usual 
National Film Board standards, and the 
continuing education message is presented 
poorly. It is hard to imagine just what the 
use of this film will be. 


Preparation of the Breast for Breast 
Feeding is a new IO-minute, color, sound 
film produced by the American College of 
Nurse-Midwifery. The film is intended as 
an aid in teaching one technique of breast 
preparation to parent educators and also to 
expectant parents. (The permission of the 
attending doctor should be obtained before 
showing this film to expectant mothers.) 
The film would be useful as a teaching aid 
for student nurses in maternal and child 
health. 
Films may be borrowed from your 
nearest Mead Johnson Laboratories repre- 
sentative. 


The dramatic documentary of the 230- 
bed, United States hospital ship, the S.S. 
Hope, is presented in the 27-minute, sound, 
color film. Project Hope. The film describes 
the work of the volunteer doctors and 
nurses who help to bring health to far-off 
regions where there is great need. 
The film is suitable for lay audiences 
and would be an interesting extra film for 
students or for RNA chapter meetings. 
Requests for loan should be directed to: 
Modern Talking Picture Service Inc., 1875 
Leslie Street, Don Mills. Ontario. 


J 


A to-minute, color, sound film illustrat- 
ing the use of anti-cancer drugs by arterial 
infusion is available on loan from Cyana- 
mid of Canada. The film, Cancer Treated 
by Arterial Infusion Chemotherapy, shows 
steps taken to infuse the liver in the treat- 
ment of a primary tumor. 
Although the film is directed mainly 
toward an audience of physicians. it would 
be an interesting extra film in schools of 
nursing. It was prepared in 1963. 
Requests for loan should be made to: 
Medical Products Department, Cyanamid 
of Canada Ltd., 5550 Royalmount Avenue, 
Town of Mount Royal, Quebec. 


NOW AVAILABLE 


CUMULATIVE 


INDEX 


for 
VOLUMES 56 to 6() 


JANUARY 1960 


DECEMBER 1964 


o I enclose $2.00 (cheque or money order) for each Index. Make remittances 
payable to THE CANADIAN NURSE and add 15 cents for exchange on cheques. 
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January 24-28, 1966 
THE CANADIAN CONFERENCE ON AGING 
ROYAL YORK HOTEL 
TORONTO 
Inquiries Miss Marion E. Murphy, 
55 Parkdale Ave., Ottawa 3, Onto 


February 21-24, 1966 
NATIONAL (U. S. A.) AORN CONGRESS 
CONRAD HILTON HOTEL 
CHICAGO 


June, 1966 
75TH ANNIVERSARY 
Peterborough Civic Hospital Alumnae 
:formerly Nicholls Hospital Training 
School). 
The exact date is not set, but would all 
former graduates please write: Mrs. M. 
Dorothy Campbell, Peterborough Civic Hos- 
pital Alumnae, 360 Simcoe St. W., Peter- 
:)Orough. Onto 


June 13-17, 1966 
AMERICAN NURSES ASSOCIATION 
SAN FRANCISCO 


June 21-24, 1966 
C\NADIAN CONFERENCE ON 
SOCIAL WELFARE 
VANCOUVER 


TRY CLEVELAND... 


Where the Mount Sinai nurse 
has some of the most chal- 
lenging job opportunities - 
all in the heart of the cultural, 
scientific, and educational 
center of the city. For more 
information, write to the Di. 
rector of Nursing Service. 0 
i2.J THE MOUNT SINAI 
HOSPITAL OF CLEVELAND 
Uliversity Cirde . Cleveland, Ohio 44106 
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Coming 


IN 
JANUARY, 1966 


Articles on 


A Drug Administration Committee 
Evaluation in Nursing Education 


A Philosophy of Geriatric Care 
Collective Bargaining 


and others. 
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UALITY 
me Pin$. 


There is only one Sterling-Quality . . . the extra care pin that you wear 
with pride. And at so little cost tbat everyone should be "pinned" by 
Sterling! These plastic pins can be any color except gold or silver, lettered 
in any color including gold or silver. Sizes are as shown below, the length 
selected to suit your name! Supplied with standard pin back and safety 
clasp and lettered in blue on white plastic unless you specify another color 
combination. Need two name pins exactly alike? The second is half price! 


, 
I 


WhIte Pearl- 
or-color like 


MRS. J. MARTIN, R. N. ] 


Single line 
Double line 


.60 .15 
.110 .95 


MISS P. RYAN, N. A. 


MRS. M. WILLIAMS, R. N. 
Supervisor of Nurses 


Please send correct amount with your order. Guaranteed: any Sterling- 
quality name pin that becomes defective for any reason whatsoever will 
be replaced free of charge. These are pins, not name tapes, which we also 
supply in great variety. 


STERLING NAME TAPE COMPANY 


365 Depot St., Wlnlted, Connecticut 
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CLINIC DROPPERS 
(THOMAS FAZIO) 
Description - One-piece molded clinic dropper. These soft, flexible 
droppers eliminate problems of breakoge ond contamination resulting 
from handling of used droppers. They are particularly suitable for 
administering medication to older patients and children, since they 
cannot break in the patient's mouth and they do not irritate sensitive 
membranes in the eyes or nose. TFL Clinic Droppers are chemically 
insensitive to bacteria penetration and growth. They packaged either 
sterilely, in individually wrapped packages, or sanitized, in bulk. 
Literature will be sent on request from Thomas Fazio Laboratories, 
Inc., Auburn Street, Newton, Moss. 02166. 


HYPERBARIC CHAMBERS 
(CHEMETRON) 
Description - Hyperbaric oxygen administration is the breathing of 
oxygen in a chamber pressurized above atmospheric pressure with 
air. Research to dote indicates that hyperbaric oxygen therapy may 
be useful in the performance of heart surgery, and in therapy for 
peripheral vascular insufficiency, tetanus, gas gangrene, shock, "bends," 
and carbon monoxide poisoning. 
While high pressure oxygenation is still in the research stage, it 
appears to have helped in the treatment of humans, substantiated by 
animal research, for a variety of ailments and injuries. The technique 
received worldwide attention in the attempt to save the 
life of the premature son of Mr. and Mrs. John F. Kennedy. 
There are three basic units in the NCG-8iggs line. providing ope- 
rating suites up to 42-feet long and 10-feet in diameter. The 
largest of the chambers occomodotes a complete open heart team, 
has on extra-large operating room and separate preoperoting, post- 
operating, decompression and scrub rooms. All units have decom- 
pression chambers, sandblasted interiors, epoxy-cooted interiors and 
exteriors, and removable conductive floor gratings to minimize 
maintenance and sanitation problems. 
According to 8iggs-United, the central console control system 
assures rapid and precise response to variations in pressure, tem- 
perature and humidity conditions as indicated by panel-mounted 
gouges, while a voice-powered phone or electric paging system and 
sight-port observation permits constant surveillance and communica- 
tion with occupants of the chamber. Other features include utility 
air locks, static grounding. full-penetration welds, safety-interlocked 
door mechanisms, exterior-mounted lighting. 
Information on the equipment may be obtained by writing to: 
Notional Cylinder Gas division of Chemetron Corporation, 840 N. 
Michigan Ave., Chicago, III. 60611. 


SULFOXYl 
(WINLEY-MORRIS) 
Description - A new, effective agent for the treatment of acne. 
Available in 2 strengths: Regular: Sulfur 2 %, Benzoyl Peroxide 5% 
and Strong: Sulfur 5%, 8enzoyl Peroxide 10%. The medications are 
contained in a vanishing cream base composed of stearic acid, isopropyl 
palmitate, glyceryl monosteorote, polyethylene glycol monosteorote, 
propylene glycol and water, with methylparaben O.} % as a preservative. 
Indications - In the treatment of acne vulgaris, Sulfoxyl has 
potent keratolytic and antibacterial activity, and is esthetically accept- 
able to the patient. 
For complete details and methods of application, apply to Winley- 
Morris Co. Ltd., 2795 80tes Rood, Montreal 26, P. Q. 


CElESTODERM-V CREAM 
(SCHERING) 
Indications - For the topical management of dermotoses which re- 
spond to corticosteroids such as: atopic eczema, infantile eczema, num- 
mular eczema, onogenitol and senile pruritus, contact dermatitis (derma- 
titis venenoto), seborrheic dermatitis, neuro-dermotitis (lichen simplex 
chronicus), intertrigo, exfoliative dermatitis, solar dermatitis, stasis der. 
motitis, and psoriasis. In allergic or contact dermatitis, Celestoderm-V 
provides excellent symptomatic relief until the contoctont or allergen is 
identified in the patient's environment or personal habits. Refroctory 
psoriasis can be successfully treated with Celestoderm-V Cream in con- 
junction with the hydration technique (occlusive dressing). 
Celestoderm-V Cream with Neomycin is indicated in the some con- 
ditions as above when secondarily infected or where infection threatens. 
Description - Micro-dispersion of this new, highly active, antiinflam- 
matory, antiallergic and antipruritic compound insures better contact 
with the skin and rapid effect in steroid-responsive dermotologic dis- 
orders. Each gram of Celestoderm-V Cream contains 1.0 mg. (0.1 %) 
betomethosone as } 7-volerote in a greaseless, odorless. nonstaining, 
washable and cosmetically-pleasing base. 
Each gram of Celestoderm-V with Neomycin Cream contains 1.0 mg. 
(O.) %} betomethosone as 17-volerote and 3.5 mg. (0.35%) neomycin 
sulphate. 
Administration - Apply a small amount on the affected skin two or 
three times doily. Refractory lesions of psoriasis and other deep-seated 
dermotoses such as lichen simplex chronicus, hypertrophic lichen planus, 
atopic dermatitis, chronic eczematous and lichenified hand eruptions, and 
recalcitrant pustular eruptions on the palms and soles will respond better 
to topical corticosteroids when used with the hydration technique of 
occlusive dressing. This technique reduces evaporation from the skin 
by means of a closed impermeable dressing over the lesion. 
Occlusive Dressing Technique - Apply a thick layer of Celestoderm-V 
Cream over the- entire surface of the lesion under a light gauze dressing 
and then cover it with a pliable, transparent, impermeable, plastic ma- 
terial well beyond the treated area. Seal the edges to the normal skin 
by adhesive tope or other means. Leave the dressing in place one to 
three days and repeat the procedure three or four times as needed. 
With this method of treatment, marked improvement often is seen in a 
few days. Occasionally, a miliary eruption or folliculitis develops in the 
skin under the occlusive dressing, requiring removal of the plastic covering. 
Contra indications - Celestoderm-V Cream should not be used on pa- 
tients with tuberculosis of the skin. It shou1d not be used in or near 
the eyes. Chickenpox, herpes simplex, and vaccinia are contra indications 
at the use of this product. Patients with superficial fungous or yeast 
infections must also receive specific therapy. 
Corticosteroids are known to be absorbed percutaneously; therefore, 
in patients under prolonged topical occlusive treatment the possibility 
of metabolic systemic effects should be kept in mind. 
In the presence of infection, plain Celestoderm-V Cream preparations 
should be superseded by those with Neomycin, or other suitable anti- 
bacterial agents. until the infection has cleared. 
Further information and booklets on "How to Apply Occlusive Dress- 
ings" are available from Schering Corporation Ltd., 3535 TronsConodo 
Highway, Pointe Claire, P.Q. 


CORN EO-SCLERAL PRESERVATION UNIT 
(A YERST) 
Description - A simple, convenient means of preserving, storing, 
and shipping corneal and scerol tissue. This new unit incorporates 
the widely accepted glycerin-dehydration method for long term 
preservation of corneal and scleral tissue. Until now, preservation and 
storage of corneal and scleral tis- 
sue has been a problem. The new 
unit is compact and sterile, and 
eliminates the need for assembling 
and sterilizing materials. It reduces 
preparation time and greatly helps 
to simplify the technique of pre- 
servation. I n addition, for the 
first time it offers a uniform, read- 
ily identifiable, eosy-to-use unit 
which is available with a com- 
plete instruction sheet and labels 
for the identification of tissue, 
and information for proper stor- 
age and moiling. 
The unit is available to hospitals 
and eye bonks from the Ophthol- 
mas Division, Ayerst Laboratories, 
685 Third Avenue, New York, 
New York }D017. 
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The Journal presents pharmaceuticals 'or in'ormation. Nurses understand that only a physician may prescribe. 



Dulcolax 
(brand of bisacodyl) 
Dulcolax Suppositories 10 mg 
Dulcolax Suppositories for 
Children 5 mg 
Dulcolax Tablets 5 mg 


8-5112-65 


, 



 

-- 
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Nurses like you use 
Dulcolax@ 
the laxative to replace enemas 


In hospitals throughout the country nurses appreciate the 
time and effort they can save by replacing the enema with 
reliable and effective Dulcolax Suppositories. 
It takes only seconds to insert a suppository, compared to 
the time required for the preparation and administration of 
an enema and the cleaning of equipment. 
Your patients will certainly be grateful to be spared the dis- 
comfort, embarrassment and inconvenience of an enema. 
And you will appreciate the extra time it gives you every day. 


Boehringer Ingelheim Products 
Division of Geigy (Canada) Limited, Montreal 
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FOR PATIENT PROTECTION 
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POSEY HEEL PROTECTOR 
(Potent Pending) 
The Posey Heel Protector serves to protect 
the heel of the foot and prevents irritation 
from rubbing. Constructed of sl ick, pi ioble 
plastic, I ined with artificial lamb's wool. 
Can be washed or outocloved. POSEY HEEL 
PROTECTOR, Cat. No HP-63AlW. - PRICE 
COMPLETE: $3.75 eo. - $7.50 pro 


NO. 66 
POSEY BELT 
Potent Pending 


This new 
Posey Be I t 
provides safe- 
ty to a bed 
patient yet 
permits him 
to turn from side to 
side. Also allows sitting 
'.n if belt is slackened. 
Made of Itrong, rein- 
forced white cotton webbing; with flonnel- 
I ined canvas reinforced insert. Strap passes 
under bed after a turn around spring rail to 
anchor. Friction-type buckles. Buckle is un- 
der side of bed of patient's sight and 
reach. Also available in Key-lock model 
which attaches to each side of bed. Small, 
medium and large sizes. Posey Belt, Cot. No. 
66_ $7.80. Posey Key-lock Belt, Cot. No. 
K66, $13.65. 
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POSEY SAFETY BELT 
Patented 
Allows maximum freedom with safe rea 
Itraint. An improvement over sideboards, 
the Posey belt is designed to be under the 
patient and out of the way. Belt and bed 
strap are of heavy white cotton webbing; 
loop and pod of cotton flannel. Friction-type. 
rust-resistant buckles. Small, Medium and 
large sizes. Posey Safety Belt, Cot. No. 
5-141, $6.45. (Extra heavy construction with 
key-lock buckles, Cot. P-453, $19.50) 


J. T. POSEY COMPANY 
39 S. Santa Anita Avenue, 
Dept. CNJ 
Posadeno, Colifornia 91107 
Available from .elected 
Surgical Supply Dflaler. 
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Leuers to the Editor are welcome. Only 
SIGNED letters will be considered for 
publication. Name will be withheld from 
the published letter at the writer's request. 


A Request Answered 


Dear Editor: 
_ . . You have often requested readers to 
write constructive criticism and so I offer 
mine as that of a Canadian nurse living in 
India - an experience which I feel has 
done a great deal to broaden my outlook 
on life in general as well as the field of 
nursing. I read my JOURNAL with an eye 
to the advances, problems and develop- 
ments in nursing in Canada and United 
States and I feel that it does a good job in 
reporting this. However, I then cannot help 
but think what a contrast this presents to 
the field of nursing in India and how 
ignorant we North Americans tend to be 
of the outside world. Large numbers of 
Canadian nurses are working in foreign 
countries (whose experiences in facing com- 
pletely different problems must be varied 
and interesting) but other than a short com- 
ment in "World of Nursing" about some 
nurses working with CUSO there is noth- 
ing to indicate what contribution Canadians 
are making. Few articles show that nursing 
is not a well-established, respected profes- 
sion everywhere. 


, 


In the new few months there will un- 
doubtedly be many reports of the 1.e.N. 
Conference, its proceedings and delegates' 
impressions. How much more valuable these 
reports would be if they were followed by 
some articles by nurses working in foreign 
countries (Canadians or nationals) as well 
as some by foreign graduate nurses working 
in Canada, or studying there, describing 
the conditions and problems of nursing in 
other countries, and pointing out some of 
the things we tend to take for granted. 
It is my impression that our outlook is 
somewhat provincial in a world that de- 
mands much broader vision on the part 
of its citizens. - (Mrs.) Linda Kennedy 
(B.S.N.), Ratlam, M.P., India. 


On "Vis-à- Vis" 


Dear Editor: 
I read with interest the well-written 
debates recently published in THE CAN- 
ADIAN NURSE. 


For those of us who have been in nursing 
for some length of time and have seen 
many changes in practices, it would be 
of great interest to psychiatric nurses, I 
am sure, to have much a Vis-à-vis on 
"Does the uniform prevent a healthy pat- 
ient-nurse relationship in psychiatric nurs- 


ing1" or "Is the nurse-patient relationship 
affected by the wearing of the white 
uniform?" - Muriel Mailhiot, Toronto. 


Dear Editor: 
The Vernon Chapter of the Registered 
Nurses' Association of British Columbia 
greatly enjoyed the articles on the Pros 
and Cons of Capping (June '65). 
We are most in favor of retaining the 
capping ceremony and feel it encourages 
young women to remain in nursing as it 
gives them incentive. 
Thank you, Miss MacLeod and Miss 
Baumgart, for your honest opinions. - 
E. Ungaro, Secretary, Vernon Chapter, 
RNABe. 


On the Alcoholism Articles 
Dear Editor: 
I was so pleased to see the articles on 
alcoholism (August '65). Knowledge of this 
progressive and destructive disease among 
the public in general and the medical and 
nursing professions in particular is long 
overdue. 


I have a very personal interest because 
my husband is an alcoholic - a recovered 
one due to his association with alcoholics 
anonymous. My help came through Alanon, 
an organization made up of the fami'ie
 
of alcoholics (most often the wives), who 
follow the program of A. A. and endeavor 
to understand the alcoholic, alcoholism, and, 
most of all, themselves. 
It is to be hoped that nurses will learn 
all they can about this diseas: and the 
facilities available to help both the alcoholic 
and his family. - Anonymous, Edmonton. 


Dear Editor: 
Dr. J. D. Armstrong's article, "Alcoholism 
as a Disease," (August '65) revived m?ny 
thoUghts on the subject for me. I cared 
for patients with d.t.'s before and after 
the beginning of this c
ntury. The 
shame of these patients after recovery, 
when others in the ward had told them 
how they had behaved, made me very 
sad. 


I am glad Dr. Armstrong calls ethyl 
alcohol a drug, as that is what I have felt 
it to be, more decidedly. as the years 
passed. 
Much has changed since the eleventh 
century, but here is a question for Dr. 
Armstrong: If Omar-Khayyam were living 
today. would he write the following in a 
a poetical way - A motor-car. a jug of 
wine, and Thou? 


Who would be the prey? - Mrs. Jean 
Weir, Invermere, B. C. 
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Readings in Health Education compiled by 
J.H. Humphrey, D.E. Terry and H.S. 
Slusher. 173 pages. Iowa, Wm. C. Brown 
Co., 1964. 
Reviewed hy Miss Thelma Pelley, R.N., 
B.A., B.Se.N., Director of Nursing, Strat- 
ford General Hospital, Stratford, Onto 
This paper-back publication is one of a 
physical education series, edited by Aileene 
Lockhart of the University of Southern Cali- 
fornia, Los Angeles. It fulfiIls its designated 
purpose as a collection of selected articles 
to serve as a supplementary source of refer- 
ence for the teacher or student of personal 
health and health education. Nowhere is it 
suggested that it should serve as an inclusive 
text to be used as a guide or outline for a 
course on health education. The series of 
selected articles on significant topics of cur- 
rent interest is recommended as a source of 
reference that may contribute to a better 
understanding, teaching, or attainment of a 
higher level of healthful living. 
The relative significance or comparative 
value of the particular writings may be de- 
batable, but the text unquestionably pro- 
vides an excellent source of interesting, in- 
formative, and, to a degree, provocative 
articles. Emphasis is placed on some aspects 
of health that often receive little, if any, 
consideration in many books on health edu- 
cation currently in use. 
A nursing instructor might use this text 
profitably as a source of reference to stimu- 
late students to study and discuss pertinent 
issues of vital concern to the health of in- 
dividuals, families, and society. The readings 
have been selected and arranged to cover 
topical areas of sex education, marriage, 
family living, etc., emphasizing physiologi- 
cal. sociological, psychological, and ethical 
factors and implications. A chapter on arthri- 
tis quackery iIlustrates the need for good 
underlying principles of health education. 
Chapters on the use and misuse of addicting 
drugs and psychopharmacological therapies 
present these problems in an historical per- 
spective and interpret some of the scientific 
and sociological factors involved in a solu- 
tion of related problems. The current con- 
troversial topic of smoking in relation to 
lung cancer and respiratory diseases is dis- 
cussed objectively as are health hazards 
resulting from "man's contamination of his 
environment." 
One article presents developments in inter- 
related national and international programs 
of medical, legislative, and educational con- 
trols that have curbed that dread disease, 
smalIpox. It iIlustrates the necessity for a 
continuing vigilance and a vigorous educa- 
lional program to promote the acceptance 
and use of protective measures to maintain 
and improve the level of control of alI 
communicable diseases. 
Heart disease, a major health problem of 


VOLUME 61. NUMBER 12 


modern affluent societies, is discussed. A 
focus upon the thalidomide disaster of 1963 
iIlustrates the need for and responsibilities 
of a coordinated national and international 
program of research, legislation, and educa- 
tion to safeguard the public from the dan- 
gers and misuse of new pharmaceutical 
preparations. An article on cancer focuses 
attention upon the significance of interna- 
tional collaboration in epidemiological stud- 
ies and communication of the research 
findings. 
Chapters One and Two have an appended 
bibliography including reference to articles 
by representatives of disciplines not too fre- 
quently consulted by nurses in relation to 
health education. Many of these references, 
written by persons with a particular know- 
ledge and experience of, or insight into 
human personality, relationships, aspirations 
or achievements, serve to enlarge and enrich 
one's understanding and appreciation of the 
many interrelated factors that pertain to the 
attainment of "high-level welIness." 
Readings In Health Education has much 
to recommend its inclusion in the library of 
any professional or lay person interested in 
the broad area of health. Greater breadth 
and depth of study of the subject would be 
required by the teacher or student of a 
course in personal health and health educa- 
tion. However, a limited experience in the 
preparation and teaching of any course soon 
convinces the would-be teacher that anyone 
text, however comprehensive its content, is 
inadequate unless it is complemented by 
the constant reading of a wide selection of 
current publications. No subject can be 
studied or taught effectively in isolation, 
but only in a meaningful relationship to ex- 
perience and an accepted goal. This text 
effectively complements a study of the con- 
cept of, and the measures and programs 
which may be used, to promote and main- 
tain personal and community health. 


Handbook of Clinical Laboratory Data, 
edited by Henry C. Damm, Ph. D. and 
John W. King, M. D., Ph. D. 469 pages. 
Ohio, The Chemical Rubber Co.. 1965. 


This handsomely-bound text brings toget- 
her, in one volume, results of the most 
recent medical research in the field of 
clinical laboratory diagnosis. The editors' 
purpose is to provide "a fingertip source 
of information" in one area to a worker in 
another. Contributors are all well-known 
specialists in either chemistry, pathology, 
medicine, physiology or microbiology. 
Contents include sections on histology, 
chemistry, toxicology, blood banking, 
hematology and microbiology. Excellent 
tables of clinical laboratory values are 
provided, showing the amount and type of 
specimen required, special precautions to 
be taken when collecting each specimen and 
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the normal value of the substance being 
tested. Eighteen pages of vital statistics have 
been included in the section "Histology." 
Since these are based on figures released 
by the Metropolitan Life Insurance Com- 
pany in the U. S. A., they would be of 
limited value to Canadian readers. 
The section "Blood Banking" is very well 
presented. Various genetic terms are defined 
and brief explanations are given of Land- 
steiner's pioneering experiments with blood 
grouping. Standards for blood donors, as 
established by the American Red Cross 
and the American Association of Blood 


l1an\..
, are pre
ented fully and well. 
Thi
 handbook has obviously been pre- 
pared for phy
icians and others working in 
clinical investigation. It would. however, be 
a u
eful reference book for the nurse educ- 
ator. It will undoubtedly find its way into 
most hospital libraries. 


The Practical Manual for Clinical Laboratory 
Procedures, edited by Henry C. Damm, 
Ph. D. and John W. King, M. D., Ph. D. 
Ohio. The Chemical Rubber Co.. 1965. 


This loose-leaf manual is a companion 
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THE AMAZING NO.WATER NO.PASTE TOOTHBRUSH ELIMINATES THE MESSY 
TlME.CONSUMING NURSE.PATIENT TOOTH BRUSHING DRILL FOREVER 
One demonstration and the patient can do it himself 
IN DAILY USE IN HUNDREDS OF VETERAN AND GENERAL HOSPITALS 
IN CANADA AND THE UNITED STATES 
Officially approved in government hospitals 
A SPECIAL MESSAGE TO ALL "NURSES IN CHARGE" 
Please write for your special samples of the greatest tlme.saver in nur
mg care, especially with these 
patients-RECOVERY ROOM AND INTENSIVE CARE-CONTAGION WARDS-ORAL SURGICAL 
WARDS-CHilDREN'S WARDS-BEDFAST PATIENTS-NURSING HOMES-PSYCHIATRIC WARDS 


TOOTHETTE 


The no-water-no-paste disposable toothbrush "Cleans better than a toothbrush" 
A HOSPITAL TESTED PRODUCT OF 


FAMILY HEALTH 
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publication of Handbook of Clinical Labora- 
lory Data, also published by the Chemical 
Rubber Company. 
Procedures are outlined under the sec- 
tions: blood bank; chemistry; hematology; 
histology; microbiology; and urinalysis. Each 
procedure is clearly and concisely present- 
ed. Documented limitations as well as 
noted problems are provided. 
This manual would be of great assistance 
to laboratory technicians, but of little int- 
erest to nurses. 


Plastic Surgery Nursing by Mair M. Jenkins. 
S.R.N. 128 pages. London, Macmillan & 
Co. Ltd., 1964. Available from Macmillan 
of Canada. Toronto. 


This paper-back book provides a basic 
nursing text for a specialized branch of 
modern surgery. The author undertakes "to 
present an account of the preoperative and 
postoperative nursing care and treatment for 
the more common procedures in plastic 
surgery." 
The first three chapters cover general 
aspects: terminology, types of skin grafts, 
principles of care, and general observations. 
The remaining six chapters are concerned 
with oral surgery and facial fractures; cor- 
rective and reconstructive rhinoplasty; cleft 
lips and palates; burns; pharyngolaryngec- 
tomy and reconstruction of the esophagus; 
and other miscellaneous conditions. The 
chapters on cleft palate and on facial frac- 
tures are very well done. 
The text explains the techniques and 
methods of surgical treatment clearly and 
well, physical nursing care is presented logi- 
cally, methodically. and in a useful, easy- 
to-follow pattern. The unnecessary details 
of elementary procedures are omitted. 
Emotional and psychological aspects of 
care of the patient undergoing plastic sur- 
gery are also omitted, however, and this is 
a definite lack. Patients who either require 
or desire plastic surgery will need the under- 
standing of the nurse in making the adjust- 
ment to the operation, and the omission of 
these aspects of patient care severely limits 
this text. 
The pictures and illustrations used 
throughout are excellent, although a few 
more (for example, in the chapter on pha- 
ryngolaryngectomy) would be helpful. 
The index is very inadequate, and almost 
no cross-references are given. Terms such 
as Wolfe grafts or Thiersch grafts are ex- 
plained in the text. but are not mentioned 
in the index. 
As the book was prepared in England, the 
brand names for foodstuffs, dressing ma- 
terials, and so on, are often unfamiliar to 
Canadian reader
 and it is difficult to know 
what would be an acceptable substitute. 
Texts on plastic surgery nursing are rare. 
This would be a valuable addition in school 
or ward libraries for, despite its limitation
. 
the physical aspects of the nur
ing care are 
well presented. 
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UNIFORMS 
FOR NURSES 


There are none of fashion's whims with 
us just Bland's beautifully stitched and 
finished regulation dresses. 


They will be as good in 1966 and 1967, 
as they are this very minute. 
They are meticulous in every way, from 
their inception to the very end of their 
days, long in the future. 
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& COMPANY LIMITED 


GROUND FLOOR 


1435 St. Alexander Street 


Montreal 


Don't be bashful . .come and see us 



There's no guesswork to operating these new sterilizers ..... 


PRESENTING THE WORLD'S MOST PERFECTLY 
ENGINEERED STERILIZERS 
 


SERIES ----- 


of Hospital Sterilizers 


For more than seventy years the American Sterilizer Company has upheld a 
tradition of providing hospitals with better equipment and techniques for the processing 
of sterile supplies. Now Amsco introduces an entire new Series of sterilizers 
representing a solution to the multiplying sterilization problems 
confronting hospitals. .. the Medallion SERIES of hospital sterilizers. 
For the first time every sterilizer is uniform in appearance and function. 
Any untrained personnel can operate any Medallion sterilizer in any department 
of the hospital. 
The Medallion Cyclomatic "M" Control provides the only completely automated 
programing ever developed for steam sterilization. The touch of a single 
cycle-selector button automatically programs the total sequence, whether for fabric 
loads, hard goods or liquids. If a temperature drop or any interruption occurs, 
the cycle is automatically corrected to assure the required time-temperature exposure. 
There is a specifically engineered Medallion Series sterilizer for every 
hospital need. . . including a special High Speed, gravity cycle as well as the true, 
high-speed, pre-vacuum units, with Amsco originated dependability 
assured by the time-proven water seal vacuum system. 
Write for the full color Medallion brochures indicated below. 
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VACAMATIC 
Medium Reclangular Sene'" 
Write for SC-J4J 


GENERAL PURPOSE 
High Spe"d optional 
Medium Rectanguldr Series 
Write for SC-J4J 




 
LABORATORY CYLINDRICAL Series 
Medium Rerlangular Serit't;. Write for SC-l40 
Write for SC-J4J 
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WASHER-STERILIZER Series 
Write for SC-J41 
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Write for SC-342 
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Publications are listed in language of 
source. Most of the material (reference ma- 
terial and theses excepted) is available on 
loan. Requests should be addressed to: 
The Librarian, Canadian Nurses' Associa- 
tion, 74 Stanley Avenue, Ottawa 2, Canada. 


I. Berry, Charles H. Voluntary medical 
insurance and preparation. (Royal Com- 
mission on Health Services Study.) Ottawa. 
Queen's Printer, 1965. 255 p. 
2. Canada. Dept. of Labour. The man- 
power consultative service. Ottawa, Queen's 
Printer, 1965. 12 p. 
3. Canada. Dept. of National Health 
and Welfare. The Canada pension plan 
and changes in the old age security act. 
Ottawa, 1965. 21 p. 
4. Carpenter, Helen Maude. The need for 
assistance of mothers with first babies dur- 
ing the three-month period following the 
baby's birth. Toronto, University of To- 
ronto Alumni Association, 1965. 99 p. 
5. National Conference on Labour - 
Management Relations, Ottawa, 9-10, Nov. 
1964. Proceedings. Ottawa, Queen's Printer, 
1965. 351 p. 


Recellt Publica/ions ill CN A Lihrary. 


6. Crichton, Allne, and Crawford, Marion 
P. Disappointed expectations. Report on a 
survey of professional and technical staff 
in the hospital service in Wales, 1963. Car- 
diff, Wales. Welsh Hospital Board. Welsh 
Staff Advisory Committee, 1964. 110 p. 
7. D'Oyley, Vincem R. Technical manual 
for the Canadian tests. Statistical data on 
the Carnegie study tests of academic apti- 
tude and achievement in grades 8, 9 and 
10 in Ontario schools and grades 7 and 
8 in Toronto schools. Toronto, Dept. of 
Educational Research, Ontario College of 
Education, University of Toronto, 1964. 
50 p. (Carnegie study of identification and 
utilization of talent in high school and colle- 
ge. Bulletin no. 4.) 
8. Elliott, Florence. View points on cur- 
riculum development, expressed at the 1957 
Curriculum Conferences of the NLN. 
New York, National League for Nursing, 
1957. 67 p. 
9. Gorton, lohn V. A guide for the eva- 
luation of psychiatric nursing service. New 
York. National League for Nursing, Mental 
Health and Psychiatric Nursing Service 
and Dept. of Hospital Nursing, 1961. 44 p. 


10. Intemational Committee of the Red 
Cross. The Geneva Conventions of August 
12, 1949. Brief summary for members of 
the armed forces and the general public. 
Geneva, International Committee of the 
Red Cross, 1951. 13 p. 
1 I. Iowa. State University. An investi- 
gation of the relation between nursing ac- 
tivity and patient welfare prepared by the 
nurse utilization project staff and support- 
ed by Research Grant GN4786, U. S. Public 
Health Service and the Sta'e University of 
Iowa, Iowa City, 1960. 124 p. 
12. Lee, Peter V. Medical schools and 
the changing times. Evanston, Association 
of American Medical Colleges, 1962. Re- 
viewed by J. Wendell MacLeod, New York, 
1964. 98-112 p. Reprint. 
13. MacDonald, Gwendoline. Report of 
a study of accreditation procedures. A 
survey of materials related to selected bac- 
calaureate basic nursing programs reviewed 
for NLN accreditation between 1957 and 
1960. New York, National League for 
Nursing. Dept. of Baccalaureate and Higher 
Degree Programs, 1962. 67 p. 
14. MacLeod, I. Wendell. Medical edu- 


Request Form for "Accession List" 


CANADIAN NURSES' ASSOCIATION LIBRARY 


Send to: 
LIBRARIAN, Canadian Nurses' Association, 74 Stanley Avenue, Ottawa 2, Ontario. 


Please lend me the following publications, listed in the.... ..... .. issue of The 
Canadian Nurse, or add my name to the waiting I ist to receive them when available: 


Item 
No. 


Author 


Short title (for identification) 


Requests for loans will be filled in order of receipt. 
Reference and restricted material must be used in the CNA library. 
Borrower 
Position 
Address 
Date requested 
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coition in Canad,L Bronxville, New York, 
1965, 5 p, Reprint from The Scalpel, 35: 
110-114, Spring 1965. 
15. MarstOll, Jolm E. The nature of pub- * 
lic relations. New York. McGraw Hill. 
1963. 393 p. 
16. Melt
, /'voah. Change
 in the occup- 
ational composition of the Canadian labour 
force. 1931-1961. Ottawa, Economics and 
Research Branch, Dept. of Labour, 1965. 
136 p. 
17. Miller. Norman. and AI'ery Hazel. 
Gynecology and gynecologic nursing. Phil- 
,Idelphia, Saunders. 1965. 440 p. 
18. New Brtlllswic/.. Association of Regist- 
ered Nurses. Recommended minimal 
standards and regulations for schools for 
nursing assistants. Fredericton, 1960. :!3 p. 
19. New England Board of Higher Educ- 
ation. New Engl<1nd council on Higher 
Educution for Nursing, A proposal to 
improve patient care in New England. 
Winchester, Mass, The Board, 1963. 15 p. 
:!O. Nurs1llg Education Conferences, 1965. 
Proposals for the future pattern of nursing 
education in Ontario. Summary of papers 
presented at Ottawa. June 3. London. June 
7 and Toronto, June 9 and II. 1965. To- 
to, 1965. 29 p. 
21. Olltario Welfare COll/lcil, Section on 
ARinl!. A survey of education related to 
aging offered in professional schools in 
Ontario. Toronto, 1964. Iv (various paging). 
22. O,'er.{eas De,'elopment Institute. Re- 
port 1965. London. 1965. 24 p. 
23. Registered Nurses' Association of 
British Columbia. Guide for future nurses 
clubs in B.C. Vancouver. 1962. 19 P 
24. -. Nursing as a career; information 
for high school students on how to pre- 
pare for nursing in British Columbia. Van- 
couver, 1963. 10 p. 
25. Royal ColleRe of Nursing and Na- 
tional Council of Nurses of the United 
Kingdom. Report 1964. London. 1965. 
52 p. 
26. Tif!ney, He/en Patrida. Guidelines 
for an inservice education program for 
general duty nurses in a rehabilitation 
unit. London. Ont.. 1965. 286 p. 
:!7. United Nations. Food and Agriculture 
Organiwtion. Protein at the heart of the 
world food problem. Rome, 1964. 62 p. 
:!8. Wasserman, Clara SedacCG. Health 
organizations of Ihe Uniled States. Canada 
and Internationally. 2d ed. Ithaca. New 
York. Graduate school of business and Pu- 
blic Administration. Cornell Universitv. 
1965. 261 p. 
:!9. Wise, W. Max. They come for the 
best of reasons; college students today. For 
the Commission on the College Students of 
the American Council on Education. Wash- 
ington. American Council on Education. 
1960. 65 p. 
30. World Federation for Melltal Health. 
A mental health association; its structure 
and role. Proceedings of the special meet- 
ing of member-associations of... held in 
Berne. August. 1964. Geneva. 1965. 71 p. 
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You or your group can become a 
Foster Parent of a needy child. You will 
be sent the case history and photo of your 
"adopted" child, and letters from the child 
herself. Correspondence is translated by 
PLAN. The child knows who you are. At 
once she is touched by love and a sense 
of belonging. Your pledge provides new 
clothing, blankets, education and medical 
care as well as a cash grant of $8.00 
every month. Each child receives full meas- 
ure of material aid from your contribution. 
Distribution of goods is supervised by PLAN 
;fw staff and is insured against loss in every 
-.......... ."'......... country where PLAN operates. Help in the 
'""" responsible way. "Adopt" a child through 
\ .,,- Foster Parents' Plan, Let some child love 
.. \>........ , 1 you. 
PLAN is a non-political, non-profit, non-sectarian, government-approved, inde- 
pendent relief organization. Financial statements are filed with the Montreal . 
Department of Social Welfare and other similar bodies. Check your chanty! We 
eagerly offer our financial statement on request because we are so prou
 of the 
handling of our funds. PLAN helps children in Greece, South Korea, Viet Nam. 
Hong Kong, the Philippines, Colombia and Ecuador. 
All contributions deductible for Income Tax purposes 
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Partial List 0# SPONSORS 
and FOSTER PARENTS 


Rt. Hon. and Mrs. l. B. 
Pearson, Ottawa, Onto 
Mrs. John Diefenbalcer, 
Ottawa, Onto 
Hon. and Mrs. George 
Hees, Montreal, Que. 
Dr. R. P. Baird, 
Kitchener, Onto 
Mr. and Mrs. Peter D. 
Curry, Winnipeg, Man. 
Mrs. l. B. Culter, 
Vancouver, B.C. 
Kiwanis Club, 
Peterborough, Onto 
Dr. and Mrs. John M. Olds, 
Twillingate, Nfld. 
Anno Freud, 
HMCS "Ottawa" 
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let her 
love you 
VENUS PERALTA, FlLlPINA, AGE 
4. One of five children. Father dead. 
Mother earn... about 50t a day. Sells 
fish in market. Live in one-room shack 
ill squattzr area. Roof rusty galvanized 
tin salvaged from cans. Walls scraps of 
fire-wood. Cooking and washing done 
ill leall-to. Children ragged. Main food 
-"ource sweet potato patch. Privation 
acute. Mother sickened with despair 
for children. Help to Venus means 
Idp to whole family. 
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Parents. 
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FOSTER PARENTS' PLAN, Dept. CN12-1-65 
P.O. Box 65, Station "B", 
Montreal r Que., Canada 
A. I wish to become a Foster Parent of a needy 
child for one year. If possible, sex ................ 
age ................ notionality ................. I will pay 
$16 a month for one year or more ($192 per 
year). Payments will be mode monthly ( ), 
quarterly ( ), semi-annually ( ), annually ( ). 
I enclose herewith my first payment $.................. 
B. I con not "adopt" 0 child, but I would like to 
help a child by contributing S............................ 


NAME 


ADDRESS 


CITY 


PROV 


DATE 


Contributions income tax deductible 


------- 
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SALARIES STUDIED 
The Canadian Nurses' Association, in 
cooperation with the Dominion Bureau 
of Statistics, has launched a study on sa- 
laries of full-time nurse faculty in schools 
of nursing in Canada. 
The Higher Education Division of DBS 
will secure data on salaries of nursing 
faculties in Canadian universities. The Re- 
search Unit of CNA will secure similar 
data on full-time nurse faculty salaries in 
diploma schools of nursing and provin- 
cially-approved schools for nursing assis- 
tants. 
In making the announcement, Dr. Helen 
K. Mussallem, executive director of the 
CNA. said the study will provide, for the 
first time, national data on full-time nurse 
faculty in Canada, and will enable the 
association to establish salary comparisons 
within the profession and with similar 
fields. 
"Launching of the study reflects our 
support of Recommendation 128 in the 
Report of the Royal Commission on Health 
Services," Dr. Mussallem said. This re- 
commendation stated: "That to encourage 
suitable personnel to enter and remain in 
the nursing profession, salaries commen- 
surate with the training and responsibili- 
ties of nurses, and comparable with those 
in similar fields, be paid by federal and 
provincial agencies and by hospitals." 
Results of the study will be ready for 
distribution in February, 1966. 


THE DANGEROUS CIGARmE 
The relationship of cigarette smoking to 
the rapid increase in deaths from chronic 
bronchitis and emphysema is described in 
a new leaflet issued by the Public Health 
Service, U. S. Department of Health, Edu- 
cation, and Welfare. The leaflet reports an 
increase in deaths from chronic bronchitis 
and emphysema in the past 20 years. Far 
more ominous, the leaflet adds, is the rising 
toll of sickness and disability from these 
diseases. "In the last few years," it states, 
"emphysema has become second only to 
heart disease as a cause of disability," 
The most likely explanation for this 
rapid increase in death and sickness, accord- 
ing to the PHS leaflet, is "something inhaled 
into the lungs - something not common be- 
fore this century. Scientists have studied 
air pollution of all kinds. Cigarette smoking 
is the most effective way of polluting ins- 
pired air. Cigarette smoking is a develop- 
ment of the 20th century and its increase is 
remarkably similar to the increase in death 
and disability from chronic bronchitis and 
emphysema." 
Studies of more than a million men re- 
vealed that the death rate from chronic 
bronchitis and emphysema among cigarette 
smokers was six times greater than for 
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non-smokers. The leaflet concludes: "Chro- 
nic bronchitis and emphysema, however, are 
only part of the story. The risk of death 
from all causes is 70 percent higher for 
cigarette smokers than for non-smokers, 
Cigarette smoking, in fact, is one of the 
greatest health hazards of the 20th century. 
It is a hazard entirely preventable by a 
personal decision not to smoke." 
The leaflet, prepared for the general 
public, is being distributed to State educa- 
tion and public health officials. Single 
copies are available without charge from 
the Public Inquiries Branch, Public Health 
Service, Washington, D. C., 20201. 


THE DISAPPEARING BLOOD BOTTLE 
The traditional glass bottle used by the 
Canadian Red Cross Society Blood Trans- 
fusion Service to collect and store blood 
is on its way out. It will be replaced by a 
more practical plastic container. 
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Dr. G.W. Miller, National Director of 
the Blood Transfusion Service, announced 
that the blood transfusion depot in London, 
Ontario. has already begun to use the plas- 
tic containers. "We hope to organize the 
proper procedures of the new system during 
the next few months then change over to 
plastic containers in the other 15 blood de- 
pots across Canada by the end of 1966," 
he said. 
Plastic containers have many advantage 
over bottles. Empty, they weight 77 percent 
less than bottles and take up 83 percent 
less space. Similar advantages exist when 
they are full, and the danger of loss through 
accidental breakage is virtually eliminated. 
Medically and scientifically, plastic con- 
tainers provide a much safer method of 


collecting and administering blood because 
they operate entirely in an air-free closed 
system. This eliminates the risk of conta- 
mination from the air when blood is being 
drawn off. With the unique system of the 
double - and tLj,le pack plastic containers, 
it is possible to separate blood plasma, red 
cells and platelets without exposing the 
fluid to the air and without the introduction 
of tubes and pumps. 
Through medical research during the 
past few years, it has been found that the 
transfusion of a bottle of whole blood for 
certain aliments may not be as effective a 
treatment as a transfusion of one of the 
components of blood. The double-and tri- 
ple-pack plastic containers permit a com- 
ponent to be used separately, leaving the 
other components available for treatment of 
other ailments. 


THI'S WEEK HAS 40 HOURS 
The Finnish Federation of Nurses has 
taken a very important step toward the 
realization of the 40-hour working week. 
The central organizations have agreed, and 
the necessary changes in the law governing 
working hours will now be made. The 
shortening of the weekly working hours 
will be undertaken gradually and should 
be completed by 1970, according to an ar- 
ticle in Sairaanhoitajalehti, the official or- 
gan of the Finnish Federation of Nurses. 
The Federation represents 13,573 members. 


PUBLICATIONS AVAILABLE 
A paper-back of some 200 pages 
Hope and Help in Parkinson's Disease, by 
John C. Button, Jr., M.D. - and a 30-page 
pamphlet, My Mysterious Malady, a first- 
person account written by the famed 
foreign correspondent Margaret Bourke- 
White are available through the efforts of 
the Canadian Parkinson's Disease Associa- 
tion. These publications, originally issued 
by the organization's U.S. counterpart, are 
now available in quantity in Canada. 
They may be obtained by anyone, whet- 
her a member of the Association or not. 
Both of these are recommended reading, 
not only to those afflicted with this neu- 
rological disease, but for their families, 
friends, as well as all professional people 
desiring detailed and accurate information 
concerning the causes, treatments, etc. of 
the disease. 
Please contact: "Parkinson's Disease," 
263 McCaul Street. Toronto 2B, Ontario. 
No specific charge is being made for these 
publications, although the Canadian Par- 
kinson's Disease Association would gladly 
accept a contribution of $5.00 to defray 
the costs. Receipts for Income Tax purpo- 
ses will be forwarded for such contribu- 
tions. 
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Texts from Saunders e e e 


New Books and New Editions 
Keyed to the Modern Curriculum 


Leake - New (4th) Edition 
Simple Nursing Procedures 
Detailed Directions on Giving Routine B-edside Care 
By MARY J. LEAKE, R.N., M.S., Formerly Director, Public 
Health Nursing Association, Richmond, Indiana 
This New (4th) Edition offers the beginning student simple and 
precise directions on standard nursing procedures performed 
from day to day. Bed-Making, sterilization techniques, obser- 
vation of the patient, use of hot moist packs, taking blood 
pressure. .. these and 46 more techniques are described and 
illustrated so clearly that no further instruction is required. 
Fifteen of these techniques are entirely new in this edition, 
and solid help is offered on developing communication skills, 
team nursing, and recognition of patient feelings and reactions 
in specific situations. 
About 208 pp. -{:( illus. -{:( about $3.00 -{:( New (4th) Edition- 
Ready January, 19661 


Keane - 


A New Book! 


Saunders Practical Nursing Review 
An Excellent Review Text and Guide to Learning 
By CLAIRE B. KEANE, R.N., Formerly Director, Athens General 
Hospital School of Practical Nursing, Athens, Georgia 
Topics covered in this new review text and guide include: 
Personal hygiene - Personal and Professional Adjustments - 
Basic Sciences - Nutrition - Basic Nursing - Communicable 
Diseases - Nursing the Mentally III - Nursing the Mother 
and the Newborn - Pediatric Nursing. Each of the majm 
sections is introduced by an outline of the most important 
material in that subject area. The remainder of each section 
is devoted to questions that help the student determine her 
grasp of the subject. Answers to the questions are included at 
the back of the book, and a helpful index facilitates location 
of material when renewed study is required. 
418 pp. -{:( illus. -{:( about $4.90 -{:( New- Ready January, 1966! 


Krause - New (4th Edition) 
Food, Nutrition and Diet Therapy 
Completely Revised to Reflect Current Trends 
By MARIE V. KRAUSE, M.S., Formerly at New York Hospital 
Now, more than ever before, the New (4th) Edition of this 
respected text accurately reflects the nurse's changing role in 
dietetics. New emphasis is directed to consideration of the 
individual patient, and to his diet in relation to total care and 
treatment. Foods are discussed according to their composition, 
nutritive value, digestibility, and use in the menu, while details 
of preparation have been reduced. This text offers the student 
a new appreciation of socio-economic, emotional and psy- 
chologic factors in diet therapy. New and en1arged discussions 
in this revision include: emergency survival foods, prevention 
of degenerative disorders, inborn errors of metabolism, tube 
feeding, potassium-rich foods, world wide problems of nutri- 
tion, over-nutrition, and many others. Many new photos and 
drawings are added. A Teacher's Guide will be available. 
About 720 pp. -{:( about 200 iIIus. -{:( about $8.10 -{:( Ready Early 19661 


King & Showers - Fifth Edition 
Human Anatomy and Physiology 
A Magnificently Illustrated Introductory Text 
By BARRY G. KING, Ph. D., US. Public Health Service; and 
MARY JANE SHOWERS, R.N., Ph.D., Hahnemann College of 
Medicine 
This well-known text offers the nursing student a diversified 
and thorough coverage of the organization of the human body. 
The authors skillfully present the right balance of information 
your student nurses need: Development - Architecture - 
Relationship between microscopic and gross structure - Basic 
mechanisms and functions of body parts and systems. 322 
beautifully labelled dJawings are integrated with the text. 
Specially designed end-of-chapter questions help the student 
nurse relate and apply the information as it is learned. 
469 pp. -{:( 322 iIIus. (55 in color) -{:( $6.50 -{:( Fifth Edition - Jan., 19631 
Shower & Dale - New! 
Laboratory Manual 
By MARY JANE SHOWERS, R.N., Ph.D., and EDWIN DALE, Ph.D. 
This completely new laboratory manual and study guides 
follows the same arrangement as the text above. The modern 
experiments reflect the authors' long experience in teaching 
student nurses. 
154 pp. -{:( iIIus. -{:( about $3.25 -{:( New - Ready January, 19661 


Gladly sent to teachers on approval! 


Order your copies from McAINSH and Co. Ltd. Canadian Representative 
1837 Yonge St., Toronto 7 
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UNUSUAL 
OPPORTUNITY 


West Coost Corporation recently reorganized that 
can withstand rigid financial examination is offering 
on a no-franchise fee basis exclusive distributorships. 
This is a product in demand by every home owner 
and every business and is currently being used by 
such national organizations as Sears Roebuck and 
Co., Holiday Inn Motels and various branches of the 
armed forces. Product 100% guaranteed; investment 
from $600 to $14,000. Investment guaranteed with 
100% markup. Manufacturer has proven method 
of distribution advertising and merchandising. A 
factory representative will assist you in setting up 
your business. 
For complete details and descriptive literature 
write 
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The answer: TUMS! 
These mild, minty- 
flavoured tablets will give fast relief 
from heartburn, gas and the 
other discomforts of acid indigestion. 
Keep TUMS in mind when 
your patients ask this question. 
Remember TUMS bring fast, long 
lasting, safe relief . . . and they 
cost so little too. 


NATIONAL CHEM-PLASTICS 
CORP. 
1500 Page Industrial Blvd., 
St. Louis, Missouri 63132 
or call collect 
ROBERT T. ADAMS 
at HA. 6-7242, Area Code 314 


- .,.;. 
 S . 
.. ".
..,..... 
.. I i: "": 


T!m
r- 
for the tummy 


CARPETS IN HOSPITALS 


The use of carpets in hospitals is in- 
creasing. Environmental benefits to patients 
and lower costs for hospitals are the prima- 
ary reasons behind the growing number of 
carpet installations in hospitals, said Oliver 
A. Wyman, director of marketing services 
for Commercial Carpet Corporation. 
He named these environmental advant- 
ages hospitals obtain for patients by instal- 
ling carpet: 
I. Quieter - Sponge-bonded carpet, for 
instance, reduces noise about 50 percent, 
muffling footsteps and other sounds, and 
enabling patients to sleep better and rest 
more comfortably. 
2. Safer - There is less chance of 
slipping on carpet than on a hard surface 
floor. Many hospitals report that the inci- 
dence of falls is much lower in carpeted 
areas than on non-carpeted floors. In addi- 
tion, if a patient falls out of bed, he is less 
likely to be injured in a carpeted room and 
newly-ambulatory patients feel safer on 
carpet. 
3. Salutary psychological effect - Car- 
peting helps patients feel at ease in hospital 
surroundings by making their rooms more 
home-like and eliminating the "institutional 
look." 
4. More sanitary - Hospital tests show 
that carpet is more sanitary than hard sur- 
face flooring. These tests show that the air- 
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borne bacteria count over high density 
nylon carpet is lower than that over tile, 
that carpet holds antibacterial agents longer 
than tile, and that dust, which can spread 
bacteria, is held down in carpted rooms. 
Because carpeting doesn't have to be 
washed, waxed and buffed repeatedly to 
remain clean, as is the case with hard 
surface flooring, and need only be vacuum- 
ed regularly and shampooed periodically, 
it costs considerably less to maintain. 
High density nylon carpet is woven in 
an extremely tight weave to prevent dirt 
from penertating and therefore can be 
cleaned even faster and easier than con- 
vestional carpet, Mr. Wyman added. 


CNA RETIREMENT PLAN 


The Canadian Nurses' Association Reti- 
rement Plan has all the features of the 
ideal retirement plan and covers the self- 
employed nurse or the nurse who wishes 
to supplement her existing retirement plan. 
"Plan A" is designed for nurses who are 
employed where no employer contributions 
are available and must, therefore, rely on 
their own savings to provide for retirement. 
"Plan B" is designed for nurses who are 
working for an employer who will join 
them in setting aside money for their 
retirement. 
For further information, write to the 
Canadian Nurses' Association. 
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Julienne Belanger '32, Hôpital du St- 
Sacrement, Quebec, P. Q. 
Jean Marion (Campbelll Campbell 
'27, Regina General Hospital, Sask. 
Mary Coughlin '41, Margaret Elizabeth 
(Bain I Miller '44, S!. Joseph's Hospital. 
London, Onto 
Margaret Caroline (Waterman) Emes 
'31, S!. Boniface Hospital, Man. 
Eleal'!.or Kathleen Gee '45, Brantford 
General Hospital, On!. 
Yvonne Guay '23, Hôpital Ste-Justine, 
Montreal, P. Q. 
Muriel I. (ClarkI Hammond '39. General 
and Marine Hospital, Owen Sound, On!. 
Lillian E. Johnston '23, Western Hospital. 
Montreal. P. Q. 
V. June (Dillabough I McDiarmid '52. 
Cornwall General Hospital. On!. 
Beth M. ( Paull Mawby '62, Winnipeg 
General Hospital, Man. 
Mary Allen (Jones) Mines '25. Royal 
Victoria Hospital. Montreal, P. Q. 
Iso bel Mercedes (Munns) Morton '28, 
Women's College Hospital, Toronto, On!. 
Amy Kathleen Paget, graduate of Belle- 
vue Hospital. New York in 1890's. 
Françoise Poulin '46. HÔlel-Dieu, St- 
Vallier, Chicoutimi, P. Q. 
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EWS (Coll/illued) 


WORKSHOPS TO IMPROVE 
QUALITY OF PATIENT CARE 
Three workshops, sponsored by the 
.tandards Division of the Quebec Hospital 
nsurance Commission, were held in La 
Jelle Province during October and Novem- 
>er. The aim of the workshops was to 
'aise the standard of nursing care in the 
)rovince. They were the first of several 
,Ianned for the area. 
The three-day conferences - two held 
n Montreal and one in Quebec - were 
ittended by representatives from hospitals, 
md nursing service agencies. 
Margaret MacLean, Nursing Consultant, 
Department of National Health and Wel- 
fare. Ottawa. and Madeleine Jalbert, Nurs- 
ing Consultant, Quebec Hospital Insurance 
Commission. planned the meetings. 
In discussing the need for such meetings. 
Miss MacLean said: "Standards are neces- 
sary and the professional nursing staff must 
take the responsibility of seeing that stand- 
ards are carried out." She emphasized that 
while there is a shortage of nurses, there 
is a greater shortage of nursing, and that 
this must not be allowed to continue. 
She pointed out that, in many hospitals. 
non-nursing duties still occupy a great 
amount of the nursing time. These duties 
decrease the quantity of nursing care avail- 
able and often affect the quality of nursing 
care by interrupting nursing duties. 
Paul David, director of the Montreal 
Cardiology Institute, was the keynote 
speaker at the three workshops. Dr. David 
emphasized that nurses must continue to 
meet the deeply individual immediate needs 
of sick persons. 
The main groups divided into smaller 
ones each afternoon to share ways of 
raising standards of patient care in their 
own areas. Team nursing, nursing care 
plans and methods of giving report to the 
oncoming shift were some of the specific 
topics discussed. 


PKU SCREENING PROGRAM 
All Ontario Hospitals with an obstetrical 
department have been requested by the 
Minister of Health for Ontario to take 
part in a phenylketonuria (PKU) screening 
program for newborn infants. This will 
facilitate early diagnosis and treatment. 
In infants with this metabolic disease, 
the blood phenylalanine level shows an ab- 
normal rise within two to three days after 
milk feedings have started. This rise can 
be detected by a blood test, the Guthrie 
Inhibition Test. This is the test to be used 
in Ontario hospitals. 
The PKU Advisory Committee further 
recommends that all infants should have 
Ihe urine (or wet diaper) tested for phenyl- 
ketones routinely at the fourth and eighth 
weeks of life. Immediate referrals of in- 
fants with positive tests should be made 
10 the PKU Advisory Committee. 
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Early detection and a immediate treat- 
ment program are essential to prevent the 
severe mental retardation that occurs in 
untreated cases. Treatment includes a diet 
low in phenylalanine. This diet must be 
started immediately, if introduced later. it 
will not reverse mental retardation. 


FREE TRIP TO EASTER ISLAND I 
By becoming an Associate of the Easter 
Island Expedition Society, at the cost of 
$1.00, you stand a chance to win a free 
return trip to Easter Island next year. 
This entails a flight to Chile for two peo- 
ple, via Canadian Pacific Airways and then 
a short voyage on the supply ship. All 
arrangements will be made by the Society. 
If you don't want to go all the way to the 
island, you can remain in Chile for your 
holiday. 
Applications should be made to: 
Medical Expedition to Easter Island. 
Donner Building, 
3640 University Street. 
Montreal 2, Quebec 
A self-addressed stamped envelope should 
be enclosed. 


U. S. HOSPITALS TEST FOR CANCER 
OF THE CERVIX 
A nationwide campaign to eliminate 
deaths from cervical cancer has been 
launched in the United States. Hospitals 
across the country will provide the Papani- 
colaou screening test for all women over 
2S who are admitted to hospital for any 
reason. A national education program will 
inform women of the availability of the 
test. 
The U. S. Public Health Service will 
provide multi-million dollar grants for the 
establishment of the service. Hospitals pro- 
viding care for the poor and medically 
indigent will receive first consideration in 
awarding the grants. It is expected that all 
hospitals will be participatmg within five 
years. 


EDUCATIONAL MATERIAL AVAILABLE 
The Canadian Heart Foundation has 
many booklets and other educational leaflets 
concerning heart disease. These materials 
are available as reference material to school 
of nursing or hospital libraries on request. 
The material is of considerable interest 
to nurses and includes information on the 
heart and ciroulatory systems; diseases of 
the heart and blood vessels; heart disease 
in children; rheumatic fever; congenital 
heart disease; bacterial endocarditis; diet 
and heart diseases; and rehabilitative as- 
pects. 
Interested persons should write to: 
Canadian Heart Foundation, 
1130 Bay Street, 
Toronto S, Ontario. 


COME TO THIS 
GROWING 
SUBURBAN 
U. S. HOSPITAL 


Here, in friendly Ccnnecticut, you will 
find opportunity for advancement at The 
Stamford Hospital . . : known as "the 
hospital with a heart". We can offer you a 
choice of services. . . educational assist. 
ance programs . . . health benefits, a 
retirement program and salary to match 
your ability and experience. Exciting New 
York City Is only an hour away by train 
or car. Recent registration In 
most Provinces Is acceptable 
when applying for Connecti- 
cut registration by reciprocity. 


Write today tor our 
descrIptive booklet: 
"Your Futur. at Stamford" 
Miss B.atrice Stanl.y, R.N. 
Director of Nursina 
THE STAMFORD HOSPITAL 
Stamford, Conn, 
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SAVE ON NEW CARS 


Bank Financing and insurance 
available. 


NURSES' CAR POOL 


4869 Yonge Street 
Phones -- 223-0041 
223-0014 


SAVE ON FURS TOO 


Please enquire 


MANUAL ON AUTOCLAVE TECHNIQUES 
A comprehensive manual on modem 
sterilization techniques in hospitals, Au/o- 
c1aving with Nylon, is available from Portex 
Hospital Products, Toronto. 
The 16-page booklet outlines the use of 
nylon film wrappers for autocJaved items 
and offers tips on wrapping and autocJav- 
ing procedures. For copies of the booklet 
or for further information, write Jarvis D. 
Cribb, Portex Hospital Products, S. Smith 
& Sons (Canada) Ltd., IOS Scarsdale Rd., 
Don Mills, Ontario. 
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ALL NEW 


KIT TWO 


your second intubation training kit now available 


The BARD "IT" KIT 2 features a new life-size, 3-dimensional training aid panel for teaching intubation of 
the lower tract and urinary system easily and exactly... permits students to observe actual passage of 
tips, tubes or catheters into simulated body cavities. "IT" KIT 2 is FREE to hospitals with each 20-case 
order of especially selected BARD PRODUCTS. 


"IT" KIT 2 contains: 
Training Panel. a representative line of BARD gastrointesti- 
nal and genitourinary system tubes. tips and catheters for 
demonstrating, the new BARD Technical Training Manual, 
a large full-color anatomical product reference wall chart, 
and carrying case. 


SEND THIS COUPON TODAY TO C. R. BARD, INC.. MURRAY HILL, N.J. 
o Please have your BARD Representative call on our hospital with 
details on how we can obtain the New Intubation Training Kit 2. 


Hospital 


C. R. BARD, INC. 
MURRAY HILL, N.J. 


INTEGRITY 
> . (J) 
.... IT! 
- :\J 

 : . - . 
 
o IT! 
SINCE 1907 


Street 


City 


State 


ZIp Cod 


Signature 


o We are also interested in BARD's "IT" Kit 1 



OPINION 


:]he rf/arkð o! a Pro !eððion 


Clinical nursing is struggling for its life. It is being stilled by government and 
hospital, against which the profession seems singularly impotent. 


Scholarship, personal service and 
an ethical code more rigorous than 
that demanded b} law are the marks 
of a profession. Nursing possesses the 
last in good measure, is losing the 
second and has only a tenuous claim 
to the first. 
All the promises of career oppor- 
tunities in clinical nursing have a 
hollow ring so long as the young 
graduate who wants to get ahead is 
obliged to forsake direct patient care 
in favor of an administrative position. 
The CNA's brief to the Royal Com- 
mission on Health Services and the 
CNA President's address. to the an- 
nual meeting of the Canadian Hospi- 
tal Association in May of this year, 
show that the profession does not ap- 
prove or plan this state of affairs. Is 
the profession, then being forced into 
an attitude it really does not believe 
in? Or is there, after all. nothing in 
clinical nursing that can sustain a cap- 
able woman's or man's interest and 
enthusiasm for more than a few years 
after graduation? 
The present trend toward shorten- 
ing the training period in the diplo- 
ma courses is dictated by the need to 
produce a large number of nurses 
quickly. Presumably the services of a 
graduate of such a school will be ob- 
tainable at a lower salary than that 
of her more highly trained colleague, 
so that government may feel that it is 
getting the nurses it needs and at 


Dr. Morley is As,ociate Profe"or of 
Surgery. University of Toronto, and Head, 
Neurosurgical Division. Toronto General 
Hospital. 
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bargain price. There can be no deny- 
ing that two years of training (as 
recommended for the diploma courses 
by the Hall Commission) will turn out 
a nurse of less competence than three 
or more years, especially if the mini- 
mum academic standard for entry into 
these schools is significantly reduced 
- as is happening in Ontario. 
Many positions in nursing do not 
require advanced training and can be 
filled by nurses of the second rank. 
In fairness to the future products of 
diploma schools, an honest picture of 
the type of positions that will be closed 
to them as graduates should be pre- 
sented. Then they will know that if 
they wish to enhance their standing 
and responsibility and take a leading 
part in the newest developments in 
nursing. they will first have to obtain 
a university nursing degree. This is 
not unreasonable in theory. The dan- 
ger is that civil servants, hospital ser- 
vices commissions, public health de- 
partments. hospital boards and admi- 
nistrations - with the connivance of 
government nursing consultants - 
will set quotas in their own jurisdic- 
tions of the number of first and se- 
cond rank nurses required. And since 
cost will be virtually the only deciding 
factor in their deliberations, it is a 
reasonable guess that before long the 
second rank nurse will be doing the 
job of the first rank nurse without the 
position, salary or esteem that should 
go with it. Thus the continued servitu- 
de of the clinical nurse will be assur- 
ed. It will require very strong repre- 
sentations from nursing to force the 
profession's quota recommendations 
on lay authorities. It will call more 


for a spirit of tough bargaining than 
flaccid compliance. 
The Report of the Royal Commis- 
sion on Health Services recommends 
that approximately a quarter of the 
total recruits to the nursing "force" 
(an ambiguous word which. with nurs- 
ing "occupation." is used without de- 
finition in the Report; it must be 
assumed that the professional nurse 
is, in this context. lumped together 
with nursing assistants, certain catego- 
ries of psychiatric nursing assistants, 
and operating room technicians) 
should be prepared in university 
schools of nursing, and that it is 
"from this pool that the instructors, 
supervisors. - administrators and other 
leaders must come." (Italics mine.) 
This forecast confirms the fear 
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that the pnmary purpose of a 
university school of nursing is not 
to train practicing nurses in the 
way. for example, that a medical 
school tries to produce educated doc- 
tors. It is becoming clear that the 
phrase "professional nurse" is being 
coined anew to refer only to those who 
have acquired a university degree. 
Graduates of the hospital and the new 
independent schools, by virtue of their 
inferior training, may soon be regard- 
ed by their university-educated col- 
leagues as belonging to the nursing 
"force" or "occupation." but not truly 
to the profession - although almost 
all clinical nursing will be done by 
them. 
Whatever our views may be on its 
desirability, we must face up to this 
change. which is even now upon us. 
If the Hall Report intended to in- 
clude practicing clinical nurses in the 
italicized words quoted above, it 
would surely have said so. This lack 
of any clear call for priority in the 
advancement of the clinical science 
of nursing has been interpreted, in 
some quarters. as approval to down- 
grade training. 
From many aspects, clinical nurs- 
ing is nearly dead. It is being stifled 
by government and hospital, against 


which the profession seems singularly 
impotent. For self-advancement, the 
most gifted nursing clinicians will con- 
tinue to be forced into administration 
or teaching where they may be dis- 
satisfied or incompetent. 
University schools with attached 
hospitals are admirably placed to 
foster postgraduate clinical education 
and research. Nursing specialties, par- 
ticularly in the clinical field (but also 
in administration) should be develop- 
ed and taught in these centres; the 
university school would also be the 
focal point for refresher courses. Basic 
nursing training and practice would 
be constantly modified by experience 
and knowledge gained from the new 
specialties. This is what happens in 
medicine, but has been prevented in 
nursing on grounds of administra- 
tive inconvenience and expense. 
The latest opportunity that the 
profession passed up has been 
grasped by a new breed of health 
worker, the inhalation-therapy techni- 
cian. Here was a golden opportunity 
for nursing to keep up with scientific 
advance and to make its own contri- 
bution. As it is, however, this new 
task will be performed by a man who, 
in his three years of training fol1ow- 
ing grade XII or grade XIII, will ac- 


quire many skills traditionally claim- 
ed as the nurse's preserve. On top of 
this, he will have a special technical 
qualification which wil1 place him in 
a position to rival or even exceed the 
nurse's authority. 
As a doctor, I do not like to see 
the nursing profession stand still while 
the rest of the health team moves 
forward and enlists new members to 
fill the roles that nursing has not 
claimed. I want educated men and 
women of the nursing profession to 
join me in my patients' care. Techni- 
cal assistants are necessary, but they 
must not be al10wed to usurp the nur- 
se's function. Unless clinical nursing 
is put back on its rightful pedestal, 
no woman or man with superior intel- 
ligence, ability and motivation will 
choose it for a career. 
The profession's avowed policies 
are not being put into effect. It seems 
headed on a course if not of se1f- 
destruction, at least of calculated re- 
tardation. The strength to force its 
policies through bureaucratic and poli- 
tical barriers might well be taken as 
the fourth mark of a profession. 


.A. Isobel MacLeod. The Future Role 
of Nursing. Canad. NUTS., 61:611-13, Au- 
gust, 1965. 


Sheepskin as a Nursing Aid 


Research in Australia and similar studies 
in the U. S. A., U. K., New Zealand and 
South Africa have shown that carefully 
selected sheepskins which have been tanned 
with a special chrome tanning can be an 
important aid in nursing patients who for 
one reason or another are particularly sus- 
ceptible to pressure sores and the attendant 
discomfort in the region of the sacrum and 
heels. Using simple recommended washing 
techniques the skins may be laundered and 
disinfected in a hospital laundry. 


The sheepskin is spread on top of the 
sheet, wool side up, and the patient should 
lie directly on it, without pyjamas inter- 
vening, to obtain maximum benefit. One 
skin is usually big enough to cover the 
areas of the shoulders, back, buttocks and 
upper part of the thigh. For heels, a slipper 
with an open end has been found to be 
most effective. Patients have been very ap- 
preciative and often they have become so 
attached to their sheepskins that they are 
loathe to part with them. Frequently the 
patients have remarked on the luxurious 
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feeling which they obtain when lying on the 
fleece. 


The surface of the fleece distributes 
pressure evenly over a relatively wide area. 
The sheepskin does not wrinkle but lies 
flat on the sheet and thus there is less fric- 
tion on the patient's skin. Since the wool 
fibres allow for free circulation of air, 
absorb moisture up to 33 percent of their 
dry weight without feeling wet, and dissi- 
pate moisture readily, the three chief causes 
of pressure sores - pressure, friction and 
moisture - are considerably reduced. Fur- 
ther, patients on sheepskins do not slip 
down in the bed as readily as they do on 
a smooth surface. Sheepskins have also been 
found very comfortable by patients who 
are confined to wheel chairs. In this case 
the sheepskin is used to cover a rubber 
latex foam pad. 
Extensive trials have been carried out 
in Australian general and geriatric hospitals 
and in domicilliary nursing services and the 
results have been reported in the medical 
literature. Recently, trials have been com- 


menced in general geriatric and orthopedic 
hospitals in the U. K., again with similar 
results to those obtained elsewhere. Suit- 
able laundering procedures have been publi- 
shed by the British Launderer's Research 
Association. In the U. S. A., the successful 
use of sheepskins... has been reported in 
general. .. and orthopedic nursing. 
There seems to be little doubt from the 
results of experiences in a number of 
countries. including the testimony of doc- 
tors, nurses and patients and, perhaps most 
significantly. the testimony of members of 
the medical and nursing professions who 
have used them as patients, that the sheep- 
skin is an economic and practical method 
of relieving pressure. 
Supplies of suitable sheepskins are now 
readily available in Australia and New 
Zealand and recently leading tanners in 
Europe and the U. S. A. have become inte- 
rested in this new use for wool and have 
decided to produce medical sheepskins. 
- Garrow, C. Sheepskins as a Nursing Aid. 
Reprint published by The International 
Wool Secretariat, London, England. 
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Synthetic 


Progestational 
Compounds 


Use of these agents in obstetrics and gynecology. 


R. PETER BECK. M.D., C.M., M.R.C.O.G., F.A.C.S., F.R.C.S.(C) 


Progestational agents produce. the 
same effect as. and are more potent 
than, progesterone. These synthetic 
hormones are active in oral and in- 
jectable form, whereas progesterone, 
produced by the corpus luteum, is 
rapidly inactivated in the gastrointes- 
tinal tract. 


Physiologic Action 
The synthetic progestational agents 
produce the significant progesterone 
effects of: 1. maintaining an intact 
endometrium prepared by estrogens; 
2. producing secretory and decidual 
changes in the endometrium; 3. caus- 
ing rapid and complete shedding of 
the endometrium with progesterone 
withdrawal; 4. inhibiting ovulation by 
suppressing production of the luteotro- 
phic homone (L. T. H.) from the ante- 
rior pituitary, and by limiting follicular 
development as a result of a depression 
of the follicle-stimulating hormone 
(F. S. H.) and the luteinizing hormone 
(L. H.) ; 5. producing a viscid cervical 
mucus; 6. having an anti-oxytocic ef- 
fect on the myometrium which is vari- 
able; 7. developing lobular-alveolar 
tissue in the breast when acting in 
conjunction with estrogen. 
Although these agents suppress the 


Dr. Beck is Professor and Head of the 
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University of Alberta. Edmonton. Alia. 
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anterior pituitary in its production of 
gonadotrophins, they do not appear 
to have any significant effect on other 
endocrine glands outside the anteri
 
pituitary-ovarian axis. Patients who 
have been on long-term progestational 
steroid therapy frequently show ele- 
vated protein-bound iodine and plasma 
corticosteroid levels. This does not 
indicate overactivity of the thyroid or 
the adrenal cortex, but is a reflection 
of an increased protein-binding capa- 
city. The increased protein-binding 
capacity is probably produced by the 
estrogen component of these proges- 
tational agents. The increased protein- 
binding capacity in the blood also 
explains the low urinary 17-keto- 
steroid excretion in cases of prolonged 
progestational steroid therapy, rather 
than a depression of the adrenal cor- 
tex. 


Chemical Nature 
These drugs are either subsituted 
progesterone compounds, that is, der- 
ived from alterations in the basic pro- 
gesterone formula, or 19-nortestoste- 
rone compounds, which have the basic 
structure of testerone minus (nor) the 
methyl group on carbon 19. Examples 
of substituted progesterone compounds 
are: 17-alpha-hydroxyprogesterone 
caproate; 6-methyl-17 -aJpha-hydroxy- 
progesterone acetate (medroxyproges- 
terone acetate); 6-chloro-6-dehydro- 
17-alpha-acetoxyprogesterone (chlor- 


madinone) ; 6-methyl-6-dehydro-17- 
alpha-acetoxyprogesterone (megestrol 
acetate). Examples of the 19-nortestos- 
terone are: 17-aJpha-ethinyl-19-nor- 
testosterone (norethindrone), and 17- 
alpha-ethinyl-17 -hydroxy-5 (I0)-estren- 
3-one (norethynodrel). 
Norethynodrel is basically an estrone 
compound, which very closely resem- 
bles testosterone. UsuaJly these steroid 
compounds are prepared in 2.5, 5 and 
10 mg. tablets, in combination with 
ethinyl estradiol 3-methyl ether (mes- 
tranol). The amount of this estrogen 
in each tablet varies from 75-150 
micrograms. The reason estrogen is 
added to progestationaJ compounds is 
that these agents cannot maintain the 
endometrium and do not produce se- 
cretory and decidual changes, unless 
the endometrium has been primed by 
estrogens. Norethynodrel and norethin- 
drone are both synthesized from es- 
trogen, and pure norethynodrel has 
3- 7 percent of the estrogenic effect of 
estrone. In spite of norethynodrel's es- 
trogen activity, it is usually combined 
with additional estrogen in the form 
of mestranol. It is also thought that 
norethynodrel and norethindrone may 
metabolize to ethinyl estradiol, but this 
is variable. 


Uses 
Contraception: Cyclic use of pro- 
gestational agents has proven to be 
highly effective. It is thought that the 
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larger doses, i.e. 5-10 mg. per day, 
suppress ovulation effectively; hence 
the contraceptive effect. However, 
even with high doses, and more com- 
monly with smaller ones, i.e. 2.5 mg. 
daily, ovulation may occur, yet preg- 
nancy does not ensue. The reason 
for failure of pregnancy to occur in 
spite of ovulation is difficult to ex- 
plain. It may be that the endometrium 
is thrown out of phase with ovulation. 
Also, when the progestational agents 
are used from day 5 to day 25. a 
thick, viscid mucus that can block 
sperm is produced in the cervix. 
Endometriosis: Satisfactory sub- 
jective and objective remissions in 
endometriosis can be achieved in ap- 
proximately 80 percent of patients 
using long-term progestational therapy 
with complete suppression of mens- 
truation for six to nine month periods. 
Kistner has carefully studied the effect 
of these agents on endometriosis, and 
believes the beneficial effect is pro- 
duced by anovulation, amenorrhea 
and the decidual reaction in the ec- 
topic endometrial tissue. A gradual 
necrobiosis of the decidual cells with 
replacement of fibrous tissue takes 
place. I believe that the long-term 
suppressive therapy with these agents 
is preferable to cyclic treatment. If 
cyclic treatment of dysmenorrhea is 
effective, then the dysmenorrhea is 
probably primary and not due to endo- 
metriosis. 
Functional uterine bleeding, metror- 
rhagia and menorrhagia: The progest- 
ational agents act by maintaining the 
intact endometrium that has been pre- 
pared by estrogens. When the hor- 
mones are withdrawn, a prompt and 
complete shedding of the endometrium 
occurs, producing a protracted mens- 
truation. By using these progestational 
agents on the fifth day, the reinstitu- 
tion of cyclic endocrine support again 
helps control the length and amount 
of menstrual flow. The progestational 
agents should be used for so-called 
functional uterine bleeding only after 
cervical cytology has been taken, and 
after a diagnostic (often therapeutic) 
curettage has been performed. The 
exception to this rule would be the 
young virginal girl, in whom there is 
reluctance to perform a dilatation and 
curettage. 
Amenorrhea: Hypothalamic ame- 
norrhea (normal F.S.H.) almost always 
responds to cyclic progestational the- 
rapy. Rare cases of ovarian failure, 
such as Turner's syndrome, respond 
well to cyclic therapy as long as treat- 
ment is continued. These drugs are 
of questionable value in Stein-Leven- 
thal syndrome patients and of no 
value in treating women with Asher- 
man's syndrome. Pituitary amenorrhea 
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is probably best treated by cyclic es- rapy. There is no good reason to use 
trogen t

rapy.. . 
yclic progestational therapy because 
Infertility: Cyclic progestatlo
al It only perpetuates menstruation. Es- 
therapy may be used where irregu!
 trogens in gradually diminishing doses 
menses and anovulatory cycles are...... .$hûuld be given to patients who war- 
thought to be responsible for the state / rant therapy. 
of infertility. Three or four months Premenstrual tension and mastalgia: 
of cyclic progestational therapy usual- No good physiological basis exists for 
Iy produces a rebound stimulation of treating these problems with progest- 
the anterior pituitary, with the re- ational agents. Indeed, prolonged pro- 
suit that the periods generally become gestational therapy is known to cause 
regular and ovulatory. nervous irritability and mastalgia. 
Endometrial adenocarcinoma: Mas- 
sive doses of the progestational agents 
have been used, with some effect, in 
advanced or recurrent endometrial car- 
cinoma. About 30 percent of patients 
will experience temporary objective 
regression of the tumor. The reason 
for this inhibitory action is the supres- 
sion of mitosis in tumor cells, in the 
same manner that progesterone seems 
to act on the normal proliferative en- 
dometrium ; or, it may act by depress- 
ing the interstitial-cell-stimulating 
hormone which is often elevated in 
these cases. 
Galactorrhea: Large doses of pro- 
gestational agents are usually effective 
in controlling troublesome post-par- 
tum galactorrhea. Cessation of lacta- 
tion is presumably due to suppression 
of prolactatin (L.T.H.) by the pro- 
gestational agents. 
Test for pregnancy: Failure of with- 
drawal bleeding to occur after three 
days' administration of progestational 
agents is highly suggestive of preg- 
nancy. This is valuable in diagnosing 
pregnancy prior to the time when the 
urinary chorionic gonadotrophins rise 
sufficiently to give a positive test. 
Prevention of abortion and prema- 
ture labor: Progestational agents can 
be used to support the pregnant patient 
who has a history of habitual abor- 
tion. This is based on their anti-oxy- 
tocic effect and supportive action on 
the decidua. It is unwise to use these 
agents in a patient who is theatening 
to abort, since an already terminated 
pregnancy might be perpetuated as a 
missed abortion. These drugs have 
been used to support a pregnancy at 
the time of surgery for the same 
reasons. Once premature labor has 
been established, progestational agents 
have little effect, possibly because of 
insufficient dosage. Side Effects 
Primary dysmenorrhea: Cyclic use 
of the progestational agents with sup- 
pression of ovulation is often effective 
in managing primary dysmenorrhea. 
This is probably because of the tran- 
quilizing myometrial effect and a re- 
gulation of endometrial sloughing. 
Vasomotor menopausal symptoms: 
Only 10 percent of menopausal women 
are disturbed enough by menopausaJ 
vasomotor symptoms to require the- 


Complications of Therapy 
Thrombophlebitis: Rare, isolated 
instances of spontaneous thrombophle- 
bitis developing in patients receiving 
progestational agents have been repor- 
ted. This rare association might be 
explained on the basis of increased 
platelet count, elevated fibrinogen 
level, increased antifibrinolysin acti- 
vity, and distension of leg and pelvic 
veins which occur in association with 
this steroid therapy. 
Jaundice: Intrahepatic cholangio- 
lytic obstructive jaundice has been re- 
ported in association with methyl- 
estrenolone administration. This com- 
plication occurs very rarely, but must 
be considered in a patient with liver 
disease. 
Hirsutism: This rare complication 
has been reported in association with 
the administration of 19-nortestoster- 
one compounds, and possibly repre- 
sents an abnormal metabolism of the 
administered drug. The danger of 
this problem increases with increasing 
dosage. 
Fetal pseudohermaphroditism: The 
development of pseudohermaphrodi- 
tism in a femaJe fetus is rare, but 
must be considered in the judicious 
use of any andogenic steroids used 
early in pregnancy. 
Other considerations: There is, at 
present, no evidence to suggest that 
prolonged cyclic use of these drugs 
is carcinogenic. They should not be 
used, however, in the presence of 
breast or genitaJ maJignancy. 
One question that has not been an- 
swered, as yet, is the effect of pro- 
longed use of these progestationaJ 
agents on future pregnancies. 


1. Nausea and vomiting occurs in 
5-10 percent of patients. Usually this 
does not pose much of a problem 
because it is either temporary, can 
be alleviated by reducing the dose of 
the drug, or by switching to the use 
of estrogens from day 5 to day 20, and 
the use of progestational agents from 
day 20 to day 25. 
2. Menometrorrhagia usuaJly results 
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from incorrect use of the "pills," for 
one or other reason, by the patient. 
3. Oligomenorrhea or amenorrhea 
may occur after long-term use of 
these drugs probably because of pro- 
longed suppression of the anterior pi- 
tuitary. When oligomenorrhea deve- 
lops, cyclic therapy with the progres- 
tational agent should be stopped until 
the menstrual flow has returned to 
normal. 
4. Troublesome chills and sweats 
develop premenstrually in about 20 
percent of patients, probably as a 
result of disturbed gonadotrophic ac- 
tivity. 
5. An allergic-type skin rash de- 
velops in about one percent of pat- 
ients. 
6. Nervous irritability is usually 
complained of by patients who have 
been on long-term progestational the- 
rapy. The reason is difficult to ex- 
plain. 
7. Hyperemia and congestion of the 
vulva and vagina may occur, and are 
associated with an increase in the va- 
ginal secretions and an increased in- 
cidence of monilial and bacterial va- 
ginitis. 
8. Enlarged painful breasts often 
develop during the course of prolonged 
suppressive therapy for endometriosis. 
9. Pelvic congestion-type syndrome, 
where the patient complains of an 
aching, dragging pain in the pelvis. 
may be associated with congestion in 
the pelvic veins and an enlargement of 
the uterus. The latter always occurs 
with prolonged suppressive therapy 
with the progestationaJ agents. Enlar- 
gement of fibromyomata of the uterus 
have been recorded. 
10. Weight gain may be troublesome 
due to the anabolic and the salt and 
water retaining effects of the andro- 
genic progestins. 
Contraindications for progestational 
therapy include: a history of throm- 
bophlebitis, varicose veins and hyper- 
coagulability of the blood ; malignant 
disease of the breast or genital tract ; 
and liver disease. 


Methods of Administration 
These drugs may be administered in 
cyclic fashion or for suppressive ther- 
apy. 
Cyclic therapy: 
Cyclic combined (with ethinyl estra- 
diol) therapy of the progestational 
agents from day 5 to day 25, is used 
to regulate functionaJ uterine bleed- 
ing; to provide contraception; to pro- 
duce rebound ovulation ; and to treat 
primary dysmenorrhea. The usual daily 
dose varies from 2.5 to 10 mg. 
Cyclic sequential therapy, using 
ethinyl estradiol daily from day 5 to 
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day 20 and a progestational agent 
combined with the estrogen from day 
20 to day 25, has been advocated 
recently for contraception. The cyclic 
sequential therapy was designed to 
reduce the occurrence of pseudopreg- 
nancy symptoms by shortening the 
span of progestational therapy each 
month. 
Suppressive therapy 
a) Long-term suppressive therapy, 
using massive doses varying from 500 
to 5.000 mg. a week, is used in the 
treatment of endometrial carcinoma. 
In these cases, it is more practical to 
use injectable progestational agents. 
b) Long-term suppressive therapy, 
using small oral doses of progestation- 
al agents varying from 10 to 40 mg. 
daily is used in the treatment of endo- 
metriosis, over a period of six to nine 
months. 
c) Short-term, high-dosage therapy 
is used in managing galactorrhea, and 
for severe, acute, uterine bleeding 
which does not respond to dilatation 
and curettage. It is often more prac- 
tical to use long-acting injectable pro- 
gestational agents (e.g. 250 mg. every 
10 days). The latter type of adminis- 
tration is also practical in the pre- and 
postoperative management of a preg- 
nant patient who must have surgery. 
d) Short-term, low-dosage suppress- 
ive therapy, using injectable doses of 
5-10 mg. daily of the progestational 
agents has been advocated during the 
secretory phase of the menstrual cycle 
f?r premenstrual tension and mastal- 
gIa. 


Summary 
A brief introduction to the related 
steroid chemistry of the synthetic pro- 
gestational agents has been presented. 
The significant effects of these com- 
pounds on body systems have been 
briefly discussed. The proven and 
proposed indications for the use of 
the progestational agents in obstetrics 
and gynecology have been related. 
The serious and less serious complica- 
tions of this type of therapy have been 
indicated. A general discussion of the 
methods of administration of these 
drugs has been presented. 
Therapeutic use of progesterone 
and progestins in obstetrics and gyne- 
cology started more than 20 years 
ago. There is "more now and more 
in the future" for the progestational 
agents. 
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As we go our busy ways, concerned 
with such things as industrialization 
policies, development of health insur- 
ance schemes, reforms in our educa- 
tional systems, and similar matters 
of significance in national and pro- 
vincial existence, how many of us real- 
ly give a moment's sober thought to 
the process of life itself, and, in par- 
ticular, to our own personal lives? In 
the unceasing search for yet more in- 
formation and knowledge, when do we 
stop to carry out a personal and order- 
ly synthesis of what we already know 
or have experienced? How much time 
do we devote to an examination of 
our human relationships and our own 
personal contributions toward the im- 
provement of our own welfare and 
th'at of society in general? 
What value do we attach to thought- 
ful contemplation of this nature? A 
very few philanthropists have indulged 
in it, but what have we done with 
their example? Has there not been an 
inclination to ridicule them at times? 
What significance does a life like 
Schweitzer's have for us? As a doctor, 
he has been critized for carelessness 
in observing the most elementary prin- 
ciples of hygiene. His indifference to 
modern theories of assistance for 
economically underdeveloped countries 


Miss Audet is in charge of the Information 
Service. Dept. of Health, Province of Quebec. 
She was formerly assistant EdiJor (French) of 
the JOURNAL. The drawing of Dr. Schweitzer 
on the left-hand page was sketched by Miss 
Audet in 1958. She sent it 10 Ihe famous 
doctor who graciou
ly autographed it at her 
request. 
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roused the ire of various sociologists 
and economists. His pessimism regard- 
ing suffering and his regret that he 
had to live in an "age of spiritual 
decadence" have proked many an iro- 
nic and disapproving smile. 
When he deemed it relevant, how- 
ever, Schweitzer knew how to defend 
himself and explain his point of view: 


"To the question of whether I am 
a pessimist or an optimist, I answer 
that my knowledge is pessimistic. but 
my willing and hoping are optimistic." 
As far as his apparent indifference 
toward the scientific aspects of inter- 
national programs of cooperation is 
concerned, has he not laid down the 
first basic criteria of all such efforts 
by setting aside all prejudice as to race, 
religion, and civilization? Schweitzer 
was reproved for allowing fowl to 
walk through the corridors of his Lam- 
barene hospital, but the invaluable 
medical and- surgical care that he gave 
and the results that he obtained surely 
compensate for such infringements of 
the health code. 
If we take time to stop and think, 
many lessons could be drawn from the 
work of the great doctor. 


"'I stand and work in the world as 
one who aims at making men less 
shallow and morally better by making 
them think." 
"Renunciation of thinking is a de- 
claration of spiritual bankruptcy" 
One of the most striking character- 
istics of this man was that he never 


sought to dazzle others through his 
pronouncements and he never gloried 
in his popularity. Moreover, he encou- 
raged few men to follow in his foot- 
steps. 


"There are no heroes of action; 
only heroes of renunciation and suffer- 
ing. Of such. there are plenty. But 
few are known, and even these not to 
the crowd, but to the few." 


And how true and human are these 
last thoughts: 


.. Our great mistake is to go into 
the world with our eyes closed; as 
soon as we open them and look around 
us, we see those who need our help, 
not only in major ways but in smaller 
ones as well. There are people every- 
where who need our support, our con- 
solation .. If we but consider ('ur 
own lives, we realize the importance 
of help, understanding. graciousness. 
even if at the time, we failed to ap- 
preciate the strength that had been 
granted us." 


Nurses have more opportunities than 
most people to observe human beings 
whose examples must surely stimulate 
thoughtful consideration of our contri- 
bution to the welfare of mankind. Let 
us open our eyes ! 


"No one finds himself in the posi- 
tion of having no possible opportunity 
of giving himself to others as a human 
being. Enormous "alues come to noth- 
ing, every moment, through the miss- 
ing of opportunities." 
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Caring for Patients 
With Respiratory Problems 


Chronic respiratory disease repre- 
sents a serious public health problem. 
It is estimated that in the United States 
alone, twenty million persons suffer 
from this type of ailment; in Great 
Britain, the incidence is even higher. 
Although Canadian statistics do not 
indicate the number of persons who 
have chronic respiratory disease, the 
Dominion Bureau of Statistics reports 
that 7.672 persons in 1953, and 
9,823 persons in 1963, died as a re- 
sult of some type of respiratory dis- 
ease. 
Medical personnel have long recog- 
nized the need for special treatment 
facilities for these patients. For many 
years, persons with respiratory dis- 
eases other than tuberculosis have been 
treated on medical wards in general 
hospitals, not always receiving the 
skilled medical and nursing care that 
they required. Inadequate facilities. 
lack of knowledge on the part of staff 
concerning the use of tests and spe- 
cialized equipment, and other factors 
resulted in less than perfect care. 
Similar difficulties had been en- 
countered in the treatment of patients 
with cardiac disease. As well, another 
factor had become apparent: Persons 
with cardiac "breakdowns" frequently 
needed ventilating and, conversely, 


Miss McCallum is Medical-Surgical 
Supervisor at the Royal Victoria Hospital. 
Montreal. 
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Part 1 


certain patients with respiratory dis- 
ease had cardiac arrest. 


Setup of Unit 
Because of this obvious interrela- 
tion of medical concern and therapy 
and the need for concentration of com- 
petent staff, special equipment and 
laboratory facilities. staff physicians 
working in these two clinical fields at 
the Royal Victoria Hospital coordinat- 
ed their efforts in 1958 to fonn a 
cardio-respiratory service. At first, they 
obtained the use of a few beds on a 
small clinical investigation unit. As de- 
mand for this type of care increased, 
the service was moved to more ade- 
quate quarters on a large, general me- 
dical ward. 
The present organizational pattern 
consists of two services: cardio-res- 
piratory, with accommodation for 17 
patients, 7 to 10 of whom are acutely 
ill; and general medical, with accomod- 
ation for 20 patients. On the cardio- 
respiratory team, seven staff physicians 
are available for each specialty, as 
well as three resident physicians and 
two interns, nursing staff, a social 
worker, a physiotherapist, a dietitian 
and a part-time inhalation therapist. 
The floor plan of this 37-bed unit 
is of race-track design. with nine single 
rooms on one side of the ward. and 
the remainder - each containing four 
beds - on the other side and on 
one end. Treatment. utility, linen and 
storage areas as well as extra bath- 


rooms form one-half of the central 
core. while the nursing station, chart- 
room, laboratories, medicine, dictat- 
ing and small conference rooms form 
the other half. A teaching room, a 
patients' lounge, a kitchen and two 
offices complete the remaining end of 
the ward. 
Facilities not available on other 
medical floors include a blood-gas 
analysis laboratory, located directly 
behind the chart-room, and a storage 
room containing extra respirators, 
cardiac monitors. defibrillators and an 
electrocardiograph machine. The pul- 
monary function studies laboratory, 
containing machines for determining 
lung and residual volumes, diffusion 
capacity and patient progress after 
treatment. is on the floor below. Next 
to it is the pulmonary exercise labor- 
atory. This floor and the one below it 
house the numerous cardio-respiratory 
research laboratories. 
Patients from all financial cate- 
gories are admitted to the cardio- 
respiratory unit because of the specia- 
lized services provided. Placement of 
the patients is determined by the 
resident physicians and the head 
nurse on the basis of need. not finan- 
cial status. 


Pros and Cons of Combined Unit 
The main disavantage is the increase 
in traffic and congestion around the 
nursing station. medicine room and 
chart-room. As well as this, additional 
THE CANADIAN NURSE 



Structure and organization of the cardio-respiratory unit at 
the Royal Victoria Hospital, Montreal. 
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:>aper work and physicians requests 
{or assistance add to the perplexities 
Jf administration. Sharing of equip- 
ment and office space on a ward origin- 
ally designed for one service, adds to 
the confusion. However. flexibility, of 
necessity. has become our motto. 
Minor structural changes, such as a 
relocation of patients, equipment and 
offices have been made to alleviate 
certain of these problems. For exam- 
ple. we now have a sub-nursing station 
and medicine room at the far end of 
the ward. away from the general traffic. 
On the positive side, a type of 
progressive patient care has developed 
within the unit. Patients who have 
acute cardio-respiratory problems are 
situated in one section of the ward. 
usually in single rooms. and the nurses 
who care for them are highly skilled in 
cardio-respiratory techniques. In many 
ways. it is similar to an intensive care 
unit. When the patient reaches the 
convalescent stage. he usually remains 
on the same service. but is moved to 
another location on the ward where 
he stays until discharged. Conse- 
quently. there is continuity of care. 
When the patient remains in the unit. 
the nursing staff derive more satisfac- 
tion as they are able to care for him 
throughout .his entire illness. The pat- 
ients also benefits. since he can main- 
tain relationships with the same nurses. 


Rotation of Staff 
Although a core of nurses work 
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primarily in the cardio-respiratory 
unit, the remainder of the graduate 
staff and the more competent nursing 
assistants rotate through this section. 
This sharing of nursing staff between 
the two services has proven very satis- 
factory. It minimizes the inevitable 
adjustments and anxieties that staff 


CAUSES OF RESPIRATORY FAILURE 
in 153 Patients Treated on 
Cardio-Respiratory Unit, 
R. V. H. 1958-64 No. 
Cause No. deaths 
Primary pulmonary disease 
(emphysema, fibrosis. 
asthma) 75 17 
Lungs essentially normal, but 
respiratory failure due to 
central depression (e.g. 
post-barbiturate), impaired 
nerve conduction (e.g. 
amyotrophonic lateral 
sclerosis), or muscle disease 
(e.g.myasthenia gravis). 78 28 


experience when rotating through 
other departments, and helps maintain 
stability on the part of those nursing 
in the unit. 
We have not found it necessary to 
transfer nurses from this unit to an- 
other department to allow respite from 
the rigorous demands made of them. 
Occasional slack periods do occur, 
allowing personnel to regain their 
equilibrium by nursing less acutely ill 
patients on the ward 
Staffing requirements for ward and 
unit are changing as nursing know- 
ledge. skills and responsibilities con- 
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tinue to increase. At present, the total 
nursing staff consists of a head nurse 
and an assistant, a clinical instructor. 
13 general duty graduates, 8 senior 
students, 5 junior students, 5 nursing 
assistants. 4 male attendants, and a 
ward clerk. Additional nurses are as- 
signed on a relief basis, when neces- 
sary. It is not always possible to pro- 
vide the recommended 6 to 8 hours of 
nursing care per cardio-respiratory pat- 
ient in 24 hours, or the 4.5 to 5.5 hours 
of care per genera1 medical patient; but 
we are working toward this goal. 


Selection and Orientation of Staff 
The criteria for selection are quite 
simple. The nurse should have an int- 
erest in this type of nursing, prefer- 
ably with some experience in this or 
a similar field. Physical stamina is 
required if she is to meet the demands 
made of her. Her persona1ity is impor- 
tant. too. She must be able to tolerate 
stress, use judgment. and act effecti- 
vely in emergencies. This type of sta- 
bility can be partly assessed by the 
individual's previous performance in 
the hospital, by references and per- 
sonal interviews. 
If posted to this unit, the new staff 
nurse spends the first few weeks in the 
general medical section while being 
oriented. Once assigned to the cardio- 
respiratory unit. she proceeds to 
"learn on the job" under the super- 
vision of more experienced nurses. 
Three years ago. a one-week inser- 
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vice program on cardio-respiratory 
nursing was initiated. This course is 
now held twice yearly for new staff. 
Nurses from other departments in the 
hospital are invited to participate and 
do so eagerly, since the course is rele- 
vent to many aspects of nursing. 
Approximately 26 hours of lectures, 
seminars, films and demonstrations 
are provided and include such topics 
as: physiology of respiration and cir- 
culation; fluid and electrolyte balance; 
pharmacology; assisted ventilation; 
use and care of respirators; cardiac 
resuscitation and monitoring; cardiac 
surgery; recognition and treatment of 
shock; oliguria ; acute bronchospastic 
diseases and emboli ; asthma; bronch- 
itis and emphysema ; tracheostomies ; 
physiotherapy; and the nursing ther- 
apy related to these topics. Other 
ongoing educational opportunities take 
the form of clinical rounds, medical 
team conferences and lectures, weekly 
seminars with the resident physician, 
nursing conferences and general in- 
service sessions. 
During their third year, as part of 
their senior medical-surgical program, 
student nurses have four weeks of 
supervised experience in the cardio- 
respiratory unit or in the surgical in- 
tensive care unit. Clinical and class- 
room instruction includes most of the 
aforementioned topics. 
In the not too distant future, we 
hope to institute a six-month certifi- 
cate course in intensive care nursing 
for graduate nurses. The emphasis 
will be on cardio-respiratory aspects 
as a means of preparing more highly 
skilled and knowledgeable nurses. 
Air Volume and Blood Gas Tests 
Nursing personnel in the cardio- 
respiratory unit must have a sound 
basic knowledge of respiratory dis- 
eases, of the emergencies that can and 
do arise, and of the equipment used, 
so that they can give optimum care 
with confidence. 
First, the nurse is responsible for 
recording the volume of air a patient 
breathes. The principal reason for 
recording volumes is to determine the 
amount of air undergoing alveolar gas 
exchange. This is obtained by using 
the Wright Respirometzr, or, as it is 
more commonly called, the "flow 
meter" - a very simple, yet practical 
instrument. Because there is no way 
for the doctor to estimate how much 
air is undergoing alveolar ventilation, 
he relies completely on the flow 
meter's recordings as noted by the 
nurse. 
lf the patient breathes into the flow 
meter through his month, nose plugs 
are used to assure that all his expired 
air goes through the meter. If he has 
960 DECEMBER 1965 
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The Engstrom respirator can be used lor assisted ventilation in barbiturate poisoning. 


a Morsch tracheostomy, the flow meter 
is attached directly to the T-connector 
of the tracheotomy tube. The nurse 
times the expirations for one minute, 
then notes the volume of expired 
air as measured in litres. The 
dead space - the area from the 
mouth and nose or the tracheostomy 
to the alveoli - is the area that con- 
tains air that does not undergo gas 
exchange. 
The second procedure the nurse 
must understand involves blood gases. 
She should know their values and the 
signs and symptoms produced by their 
elevation. The physician withdraws 20 
to 30 cc. of arterial blood in a he- 
parinized syringe. A cork is placed on 
the tip of the needle to exclude atmos- 
pheric oxygen and to prevent the 
release of carbon dioxide. The speci- 
men is taken immediately to the gas 
laboratory. Pressure is applied to the 
artery for at least three minutes af- 
terwards. 
The pressure of carbon dioxide in 
the blood (pCO:!) is the most important 
determination to be made. The pCO:! 
is a reflection of how efficiently gases 
are being exchanged in the alveoli. The 
normal value is 35-45 mm. Hg. 
The pH of the patient's blood is 
also measured. This is described as 
the ratio of soda bicarbonate (HCO:\) 
to carbonic acid (H:!CO: J ) to determine 
the degree of acidosis or alkalosis. 
The normal value is 7.40. In addition, 
HC0 3 is measured to determine wheth- 
er the failure is respiratory or meta- 
bolic. If it is respiratory, the peO:! will 
be elevated and the HCO:\ normal; if 
it is metabolic, the pCO:! will remain 
normal and the HCO" will be 
decreased. 


Oxygen saturation is the amount 
(measured as percentage) of oxygen 
bound in the hemoglobin. The pO:!, 
therefore, is the pressure exerted by the 
oxygen in the plasma. When ventil- 
ation is poor, pO:! is decreased and 
pCO:! elevated. When diffusion is poor, 
pO:! is decreased, but pCO:! remains 
the same. The reason for this is that 
O:! is less soluble and has more dif- 
ficulty passing through membranes. 
When a patient has a low pO:! and 
a normal pCO:!, all that is required 
is an enriched oxygen intake by means 
of a tent (not commonly used), an 
oxygen mask, or by the most common 
method, the nasal catheter. 
When pO:! decreases and the pCO:! 
increases. a respirator must be used 
to help the patient blow off carbon 
dioxide. Signs of a drop in pO:! in- 
c1ude: drowsiness, with some rest- 
lessness; a drop in blood pressure; 
a rapid, thready pulse; and cyanosis. 
Cyanosis does not become apparent 
until pO:! has dropped below 85 per- 
cent of normal; often, only the lips 
and nail beds become cyanosed. 
The signs that may indicate eleva- 
tion in pCO:! include : confusion ; ele- 
ated blood pressure; increased pulse 
rate - full and bounding; warm ex- 
tremeties; possible cyanosis; and 
drowsiness. With the drowsiness, the 
patient appears drunk and will be dif- 
ficult to rouse. Amnesia may occur. 
This is a very significant sign, and 
sometimes may be the only one. 
Important as these clinical observa- 
tions are, they are not an accurate 
means of de terming how much air 
is reaching the alveoli. The only accur- 
ate procedure is the measurement of 
blood gases. 
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Assisted Ventilation 
When a patient requires assisted 
ventilation, one of several methods 
may be used. The choice depends on 
the cause and the available equipment. 
Since most readers are familiar with 
mouth-to-month breathing, stimulation 
by fright, talking or drugs as means of 
assisted ventilation. we will focus at- 
tention on two other methods, the 
Ambu resuscitator (known as the 
"Ambu bag ") and the respimtors. 
Use of the tracheostomy will be dis- 
cussed in the January JOURNAL. 
The Ambu bag is very valuable in 
emergency situations. One is kept in 
an accessible location on each unit. 
usually in the treatment room or in 
the nursing station. Each is regularly 
checked. cleaned and replaced by per- 
sonnel from the inhalation therapy 
department. 
Before applying an Ambu bag to the 
patient's face, a patent airway must 
be established by removing dentures, 
vomitus or other possible obstruction. 
The jaw is drawn forward to clear the 
tongue from the back of the throat. 
Next. the patient's head is pulled back 
to assure a clear air passage. If ne- 
cessary. an oral airway is inserted. The 
lungs are inflated by intermittently 
squeezing the bag. 15 times per 
minute. while the effect on the patient's 
chest is observed. For a higher oxygen 
intake. the rubber tube is attached to 
the oxygen outlet. The oxygen flow is 
set at five litres per minute. A higher 
flow obstructs expiration and brings 
about rapid deterioration of the bag. 
Three types of respirators are used 
in the cardio-respiratory unit: the 
Engstrom. the Bennett and the Bird. 
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Using the Bennett respirator, on inhalation 
therapist administers intermittent positive pres- 
sure breathing treatment to a patient wrth 
pneumonia. 
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They are employed mainly for conti- 
nuous therapy and for intermittent 
positive pressure breathing (I.P.P.B.). 
This latter technique allows oxygen 
to be administered under slight positive 
pressure during the inspiratory phase, 
thus helping to overcome resistance to 
gas flow and widening the bronchioles. 
In this way, drug-laden air can reach 
the lungs and the lungs are given assis- 
tance in getting rid of carbon dioxide. 
The Engstrom respirator is used 
rarely. as it is unsuitable for many pat- 
ients. Originally. when other types of 
respirators were in their infancy, it 
was employed more often. Since this 
respirator is automatic, the patient 
must receive sedation so that he will 
not fight it. The air is forced in with 
a blast and the lungs become quite 
distended. Basically. the machine is 
not physiologically sound, since it 
maintains equal inspiratory and expir- 
atory time. while a patient normally 
has a longer expiratory phase. The 
Engstrom is still used, however. for 
the patient with barbiturate poisoning. 
The Bennett respirator is used fre- 
quently for I. P. P. B. treatments, ad- 
ministered by the inhalation therapist. 
It is volume controlled and well-liked 
by the staff. 
The Bird respirator, invented by Dr. 
Forrest Bird in the 1950's, is the most 
popular of all. If properly managed, it 
can be used with confidence when 
distressed breathing requires mechan- 
ical assistance. It is a small machine. 
enclosed in a green, transparent plastic 
box. suspended on a stand on wheels. 
The box is divided into two chambers: 
one contains atmospheric pressure, 
and the other reaches the pressure at 
which the dial is set. Oxygen enters 
the box via wall connections. The 
patient "triggers" the machine on ins- 
piration and a magnet stops the intake 
as soon as the pressure in the second 
chamber and that in the patient's 
lungs is equal. The elastic recoil of the 
patient's lungs tends to force the air 
out. 
One dial on the Bird is for setting 
sensitivity. that is the effort required 
by the patient to trigger the respirator. 
Another dial governs the length of 
inspiratory time required by the pat- 
ient. and yet another regulates the 
number of inspirations per minute. A 
turn of a knob sets the machine at 
automatic when the patient is unable 
to breathe for himself. The main points 
to remember are that the patient must 
relax. letting the Bird do the work. 
and that he is compelled to get rid 
of carbon dioxide. not to take in 
oxygen. 
Being on the "receiving end" of the 
Bird respirator is certainly an exper- 
ience ! The sensation is not what one 
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A tracheostomy and a Bird respirator provide 
assisted ventilation to 0 patient who has 
emphysema 01 the lungs. 


anticipates: it is exhausting, even for 
those of us who are healthy. Nurses 
on the cardio-respiratory unit are en- 
couraged to "try the Bird," so that 
they will have a more emphathetic 
approach to the patient's situation. 
Patients who are able, find the 
Bird relatively simple to operate by 
themselves after they have practiced 
it under supervision. A respirator is 
kept at the bedside with the dials set 
so that the individual can use it when- 
ever he feels the need. The patient 
is taught that slow. deep breathing is 
much better for assisted ventilation. 
Existence of Unit Justified 
Mrs. Peters illustrates the advant- 
ages of having a combined unit with its 
own specially-trained staff, up-to-date 
equipment, and research areas. 
This 55-year-old woman. with a diagnosis 
of myasthenia gravis, was transferred to 
the cardio-respiratory unit from another 
hospital because of increased respiratory 
difficulties. A tracheostomy had been per- 
formed prior to her transfer. Four days 
following admission. Mrs. Peters suddenly 
developed severe dyspnea and within min- 
utes had respiratory arrest. The nurses im- 
mediately started assisted ventilation with 
the Ambu resuscitator. When the resident 
physician arrived a few minutes later, he 
asked for a Morsch tube from among a 
stock of cuffed tracheostomy tubes. and 
a Bird re
pirator. Both were aI'ai/able 011 
the ullit. All these factors saved valuable 
minutes and. ultimately. the patient's life. 


One such incident justifies the exist- 
ence of this unit. 


DECEMBER 1965 


961 



Food is very important for nourishment but it is also very important in the 
emotional life of an individual. Feelings influence appetite; good food habits 
influence health; and health in turn influences the emotional stability of an 
individual. 


The emotionally stable individual. 
although he may possess definite food 
preferences, usually has only tran- 
sient periods in which food is used as 
a vehicle for maintaining psychologi- 
cal equilibrium. If these transient pe- 
riods are too frequent or become per- 
manent, bad food habits will result. 
and these, in turn. will lead to mal- 
nutrition of some kind. 


Eating Problems in Childhood 
Taking nourishment is the very first 
act the baby establishes with his mo- 
ther. Soon after birth he learns to 
use the feeding situation to express his 
feelings through acceptance or rejec- 
tion of foods. As he grows, and if the 
mother does not know how to cope 
with his demands, he may become a 
"problem eater." 
A child may develop an eating 
problem for any of the following: 
1. Food is forced upon him. Usual- 
ly a healthy child wants food. The 
parents' role is not to make the child 
eat but to let him eat. Children enjoy 
eating when they are allowed to de- 
cide the amount of food they want and 
to determine the rate at which they 
wiII eat it. They even show consider- 
able wisdom about what they need 
in the way of food, although some 
guidance is necessary. 
Infants grow very rapidly during 
the first year, the average infant 
tripling his birth weight. From one 
and one-half to six years of age, the 
speed of growth slows down, the need 
for food is not so great, and appetite 
usually decreases during this period. 
Parents should not worry; it is nor- 
mal for a child to want less food. 


Miss Saint-Hilaire is a member of the 
Nutrition Divi
ion. (Consultant in Nutri- 
tion Education), Department of National 
Health and Welfare, Ottawa. 
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Emotions and 


Each child has his own pattern of 
growth and development. Compari- 
sons are to be avoided. "Keeping up 
with the Jones Boys" in this matter is 
not very sound from either the psy- 
chological or the health point of view. 
2. Parents don't aI/ow for individ- 
ual preferences. Adults prefer certain 
foods; so does a child. At about 21 
months, he starts to be discriminating 
in his eating. He may accept peaches 
and reject pears, or he may become 
partial to a favorite bib, a certain 
spoon or dish. If the parents do not 
recognize these desires, the child may 
cry and refuse to eat. 
3. Parents are too anxious to de- 
velop good table manners. The deve- 
lopment of the child is infinitely more 
important than manners during his 
early years. Parents should not be too 
concerned or show irritation about 
the lack of social graces of a child 
who is learning to feed himself. Dur- 
ing this period, it is normal that his 
oatmeal or applesauce be all over his 
face, his hair and the floor. During 
this period (15-18 months) his fingers 
are more effective than any utensils. 
It sometimes helps to give him a 
spoon to handle himself while he is 
b
ing fed. 
4. Parents worry because they 
iRnore the normal stefJ,ç in child de- 
velopment. It is essential to review to 
some of the characteristic steps in 
growth and development to better 
illustrate this point. 
At about 20-24 months. a child 
becomes disinterested in food. He has 
:1.n acute awareness of his surround- 
ings and he is so distracted by all that 
is going on around him. that he ig- 
nores eating. Mixing all fooc1s together 
is another characteristic trick although 
he may not like the concoctions. 
Serving only one food at a time may 
help to solve this problem. 


During the two to three year period 
the child may have a finicky appetite. 
He may want foods served one by 
one, he may go on food jags, show 
definite food preferences: for exam- 
ple. he wiII want nothing but beets 
and ground beef day after day. These 
ideas will pass in time. Go along, 
without comment. 
At age three he becomes inde- 
pendent - he wants to pour his own 
milk, for instance, and wiII drink it 
more readily than if it is poured for 
him. At this age. he feeds himself 
more efficiently, but parents often 
overrate his ability. 
By the age of four, food may not 
be too important. He needs a reason 
to eat - to get big, to race with 
another child, to finish within a cer- 
tain time allotment. What four does, 
he does with speed, even to the 
drinking of his milk. This is just ano- 
ther phase. 
At the age of five and six years, 
his food choice may be influenced by 
radio, television. neighbors, and very 
definitely by other members of his 
own family. The appetite usually 
increases at this age because another 
growth spurt is beginning. 
When he enters school, still other 
influences affect his eating habits. Pa- 
rents should accept radical changes 
without concern and set a good 
example. 
5. Emotional upsets may occur at 
mealtimes. For example, family mem- 
bers may quarrel. a child's misdeeds 
or happenings of the day may 
cause anxiety when they are discussed 
at mealtime. Unfavorable comparison 
with other children may make him feel 
inferior or, parents may disagree on 
the details of his eating. Naturally. he 
becomes upset. 
6. A child may feel insecure and 
unlO\'ed and refuses food to get more 
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Poor Food Habits 


attention. This happens often in pre- 
school age. especiaIly if a new baby 
comes. 
7. Parents are over-protective. Mo- 
thers who go to extemes to shield 
their children from every minor dis- 
comfort, or those mothers who are 
emotionally starved themselves may 
pour out love upon their children in 
the form of food. as well as over-pro- 
tection from work and social conflict. 
8. Unfavorable comments are 
made concerning food. 
9. Large portiom of food are ser- 
ved. It is important to remember that 
a child's serving should be mueh 
smaIler than an adults. Also. too 
much milk or too much fat may duIl 
the appetite. 
10. Physical defects or illness af- 
fect appetite. Irregularity of bowel 
movements. being overtired and 
sleepy. poor teeth are examples. 
I I. Irregularity of mealtimes or 
between-meal snacÁ.ç wiIl slow down 
appetite. 
12. Using foods as punishment or 
reward. For example. saying "you 
can't have your cake until you finish 
your carrots" may lead to a perma- 
nent dislike for vegetables in gene- 
ral and carrots in particular. It gives 
too much importance to sweets and 
other foods that provide nothing but 
"calories." In families containing obese 
children. there is usuaIly undue em- 
phasis on food. Rich delicacies are 
used as reward or withheld as punish- 
ment. The child gains the feeling that 
food is the purpose of life and that 
rich desserts are the best food. much 
better than fruit. vegetables and meat. 
Eating Problems Among Teen-Agers 
Nutrition and dietary surveys of 
teen-agers reveal that their diets arc 
often more inadequate than in any 
other age group. The percentage of 
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young people with poor diets increases 
sharply from childhood to teens. Re- 
cent studies indicate that the teen- 
age girl is the most poorly nourished 
member of the family. Teen-age boys 
also need to improve their diets. 
Factors moti\ating poor food habits 
in this age group include: 
I. Emotional instability and per- 
.mnality difficulties. Boys and girls 
break awav from the home environ- 
ment. Theý also want to break away 
from earlier standards of behavior. 
They are reaching for independence. 
They are striving to achieve what they 
consideT sophistication. As a result. 
ideas and patterns of behavior that 
seemed weIl established mav be dis- 
carded. at least for a time. This 
applies to eating habits as well as 
to others areas. 
When parents ignore these facts. 
the situation may become serious. Pro- 
blems arise \\ hen the teen-ager feels 
his freedom of choice is denied and 
he i.. being dictated to by parent or 
others in autority. When adolescents 
feel that "nobod)' understands them," 
they will often do what is \\rong for 
them or reject what is good - even 
when they know that they do harm 
to themsehes. Examples of this in- 
clude the plump girl who o\ereats. the 
thin boy not eating enough. etc. If 
they are dictated to. they won't obey. 
They have to know why and like to 
make their own deci..ions. 
2. Gang influence on food fads 
and other health habits. A desire to 
conform to their group may lead to 
verv odd food habits sometimes. Here 
agáin. education regarding nutritional 
needs is the best way to promote good 
food habits. 
3. Dangen of craçh or fad diets 
for reducim: or for athletics. Over- 
weight and obesity arc pressing pro- 
blems among teen-agcrs: girls. espe- 
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ciaIly. worry about getting fat. The 
fat girl is not the only one who worries 
about getting fat; the thinner girl also 
worries. refusing to drink milk or 
going \\ithout breakfast. etc. Similarly. 
a boy on the baseball team may begin 
drinking too much milk and neglecting 
other foods because a basebaIl "hero" 
advocates this; or may eat too many 
candies for quick energy. 
4. 01"er-critical parents. Constant 
nagging about poor table manners, 
hair cut (à la BeatIe) or costume may 
be carried to the point of making the 
child lose his appetite; his health (phy- 
sical and mental) may suffer from it. 
As modern individuals. teen-agers 
can. to a large extent. decide what 
the) will eat each day - at school. 
in the evenin!!. with fTiends. OT when 
alone. It is important that parents be 
a\\ are of the emotional and person- 
ality difficulties this age-group is fac- 
ing. These young people need help to 
understand that some of the most 
important decisions they make these 
}ears have to do \\ith food; that they 
01 a,' control the food thev eat. but the 
foóds they eat play a íarge part in 
controling how they look. feel. study. 
react. and even \\ hat their personality 
i'i like. It affects their future. 
\1arriage counselors are concerned 
that man
 young people \\ho marry 
\\hile stiIl in high school. or just barely 
out. are not always prepared to as- 
sume the responsibilit) of family build- 
ing. The physical and emotional 
demands are very great. Teen-agers 
who arc welI-nourished are at least 
in a much better position to cope 
\\ith their new roles. 
Eating Problems Among Adults 
O\'ereating : For many people strug- 
gling with ps)'chological problems. 
food acts as a sedative to gÏ\e tem- 
porary solace. just as alcohol does for 
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others. Eating beyond satiety for psy- 
chological reasons (compulsative eat- 
ing) conditions the appetite-regulating 
mechanism (appestat) to require a high 
level of food intake, just as does 
overeating from any other cause. The 
psychological factor causing hyper- 
phagia may disappear in the meantime 
but the appestat remains conditioned 
to a high level of food intake. 
Overeaters are generally persons 
who lack interest in life - their only 
pleasure in life is derived from eat- 
ing. For them, reducing could not 
possibly be worthwhile - life would 
then be empty - and food restriction 
is cruel and useless. Obesity of psy- 
chological origin may have begun very 
early in childhood. 
Another aspect of psychological 
overeating is that obesity may offer 
an escape from the attentions of the 
opposite sex. The appestat has been 
conditioned to a high level of food 
intake and thus psychological therapy 
without dietary education is usually 
unsuccessful. 
Chronic hyperphagia may be rela- 
ted to familial eating practices and 
may not be of psychic origin. How- 
ever, whether or not obesity arises from 
psychic factors, its presence is a 
source of mental turmoil - concern 
over personal image, ridicule by others, 
undue nagging by parents, doctors. 
The happy fat individual may be a 
very unhappy person who has deve- 
loped a façade to give the impression 
of joviality. One must remember that 
obesity in itself creates many psycho- 
logical problems and that it is diffi- 
cult to detennine those producing 
overeating but antedating obesity. 
Another problem is habitual over- 
eating. This may be caused solely by 
an environment where the quantity of 
food is overemphasized. Habit is a 
very powerful factor in changing auto- 
matic body reflexes. Aid may be given 
by allowing food in the usual quantity 
but containing less calories: for 
example, clear soup rather than cream 
soup, fruit instead of rich pastries. 
Scavenging - raiding the ice-box 
- is another example of habitual 
overeating. Frequent use of alcohol 
may also be a cause of obesity. 
Often, there is an increase in weight 
with age. There is a reduction in 
activity, with a resultant reduction in 
metabolism as we grow older. 
It is easier to prevent obesity than 
to correct it. The essence of the treat- 
ment is to reduce the quantity of 
food eaten. This is not simple, espe- 
cially when there are attendant emo- 
tional disturbances. 
Medical attention is required to 
detennine the underlying causes. Psy- 
chotherapy may be needed as well as 
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diet therapy. But this is not sufficient. 
Reeducation in eating habits is need- 
ed and the role of exercise must not 
be overlooked. Most of all, the obese 
person must be motivated to lose 
weight, otherwise the weight reduc- 
tion program is a failure. 
Undereating: This is not as com- 
mon a problem as obesity. It may suf- 
fice here to say that psychological fac- 
tors are again often the causes. Emo- 
tional conflict may lead to undereating 
and extreme underweight. Frequently, 
the two conditions - undereating and 
overeating - alternate. 
Bizarre food selection is a sign of 
disturbed eating habits and often makes 
the emotionally upset individual 
particularly prone to nutritional disor- 
ders. 
Eating problems in Old Age 
Some nutrition problems among the 
elderly may be traced to poor food 
habits during childhood. Others are 
due to various physical, social and 
economic changes to which these peo- 
ple are subjected. 
Inadequate dentition leads to the 
avoidance of foods such as meats, 
which are difficult to masticate but 
important for health. Cerebral dege- 
nerative changes are apt to cause a 
lack of concern about proper food 
habits. Change in social status, feelings 
of not being wanted, resentment 
against financial dependency on others 
and insecurity may lead to anorexia. 
One other important factor is solitude. 
Moving from a large home to a small 
apartment or room with inadequate 
facilities for storage and cooking, lone- 
liness for family and friends and fami- 
liar surroundings appear to promote 
disinterest toward foods among the 
older persons who must cook for and 
eat by themselves. They need to be 
convinced that food makes a diffe- 
rence in health in the later years and 
that money spent on an adequate 
diet is well spent. Eating regular 
meals served in a pleasant atmosphere 
is essential to their physical and men- 
tal health. 


Summary 
Since emotions affect food intake 
very early in life, it is important to 
help a child enjoy food and be well 
nourished. It is best to prevent serious 
disturbance in food habits by early 
diagnosis and treatment as they may 
become serious if prolonged. 
A man free of cultural and emo- 
tional conflict just does not exist. 
Good physical health through good 
food habits will help maintain his abi- 
lity to cape with these conflicts. On 
the other hand, good mental health 
will prevent him from changing good 


food habits into bizarre and erroneous 
ones and becoming malnourished. In 
many of the above disturbances, diet- 
ary education is needed along with 
psychiatric treatment. 
Education of parents, so they will 
be able to cope with eating problems 
of their children and establish good 
eating habits for themselves and their 
family is essential. Consideration 
should also be given to increasing the 
nutrition education of children at 
school - they are the adults of to- 
morrow. 
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THE THIRD EYE 


A lilm showing how those who work with disturbed patients 
learn to control their emotional responses. 


The Third Eye, a new film designed 
to help nurses in their approach to 
difficult patients, had its première at 
the annual convention of the Associa- 
tion of Nurses of the Province of 
Quebec in Montreal in October. 1965. 
A French-Canadian cast of doctors. 
nurses and patients made the film in 
both English and French. This is the 
first time a film of this twe has bcen 
made with a nonprofessional cast for 
distribution in North Amcrica. 
Robcrt Anderson. a Canadian who 
has received \\ide acclaim for his work 
in mental health films. wrote. produced 
and directed the film. It was sponsored 
by Smith. Kline & French. the pharm- 
aceutical company. Mr. Anderson 
also produced the excellent teaching 
film on nursing. Mrs. Reynolds \'eeds 
a Nurse. 
The film is based on a teaching 
concept of Dr. Heinz E. Lehmann. 
Professor of Psychiatry. McGill Uni- 
versity. and Clinical Director. Douglas 
Hospital. Montreal. Dr. Lehmann. \\ho 
has an international reputation for 
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his excellent \\ork \\ith the mentally 
ill. \\as concerned with how to trans- 
mit experience 10 the new psychiatric 
nurse who is a\\ed and frightened by 
the emotional outbursts of her patients. 
He discussed his ideas with Mr. 
Anderson. with \\hom he had colla- 
borated prc\iously on films. Dr. Jean- 
"ioël Fortin. Head of the Department 
of Ps}chiatry at ]\;otre-Dame Hospital. 
also actcd as ad\ iser and played an 
important role in the film. 
Dr. Lehmann wished to express four 
main points. Fir
t. that each staff mem- 
ber has feelings - sometimes un- 
pleasant and ùnprofes
ional - and 
this is unavoidable. These emotions 
should not be suppressed. Second. staff 
is responsible for the eYpre\.\ion of 
emotion Nur
cs can ha\e the emotion. 
but must learn to suppress the expres- 
sion. Third. it is necessary to realizc 
that the actions and reactions of the 
patients are not really against the staff 
in a per
onal \\a} Last. nurses can 
learn to alter their expression of emo- 
tion. With insight. the nurse can learn 



f/hate\'er the illness, (/II lIwarcne.u. and 
understanding of emotional disturbance 
is an integral part of any therapeutic 
program. 


to translate the emotion of fear or 
anger, for example, into a useful ex- 
pression of help for the patient. She 
can use her enhanced feelings in a 
therapeutic way. Intellectual thought 
can also diminish the emotional res- 
ponse. 
Working together, Drs. Lehmann 
and Fortin and Mr. Anderson trans- 
posed these points in a meaningful 
film that could be used as an aid in 
the teaching of both nurses and interns. 
The role of Suzanne in the film 
was played by Micheline Fournier, a 
student at Notre-Dame Hospital. Mr. 
Anderson, who chose her after screen- 
ing many candidates, praised her work 
highly. In an interview, Miss Fournier 
said that the actual filming had taken 
about one month. She found the work 
very exhausting, but enjoyed the role. 
She indicated that she had gained a 
great deal of insight into her own 
reactions during the filming. 
The role of Mark, Suzanne's fiancé 
in the film, waS played by Jean Gui- 
mond. The young intern, now in prac- 
tice, is working in South Africa. A 
young psychiatric patient played the 
role of the patient. In spite of the 
difficulties such a demand places on 
the individual, it was felt that the 
opportunity to act out situations was 
an aid in his therapy. 
Nursing Consultants for the film 
were Helen Gemeroy. Associate Pro- 
fessor of Nursing at McGill Uni\ersity. 
and Victorine Leclair. Clinical In
- 
tructor in Psychiatry at Maisonneuve 
Hospital. Montreal. The Association 
of ;'IJurses. Province of Quebec also 
supplied assistance. 
Jean Gascon. Executive Director of 
the National Theatre School of Can- 
anda, worked with Mr. Anderson in 
making use of certain lessons from the 
theatre that might aid the nurse in 
controlling her emotions. The teachers 
and students at the National Theatre 
School were played by themselves. 
A. A. (Lee) Crowell. Medical Mar- 
keting \1anager of Smith. Kline and 
French. Montreal. praised the cooper- 
ation of Notre-Dame Hospital in the 
production of the film. Filming \\as 
carried out directly on the \\ards. and 
hospital personnel were most helpful 
and willing to assist in overcoming 
the numerous small problems that 
always arise in film production. 
A factor not often realizcd by the 
audience is the repetition invohed in 
the preparation of a scene. Thi" wa
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esqecially true in The Third Eye, as 
each scene was shot first in French. 
then reshot in English. It was not un- 
usual to repeat a scene 25 times. (Miss 
Fournier reported that an especially 
tiring scene was the one in which she 
runs up Mount Royal.) 
Although the filming was completed 
in a month, the work on the planning, 
preparation. and editing took about 
six months. The sponsoring company, 
Smith, Kline & French, were so pleas- 
ed with the film that they arranged for 
original background music to be sup- 
plied. The Toronto Symphony Orches- 
tra String Quartet, under the direction 
of .Louis Applebaum. played the 
musIc. 
The film was originally planned to 
be produced in French only, with the 
major audience in Quebec. Again, the 
script seemed so promising that the 
company was pleased to produce the 
film in English also. 
The Third Eye has been released in 
the United States and has received 
very favorable comment. It is believed 
that it will be shown at the American 
Nurses' Association Convention in 
July, 1966. 
The reaction of the audience at the 
première performance suggests that 
the film will be in great demand. It 
would be a valuable teaching aid in 
psychiatric nursing lectures. Groups 
that wish to use the film should arrange 
to borrow it from the Smith, Kline & 
French representative in their district. 


Dr. Fortin, psychatrist on the ward, and 
Suzanne's supervisor ha
'e noted her dis- 
turbed feelings and discuss the possibility 
of including her in the ward conference. 


Scenes from liThe Third Eye" 
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Suzanne Marlin, a young psychiatric nurse, and her fiancé, Mar/.., a young illlern, 
discuss her problem patielll, Bernie, a young psychopath. Suzanne Iw.r been I'ery 
upset because she often feels anger, fear and frustration in her role with the. palielll.r. 


On the ward, Bemie sees Suzwl1le approach- 
ing and boasts of his ability to needle her. 
He teases her and manages to get her so 
upset that she has to leUl'e the ward. 
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Suzanne remarks that ii's different on I 
medical wards, and Dr. Fortin offers 
let her accompany him on rounds, wilt 
she will leam that emotional disturbw 
is a part of all illness. 


That e
'ening, Suzwllle tel/s Mark that .! 
feels she must lea
'e psychiatric nursÙ 
as she must hUl'e feelblgs for the patie 
and can not he ullsympathetic. 
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The next day, SllZWlne sees Dr. Fortin threatened by a patient. His quiet. 
calm respon
e sl/cceeds in at'oiding physical assaI/It. Later, Dr. Fortin 
explains that control of hi.
 own emotion.
 \l'a.
 the key to succe.ufully 
dealin!? with the l/O.wile patient. 


Su<.anne ponders what she has learned. She reali<.es 
tllat she must be able to appraise her own emOlions 
and channel them into useful expression. She mu.
t 
del'elop a "third eye." 
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Mar/.. and Suwnne 
'ISlt the National Theatre School. The 
Director explains how he, as WI actor, is able to control emotions 
by re
'ealing only that part of himself and hi.
 emotional nallire 
which he /..nows the audience expect.
. 


...... Later, as a re
ult of her newly-found technique of \l'atclting 
herself with the tltird eye, she can utilize her emotions of feor 
of Bernie's hostility and direct the expression into true nl/ning 
help. 
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Carcinoma of the Cervix 


As nurses, we should know more about cancer of the cervix for our own sake 
(providing we are females) and, as major health teachers in the community, 
we need to have a better understanding of the patient who has the disease in 
order to meet her needs. We need more understanding about detection, diagnosis, 
treatment, prognosis and nursing care. 


Next to carcinoma of the breast, 
the cervix is the most common site of 
cancer in the female ; 15 to 20 percent 
of the cancers of the female and 70 
percent of those of the reproductive 
tract occur there. 
Cancer of the cervix can be detected 
early and is the most preventable of 
all the malignancies. It is possible to 
eliminate the disease before it reaches 
the invasive stage when it is potentially 
lethal. 


Cause 
The cause of cancer is still un- 
known. Some factors appear to predis- 
pose to malignant changes in the cer- 
vix. An early and active sex life is 
the most likely associated factor. Child- 
birth, chronic irritations (cervicitis or 
erosion) play some role, and genital 
hygiene of the male is considered a 
factor (carcinoma of the cervix is 
practically unknown in Jewish women). 
There is speculation in regard to here- 
ditary aspects but there does not 
appear to be any direct causal rela- 
tionship. 


Miss MacLean is Gynecological Instruc- 
tor, School of Nursing, Vancouver General 
Hospital. She is a graduate of Moose Jaw 
Providence Hospital and received her B. N. 
degree from McGill University. Montreal. 
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Screening Program 
in British Columbia 
The Papanicolaou or cytology smear 
can detect the disease before it pro- 
duces symptoms. The most likely site 
for carcinoma to occur is at the squa- 
mous-columnar junction of the cervix. 
(Figure 1.) Cells are scraped from this 
area with a spatula, a smear is made 
on two glass slides and immediately 
"fixed" with an ether and alcohol so- 
lution (or acetone or Cytospray) and 
sent to the cytology laboratory. 
A cytological screening program has 
been going on in British Columbia 
since 1949. Over 400.000 women 
were screened between 1949 and 1962. 
In 1949. only 900 patients were 
screened; in 1962, there were 100.000. 
This service has been provided free 
of charge (although the patient has her 
doctor's fee to pay). 
The data from these 14 years show 
the relationship of preclinical squa- 
mous cell carcinoma of the cervix to 
the clinical invasive disease. The study 
presents evidence that the detection 
and elimination of the preclinical car- 
cinoma is indeed associated with a de- 
crease in the incidence of invasive car- 
cinoma. The study shows a gradual 
decline in the incidence rate from 
28.4 cases per 100.000 women in 
1945 to 15.5 cases per 100.000 women 
in 1962. This drop of 45.5 percent 


is statistically significant. 
Cancer of the cervix has a long la- 
tent period. The preclinical (pre-in- 
vasive) stage may take from 10 to 
IS years to develop to the invasive 
stage. Statistics show the average age 
of onset to be 37.7 years, the average 
age of all cases found with in-situ 
carcinoma is 42.3 years, microscopic 
invasion. found between the onset of 


_ ß 


- - 


NORMAL E PITHE LlAL 
JUNCTION 


Figure 1 
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in-situ and invasive stages is at 46.2 
years, the occult stage 50.4 and clini- 
cal invisive is 52.1 years (i.e. IS-years 
difference). This indicates a progres- 
sive process and one that can be de- 
tected through an examination of the 
cells. Therefore, cytology smears 
should be done every year on every 
woman over the age of twenty. 


Results are classified as: 


Class I - normal cells. 
Class II - Some atypical or inflammatory 
cells. 
Class III - suspicious of malignant chan- 
ge. 
Class IV - show malignant cells. 
Class V - conclusive for malignant cells. 


Class I and II require no treatment. 
Class III requires a repeat cytology 
smear. If this verifies the findings of 
the first. a cone biopsy is done. Class 
IV is handled in the same manner 
when an obvious lesion is not present; 
if a lesion is present. a punch biopsy 
is done at the time of the examination. 
The cone biopsy is the removal of 
the central section of the cervix in 
a cone shape, the point directed to- 
ward the internal os. but does not 
include the internal os. (Figure 2.) 
Examination of step serial sections 
of the cone biopsy indicates whether 
the lesion is on the surface (pre-il:'- 
vasive) or has penetrated (invasive). 
The examination of the sections gives 
an accurate idea of the extent of the 
lesion. 
The terms pre-invasive, carcinoma- 
in-situ, localized, and inter-epithelial. 
are used synonymously. In this earl) 
stage, a cone biopsy is not only diag- 
nostic but may surgically cure the dis- 
ease. The cone biopsy will leave the 
cervix intact, and not interfere with 
VOLUME 61 NUMBER 12 
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Figure 2 


the potential for pregnancy and normal 
delivery. The patient over 40 will likely 
have a hysterectomy performed follow- 
ing the cone biopsy. 


Invasive Carcinoma 
Invasive carcinoma is classified into 
four stages by clinical examination. 
(Figure 3.) 


StaRe I - the disease is confined to the 
cervix (75 percent 5-year survival). 
Stage II - the disease has spread beyond 
the confines of the cervix (50 percent 
5-year survival). 
Stage III - the disease invades to the 
pelvic wall (25 percent 5-year survival). 
Stage IV - the disease is widespread and/ 
or involves adjacent organs such as the 
bowel or bladder (5-10 percent 5-year 
survival). 


Treatment 
Treatment is dependent on many 
variables: the stage, age, general 
health, cell response, the patient's 
reaction to therapy and so on. 
In British Columbia, treatment is 
often determined in consultation at 
the B. C. Cancer Institute. A clinical 
evaluation conference is held. Those 
who attend include the radiotherapist. 
surgeon. pathologist, physicist if re- 
quested, and other physicians interest- 
ed in the cases (staff doctors and the 
referring doctor). 
In the invasive stage, the treatment 
of choice is radium and cobalt the- 
rapy. The radium is used in three 
consecutive insertions. The first two 
are given one week apart, the second 
and third are two weeks apart. This 
is followed by external radiation using 
cobalt 60 therapy, External radiation 
is used to prevent spread to and from 
the lymph drainage area. 
Radium treatment. the "modified 


Manchester technique" is carried out 
under general anesthesia. A three- 
length applicator is inserted into the 
uterine cavity. As a rule, 50 mg. of 
radium are used. Two "Bakelites." 
with 30 mg. in each. are placed, one 
in each lateral fornix. These are held 
in position with a "spacer." Each 
piece has a string "lead" attached. The 
vagina is packed with plain gauze 
packing to hold the applicators in 
position and to put as much space 
as possible be ween the bladder and the 
bowel; this tends to prevent any un- 
desired effect on these mucous mem- 
branes. (Figure 4.) 
The uterine applicator consists of 
a pencil-like structure composed of 
I. 2 or 3 lengths. Each length has 
radium inserted into it, 20-20-10 mg. 
of radium being used if there are 
three lengths. The number of lengths 
used depends on the size of the uterus 
and time it stays in position is adjusted 
to obtain the "lethal dose" to the tu- 
mor. The "Bakelite" is an oval or 
round bakelite applicator usually fil- 
led with 30 mg. radium. The bake- 
lites are held in position by a rubber 
or bakelite "spacer," which varies in 
size according to the size of the indi- 
vidual patient. 
Accurate position of radium must 
be maintained for effective therapy. 
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Figure 4 
The patient must be flat. although she 
may turn to take nourishment and for 
comfort. A slipper pan is used when 
she requires a pan. or. if the patient 
is unable to void, a small Foley cathe- 
ter (=#: 12 with a 5 cc. bag) is inserted 
and connected to a drainage bottle. 
This remains in position until the ra- 
dium is removed. 
Precautions must be taken against 
the loss of radioactive material. Usual- 
ly, all linen and dressings are saved 
until the radium is removed. 
The gamma rays of radium cause 
destruction of cells. The amount of ra- 
diation diminishes as the distance in- 
creases by the inverse square law. 
At two feet the exposure is 16 times 
that at eight feet. At two feet the 
nurse would receive 200 milliroent- 
gens per hour while at 8 feet she 
would recei ve 12.5 milliroentgens per 
hour. 
The amount the nurse recives can 
be measured on a "black pencil" dose- 
meter. The amount of radiation is 
kept to a minimum by careful plan- 
ning. Adequate nursing care can be 
given in a minimal time. 


The stories of two patients will 
illustrate the treatment of invasive car- 
cinoma and the individual differences 
in response to therapy and subsequent 
progress. 


Mrs. M's Story 
Mrs. M. was a sweet. quiet, little woman. 
married and the mother of two children. 
Her menstrual history indicated menarche 
at 13 years of age, an interval of 28 and 
a duration of 8 days. This had changed 
during the past 6 months to an interval of 
26 days. For the past two years she had 
noticed a vaginal discharge and this had 
become a dark brown discharge. During 
the past year she had experienced post- 
coital bleeding and pelvic pain during coi- 
tus. defecation. and with her periods. 
Pelvic examination revealed the uterus 
to be mobile and the adnexa clear. On 
in"pection a tumor was seen on the cervix, 
surrounding the os and extending to the 
margin of the cervix except for a distance 
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between 4 and 6 o'clock. Her provisional 
diagnosis was Stage I carcinoma of the 
cervix. A biopsy of the area confirmed the 
diagnosis. 
She was admitted to the gynecological 
unit of the Vancouver General Hospital on 
January 19th, 1964. The staff of the Can- 
cer Institute had thoroughly explained all 
the details of the proposed therapy. The 
diagnosis and treatment gives rise to great 
anxiety. therefore. all her previous teach- 
ing was reinforced by the nursing staff. 
Although she appeared to have a good 
understanding. her anxiety was very evident. 
Unfortunately. Mrs. M:s home was not in 
the city so she could not discuss her prob- 
lems with her husband who could have 
given her more moral support than any of 
the nurses. A social worker from the Ins- 
titute visited and p!"Omised to look into 
her home situation. This helped allay some 
of her anxiety. 
Mrs. M. met the head nurse and many 
of the nursing members of the ward when 
"he was admitted. Her nurse introduced 
her to her room-mates, and generally fa- 
miliarized her with the environment. 
Nursing procedures in preparation for 
her treatment were instigated. The nmse 
had the opportunity of becoming better ac- 
quainted with her during the necessary 
skin preparation and cleansing enema. Mrs. 
M. appeared very quiel and depressed and 
the nms
 soon realized Mrs. M. had a very 
pessimistic outlook toward her prognosis, 
was quite agitated at the prospect of being 
away f!"Om her family for so long, and 
the possibility of not returning to her fa- 
mily. The nurse faced a very difficult task. 
First she learned how well Mrs. M. under- 
stood what Stage I meant and reassured her 
regarding the results of therapy. The nurse 
did not hide the fact that Mrs. M. would 
feel quite miserable. but reassured her that 
the drugs would help relieve her discom- 
fort. . 
Mrs. M. seemed reassured and asked 
"How do you feel about looking after me 
during my treatment ?" The nurse explained 
how radiation decreases with distance and 
the amount the nurse would receive would 
be well within the safety realm. They dis- 
cussed many facets of Mrs. M's future and 
by the time all her preparations were com- 
plete she appeared more relaxed and cheer- 
ful. 
Her first treatment was on January 30. 
] 964. After the insertion of the radium 
(done in the operating room), she returned 
to the ward in good condition. The nurse 
checked her vital signs, noted the pre- 
sence of packing and checked whether there 
was any bleeding. Bleeding may be a com- 
plication which can occur due to the mani- 
pulation when inserting the applicators. 
Mrs. M. was very pleased by a visit the 
following morning from the radiotherapist 
and the radium nmse. They reassured her 
that the 24 hours of therapy would soon 
be over. She was quite miserable and had 


little appetite for her lunch. The nurses did 
not encourage her to eilher eat or drink as 
this need can be met afier the removal of 
the radium. 
At the designated time, the nurse retmn- 
ed promptly 10 remove the radium. She 
brought the "radium contdiner," a small 
lead pot, to the bedside, draped Mrs. M. 
carefully. gloved, and with forceps removed 
the perineal pad and the packing. The 
"leads" from the applicators which had 
been packed into the vagina with the pack- 
ing, were now visible. Each "lead" was 
grasped, gently removed and the radium 
inserted into the pot. When all pieces had 
been removed and accounted for. the lid 
was secured and locked. The nurse washed 
the perineal area with pHisoHex. The 
catheter was removed by the ward nurse 
and a perineal pad secured in place. 
Mrs. M. watched the nurse cheerfully 
dismantle the radium sign. linen hamper, 
and dressing bag from the bed and dispose 
of them. No precautions were necessary as 
there is no residual radiation once the 
radium source is removed. 
Mrs. M. was relieved when she learned 
she was discharged. The nurse explained 
that there would be some vaginal discharge. 
due to desquamation of the tumor cells. 
but if she did have any bleeding to notify 
the nurse. Bleeding is a danger as the 
tumor mass is friable and subject to bleed- 
ing and infection. Mrs. M, was to stay 
in a nursing home as she could not afford 
the long trip home. 
Mrs. M:s second insertion took place 
on February 6th. Following her treatment 
she experienced some gastrointestinal dis- 
turbance and an anti-emetic was necessary. 
These symptoms are not necessarily caused 
from the effects of radiation on the gastro- 
intestinal tract (although it is very sensitive 
to radiation) but is often more likely to 
be caused from anxiety, fear, discomfort 
or. possibly. the anesthetic. 
The third insertion followed two weeks 
later and external radiation therapy, with 
cobalt 60, was begun four days after that. 
After three weeks of therapy, she com- 
plained of frequency (every 1-2 homs) 
and noctmia, although she did not have 
dvslll"ia or anv 2ross hematuria. Cvsto
- 
copy results were negative. 
She completed the four weeks of cobalt 
therapy and there was no evidence of re- 
sidual disease. However, on April 23rd, she 
was complaining of dysuria, and peri-ure- 
thral induration over the lower third of 
the urethra was found. Pelvic examination 
was otherwise negative. showing the cervix 
healed but some radiation reation in the 
the vault. A biopsy taken on May 20th 
showed a poorly differentiated carcinoma 
from the sub-urethral area. 
The treatment that followed consisted 
of external radiation using a radium plaque. 
She received 6,000 roentgen in 72 hours. 
over an eight-day period. 
The disease progressed relentlessly des- 
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pile Ireatmenl. She was readmitted to the 
nur
ing unit on April 20th, 1965. On 
admission. her temperature was 103 0 F. she 
had scant. foul-smelling. sero-sanguinous 
vaginal discharge and foul-smelling urine. 
Her condition gradually deteriorated. al- 
though her B.U.N stayed within the nor- 
mal limits. 
The nursing staff. who are not condition- 
ed to this type of nursing care, found it 
very difficult to nurse her. She was a sweet. 
undemanding person and the slaff felt 
depressed and frustrated at their inability to 
help her. 
It was also a most difficult time for 
her husband: he had wished it had been 
possible for her to spend more time during 
her illness at their home. 
She expired June 19th, 1965. 


The disease on Mrs. M.'s cervix had 
responded to therapy but it had al- 
ready spread beyond the treatment 
field at the time of treatment and 
this cannot always be recognized. 


Mrs. P'S Story 
As a contrast Mrs. P. illustrates the 
variance in the patient's response to 
therapy. 
Mrs. P. was a pale. rather attractive. 
small brunette. 39 years of age, separated 
from her husband, and the mother of two 
children. She worked in a hospital kitchen. 
She appeared and felt well. 
Her menstrual history indicated menarche 
at 15, a duration of 5 days. and an inter- 
val of 26-27 days. Her periods had been 
very regular until the past 2 or 3 months. 
She had had a yellowish discharge for 
several years; this had not changed in 
type or amount. Ten days before, she had 
had a severe vaginal hemorrhage when she 
menstruated. She consulted her doctor and 
he arranged her admission to hospital. 
The doctor referred her for consultation 
to the Cancer Institute and she was admitted 
to the gynecological unit in the Vancouver 
General Hospital. 
Her history indicated she WdS well prior 
to admission. no weight loss or pain. She 
had had nocturia for some years but no 
other urinary symptoms. 
The pelvic examination indicated a par- 
ous outlet. smooth vaginal walls, but the 
cervix was replaced by an indurated. friable. 
exfoliative tumor mass projecting into the 
vagina. There was some induration into 
the right parametrium and more extensive 
induration into the left parametrium. pro- 
bably to the pelvic wall. The fundus was 
normal with slight mobility of the cervix. 
Visualization revealed a moderate amount 
of bleeding and a tumor replacing the 
cervix and projecting into the vagina. The 
cervical os was not found. Rectal examin- 
ation confirmed induration. 
An intravenous pyelogram was done to 
rule oUI 'Jrinary involvement. The treatment 
VOLUME 61. NUMBER 12 


decided upon was to he the "modified 
!\lanchester technique." 
Her ba\ic treatment pattern followed that 
of Mrs. M. except thai she had 3 Bakelites 
with 20 mg. radium in each. Two of 
these were placed as much to the left as 
was possible. The day following discharge 
she had a severe vaginal hemorrhage and 
was again admitted to her local hospital. 
The B. C. Cancer Institute was notified and 
readmission to VGH was instigated. The 
vagina was packed to control the bleeding 
and she was observed carefully. The follow- 
ing day she received her second radium 
insertion. Again the Bakelites were arrang- 
ed in a pallisade across the cervix. 
The third insertion took place two weeks 
later and on examination there appeared 
little regression of Ihe growth. 
Following her radium therapy. Mrs. P. 
started on a course of conventional x-ray 
therapy (400 KU). At its completion, she 
had moderate erythema present on the treat- 
ed sites. On examination of her pelvis. the 
same reaction showed on the vault. She 
continued her clinic visits every two weeks. 
Two months following the completion of 
her therapy she felt well. looked well. and 
was very reassured in regards to her pro- 
gress. Pelvic examination revealed Ihe va- 
gina was smooth. the vault slightly contrac- 
ted around the cervix which was situated to 
the left: it was nodular and irregular, but 
with very little tenderness present. No pa- 
rametrial masses were detected. the uterus 
was fully mobile. small and anteverted. The 
examination of the rectum was negative. 
Cytology smears were negative for cancer 
cells. She was instructed to return in two 
months. 
Two months later, visualization of the 
cervical area showed the superior fornix 
had a necrotic area, a necrotic ulcer. No 
other changes were noted. She was instruct- 
ed to douche daily with an antiseptic sol- 
ution. The nurse explained the probable 
danger of causing trauma to the necrotic 
area. Mrs. P. was instructed to lie in the 
bathtub. fill the hot water bottle with the 
antiseptic solution and hang it at the 
pubic level. The douche nozzle should be 
inserted gently and held in position until 
the douche ;s completed 
The necrotic area appeared improved on 
her subsequent visit. She was instructed to 
continue with the treatment. She was com- 
plaining of a burning sensation in her 
lower pelvis so Frossts were ordered for 
comfort. 
The following month. radiation necrosis 
was apparent. A biopsy was ordered. The 
necrotic area was difficult to biopsy and 
the report. which was negative. was not 
considered conclusive. Antibiotic cream was 
ordered to treat the chronic inflammation 
which is often secondary 10 irradiation. 
Nine months following her initial therapy 
the area appeared cleaner and four months 
later treatment was discontinued and she 
v.as bad. to work. 


On the second anniversary of her treat- 
ment, she complained of pain in her legs 
and in her lower back. Her vaginal dis- 
charge had increased. Trichomonas was 
suspected. and suspicions were confirmed 
by smears. Treatment with Devagon suppo- 
sitories followed. 
On her next appointment, symptoms were 
still present. She was instructed carefully 
regarding the importance of conscientious 
trealmenl in order to cure this infection. 
During the following months her progress 
continued favorably. She missed her appoint- 
ment on the fourth anniversary of treatment. 
She was finally located and it was learned 
she had remarried and was living on Van- 
couver Island. She now attends the clinic 
in Nanaimo. Her progress continued through 
subsequent years. 
In November. 1963. she complained of 
aching across her lower lumbar and sacral 
area. Examination showed there was no 
evidence of recurrence although her discom- 
fort persisted. The following year. she again 
missed her appointment. This time it was 
due to her being hospitalized with multiple 
fractures incurred in a car accident. 
During her hospitalization she appeared 
very apprehensive and worried about the 
recurrence of the disease. Her worries were 
groundless as all the reports were negative. 
As of July 3. 1965, she is alive and well, 
fifteen years after her original therapy. 
Carcinoma of the cervix is the most 
preventable of all cancers; it can be 
detected simply through a cytology 
smear. Nurses, as health teachers, need 
to be aware of this factor and, al- 
though you cannot prevent the in- 
cidence of pre-invasive carcinoma, you 
can help to stamp out invasive carcin- 
oma of the cervix. 
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I Consultation and 


the Consultant I 


In private life, we frequently act as a consultant to friends, relatives, Or even 
strangers, although we rarely think of these situations as consultations or of 
ourselves as consultants. 


Consultation is the interaction that 
takes place between a consultant and 
a consultee. usually centred around a 
problem-solving situation. Consulta- 
tion services might be sought when 
additional information or advice is 
necessary to make a wise decision on 
a specific problem. Also, specialized 
help might be needed to develop a 
new program or project, with periodic 
help being required until completion. 
The consultant is the person or 
agency selected to evaluate the prob- 
lem objectively and provide informa- 
tion and advice. 
The consultee, who may be either 
an individual or a group, is seeking 
help in a specific situation. The final 
decision as to the solution or disposi- 
tion of the problem is always the res- 
ponsibility of the consultee. 
The individual or individuals whom 
we select as consultants mayor may 
not have previous knowledge of our 
particular problem. They will, how- 
ever, have either special knowledge or 
experience regarding similar situations 
or general information on the subject. 
In most instances, we select a person 
upon whom we can rely to look ob- 
jectively at all sides of the situation, 
and who is not emotionally involved 
in the problem or affected by our final 
decision. This private consultant lis- 
tens to our problem, assists us to think 
through the situation, points out 
strengths and weaknesses in our think- 
ing, provides alternate solutions, sup- 
plies information and advice, and 
leaves us to make our own decision. 
Should our private consultant prove 
unsatisfactory, we no longer seek his 
advice, but either turn to someone 
else or make our independent deci- 
sions - good or bad. 
In an organizational setting this is 
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not possible. Certain individuals are 
employed to provide consultation. De- 
cisions do not concern personal prob- 
lems, and consultation is provided to 
improve supervision or administration. 
Consultation is still a problem-solving 
process, but inservice education is the 
principal objective. 
Consultants have been employed by 
professional, industrial and govern- 
mental agencies for many years. As 
agencies have become more speciali- 
zed, there has been an increasing 
awareness that up-to-date information 
is essential, not only in the one spe- 
cialized field, but also from many 
other areas. Even within one organiza- 
tion, work has become so specialized 
that wise decision-making can only 
occur if there is a sharing of informa- 
tion among the various sections. 
Lines of Authority 
In more recent years it has become 
apparent that neither administrative 
personnel nor the worker can possibly 
keep up-to-date or be a specialist in 
all aspects of any particular job. Con- 
sultant services help to meet this need. 
In some instances, these services may 
be available at a local level; in others, 
consultants may not be employed on 
a permanent basis by the agency, but 
their services are purchased when the 
need arises. The self-employed con- 
sultant has no responsibility for teach- 
ing the consultee the skills which are 
necessary to solve a similar problem 
should it arise again. 
Consultation in an organizational 
setting is usually provided not only to 
assist with problem-solving, but also 
for inservice educational purposes and 
is designed to assist others to become 
more efficient and independent. 
Although consultants are employed 
by many agencies, their role. function 
and activities are frequently misunder- 
stood by the employer, other em- 
ployees and in some cases, by the 
consultants themselves. This is quite 


understandable, as the activities of 
each consultant may differ and job 
specifications invariably list "activi- 
ties" rather than "functions." 
Fellow workers may have little 
understanding of the position and 
functions of the consultant in the 
agency, and frequently refer to them 
as specialists, experts, high-priced 
help, brass, and so on. This is not 
surprising as, for many years, consul- 
tnts were, and many still are, specia- 
lists or experts in some particular 
field. Under these circumstances, the 
consultant, due to superior knowledge 
or skills in some specific area, either 
solves the problem or provides the 
necessary infonnation or advice to 
complete the task. 
Few consultees stop to consider the 
numerous duties of the consultant, al- 
though they may wonder just what 
the consultant does when not engaged 
in consultation on an individual basis. 
If the best use is to be made of 
consultant services, employers must 
ensure that employees and co-workers 
< have a clear understanding as to who 
the consultant is, what she does and 
how she does it. Often, the consultant 
must interpret her own position, as 
well as the work of the division or 
agency. 
One cause for the confusion about 
the consultant position is that, in 
many organizations, the consultant is 
on staff while in others she fills a 
dual role and has administrative au- 
thority and responsibility in certain 
areas. 
The simplest way to determine how 
a consultant functions in any agency 
is to look at the organizational chart 
of that agency. 
Consultants fall into two classes. 
as determined by their positions in the 
organizational chart. The "pure" con- 
sultant occupies a staff position with 
no administrative authority or deci- 
sion-making power for the agency. The 
second type of consultant wears "two 
THE CANADIAN NURSE 



hats," or in other words has a dual 
role. The hat of the consultant is 
worn when consultation is given in 
some area. at which time a staff posi- 
tion with no administrative authority 
is held. The supervisory or administra- 
tive hat is worn at other times when 
this same individual occupies a line 
position with administrative authority 
over other workers. For example, a 
nurse may supervise a group of nurses 
in an agency and at the same time 
provide consultant services to other 
nursing agencies in the community. 
When working with outside agen- 
cies, she functions as a "pure" consul- 
tant; within the employing agency she 
is in a line position and is responsible 
for supervision and inservice education 
of line workers, but does not act as 
a consultant. Success or failure, when 
a dual role is held, is dependent upon 
the ability of the individual to wear 
the hat which is appropriate for the 
specific role. Confusion will result if 
the consultant hat is worn when in 
an administrative role, the administra- 
tive hat is worn when in a consultant 
role, or if an attempt is made to wear 
two hats at the same time. 
Because staff workers do not Issue 
direct orders to line workers, it is 
often assumed that they have little 
authority or responsibility. This as- 
sumption is incorrect. Staff workers 
have a direct responsibility for specific 
programs and areas of work, and for 
improvement and maintenance of 
agency policies and programs in their 
specific field. 
Functions 
Too often, functions are confused 
with process or activities, and observ- 
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able activities are interpreted as func- 
tions. At times, it may appear that 
the consultant engages in activities 
that are not related to her functions. 
Consultant functions are self-determin- 
ed, but regardless of the type of con- 
sultation, it has been found that there 
are several broad headings which may 
be considered as consultant functions. 
A concise statement of consultant 
functions has been made by Ruth Gil- 
bert. * She outlines the main headings 
as evaluating (in the sense of assess- 
ing or diagnosing); advising (in the 
sense of immediate interaction with 
the consultee); teaching; and acting as 
liason. 
Any or all of these functions will 
be the responsibility of the consultant, 
and she mayor may not follow that 
order of implementing them. 
In evaluating the situation, the con- 
sultant uses her expert skills to assist 
the consultee in defining and analyzing 
the problem. She helps the consultee 
to see the problem in relation to the 
total agency needs. She may gather 
or direct the gathering of pertinent 
data through research projects, and 
helps to analyze this in relation to the 
problem-solving situation. She provi- 
des a summary of the results of the 
consultant-consultee situation. 
In her role as advisor, the consul- 
tant supports the consultee in times of 
crisis. She clarifies plans, offers alter- 
natives and suggests the possible con- 
sequences of using each. 
Her role as teacher may be either 
formal or infonnal. In her liason 


* Ruth Gilbert. Functions of the Con- 
sultant. Teachers College Record, Vol. 61, 
No.4. January, 1961, p. 183-4. 
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capacity, she will aid in establishing 
channels for interprofessional, intra- 
professional and intraorganizational 
communication and work. 
The consultant needs to be contin- 
uously aware of her functions and pre- 
pared to interpret her functions, role 
and activities to the consultee. Inter- 
pretation of the functions of the divi- 
sion or agency is also essential. The 
consultee must understand the purpose 
and objectives of the division or agen- 
cy, as well as the role and functions 
of the consultants, so that available 
services may be utilized effectively. 
Consultation is a helping relation- 
ship. If it is to be effective, the consul- 
tant and consultee must work cooper- 
atively to solve problems and promote 
professional growth. 
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This is the architect's conception 
of the Canadian Nurses' Association 
new headquarters building nearing 
completion in Ottawa. Located on The 
Driveway at Lewis Street. it commands 
a view over the National Capital 
Driveway to the Rideau Canal, a 
short walk from Confederation Square. 
The building, which will house the 
offices of the expanding permanent 
staff of the Association and the ed- 
itorial staff of THE CANADIAN NURSE, 
will include an extensive library and 
archives, three-room conference area. 
board room and lounge rooms. It is 
designed on seven levels and will be 
surmounted by a twcnty-foot precast 
concrete and glass lantcrn \\hich will 
illuminate the lobby. 
The building is expected to be rcady 
for occupancy February, 1966. 
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An honest, critical look at yourself 
provides a solid background for plan- 
ning improvements for the future. 
The National Cerebral Palsy Com- 
mittee of the Canadian Rehabilitation 
Council for the Disabled did just that 
at a workshop held at St. Adele. Que- 
bec at the end of September. 
The workshop set out to examine 
critically the management of the cere- 
bral palsy child and the potential of 
the afflicted adolescent and young 
adult. Consideration was given to the 
relative importance of medical treat- 
ment, educational needs. and psycho- 
social adjustment. 
An enthusiastic group of partici- 
pants from all parts of Canada heard 
several excellent speakers, but more 
importantly, the second and third days 
of the conference were devoted to dis- 
cussion groups. These attempted to 
develop basic principles for commu- 
nity programs. It is believed that the 
findings will form the basis for regio- 
nal conferences to promote services 
for the cerebral palsied in the local 
community. 
In hi" introductory remarks to the 
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assembly. R. Auld, chairman for the 
conference, stressed that the commit- 
tee had been concerned about an ap- 
parent diminishing interest in the" pro- 
blems of the cerebral palsied indivi- 
dual, and that this conference must be 
extremely honest in its evaluation and 
examination of past accomplishments. 
The speakers were extremely honest 
in their reviews of the condition and 
its effects. Their realistic approach 
stimulated the audience and promoted 
the questioning attitude that is es- 
sential to intelligent planning. 
Margaret Jones, M.D., Department 
of Pediatrics, UCLA, discussed the 
long range view of the medical treat- 
ment. The importance of early recog- 
nition and prevention were stressed. 
She emphasized that we must criti- 
cally assess, "Does treatment help ?" 
In commenting on her paper, Ro- 
bert Salter, M.D., (orthopedic specia- 
list) emphasized that, while there is 
considerable that must be done in 
aiding the handicapped child, adoles- 
cent and adult to reach his full poten- 
tial, realizing that attempting to force 
the individual beyond his capabilities 
was cruel and unnecessary. As an 
example. he pointed out that the 
heavy. uncomfortable leg braces of- 
ten forced on the young child may be 
unrealistic, in that mobility is over- 
emphasized and the social and emo- 
tional effects disregarded. 
Miss Barbara Allan. M.S.W., lectu- 
rer at Western Reserve University, 
Cleveland, stated "The primary pro- 
blem is to identify the ways in which 
deficiencies in physical and mental 
function affect the individual's ability 
to develop normally in the areas of 
personality and socialization." 
In commenting on Miss Allan's 
remarks. Dr. Wm. Hawke added that 
assessment of the social goals should 
also be made early. To be realistic, 
these goals may have to be patient and 
family-centred rather than only pa- 
tient-centred ; the effect on the total 
group must always be considered. 
W. H. Gaddes. Ph.D.. Victoria 
University, Victoria, H.C. outlined 


some of the testing methods for handi- 
capped children. 
M. "Sam" Rabinovitch, Ph.D.. De- 
partment of Psychology, McGill, 
Montreal, pointed out that there is 
a dichotomy of educational goals: a 
sociophilosophical goal and a techni- 
cal goal. These are not separate or 
separable. He pointed out that the 
psycho-social aspects of our education 
are sadly neglected. We know this 
because the cerebral palsied adoles- 
cent and young adult can be criticized 
for lack of motivation, lack of the 
necessary concepts of our society to 
come to grips with it. Perhaps this 
should be the focus of education. 
He further said that it is time for 
medicine to let go - the essentially 
pathological concepts of the medically 
directed persons color their view of 
the problem. He added that he did not 
know what group should take over, 
but suggested a rehabilitative person 
or an educational person or a "new 
kind of animal" who would combine 
the best of all. 
Mr. G. E. Phillips, commenting on 
Dr. Rabinovitch's address, declared 
that there is too much emphasis on 
employment. When we consider the 
amount of physical effort that a cere- 
bral palsied person must put into work. 
often doing a simple, repetitive task 
which is boring. slow, and exhausting. 
it is all out of proportion to the out- 
come in salary, self-respect and job 
satisfaction. Again, professional per- 
sons who consider placement of cere- 
bral palsied individuals must take a 
close look at the real world of work 
(competetive. tense, anxious) and its 
demands. 
Dr. Martin E. McCavitt. in his ad- 
dress, discussed the long-term goals. 
He stressed. "It is essential that we 
.::xamine our own goals and demands 
of the handicapped - possibly our 
own adjustment to and outlook on 
life. and place these in proper pers- 
pective." 
Implementation of the work<;hop 
findings will be the responsibility of 
the workshop members. 
THE CANADIAN NURSE 
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An interesting and useful method of assessing patients' functions in a mental 
hospital has been developed. The research and study carried out is described. 
This method would be helpful in evaluating patient care in any ward situation. 


Much has been written and spoken 
about quality nursing care based on 
individual needs - physical, psycho- 
logical, social and spiritual. Within 
the large mental hospital there is an 
urgent need to give more individual 
patient care; to match the available 
nursing and ancillary nursing personnel 
with the care to be given; to justify the 
necessity of sufficient numbers of 
staff to provide quality care; to keep 
abreast of current nursing and psychia- 
tric practices: and to improve the hos- 
pital and community environment for 
better patient welfare. 
The nursing staff of the Provincial 
Mental Institute (now called Alberta 
Hospital), Edmonton, believed that 
most psychiatric patients who are hos- 
pitalized, either during an acute or in 
a more prolonged illness, pass through 
a number of phases in their ability to 
meet their own physical needs, to 
make use of the environment and to 
interact with others. 
A study of these three levels of the 
functions of patients in the mental 
hospital was therefore undertaken. It 
was believed that such a study would 
also indicate how the information 
could be utilized to improve patient 
care, and would provide clues to staff- 
ing needs in specific nursing units. 


Objectives of the Study 
1. To determine numerically and 
graphically the nursing care required 


This study was prepared by the nursing 
slaff of the Alberta Hospital, Edmonton. 
coordinated by Mrs. Rachel Young. Asso- 
ciate Director of Nursing Service. 
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by all female patients on eight wards. 
2. To determine which patients, if 
any, would be suitable for home or 
foster home care. 
3. To develop the individual pat- 
tient's rating as a basis for a present 
and on-going individual patient care 
plan. 
4. To determine if clues for staffing 
needs (individual patient care and 
groups needs) could be worked out on 
the same basis. 


Methods of Procedure 
All nursing service personnel, in- 
cluding graduates, psychiatric and affi- 
liate students, certified nursing aides 
and ward aides, participated in the 
study under the guidance of head 
nurses. Participating staff were orien- 
ted to the purpose and method of 
procedure of the study. 
Coordination and recording of the 
study was completed by the associate 
director of nursing service. A triple 
check was made on all ratings before 
the results were finally recorded. 
Each individual rater qualified her 
observations by a written description 
of the patient behavior to the study 
coordinator. The rating were reviewed 
by the head nurse or team members 
with a final review carried out by the 
head nurse and coordinator. 


Rating Patient Function 
For the purpose of this study, the 
patients' ability to function on her 
own first had to be determined. Based 
on a previous study in 1959, phases 
of observable behavior were grouped 
from an active negative phase of be- 


havior in which dependent needs are 
very common through progressive 
levels of behavior to an optimum func- 
tion level at which the patient inde- 
pendently assumes responsibility for 
her own welfare and displays concern 
for the welfare of others. Six levels 
were identified: 
I. Active Negative Phase of acute 
illness in which behavior is uninhibi- 
ted, and often violent and destructive. 
Little concern for the welfare of others 
is displayed. Total nursing care is 
required against active resistance of the 
patient (identified as - -). 
2. Passive Negative Phase of acute 
or more progressive illness in which 
behavior reflects disorientation, loss of 
contact with environment, confusion 
or misrepresentation of environment. 
Total nursing care is required against 
the passive resistance of the patient 
(identified as -). 
3. Neutral Phase, present in either 
acute or more prolonged illness, in 
which the patient is ill in the environ- 
ment and non-participant in either a 
negative or positive way. Total nursing 
care is accepted passively but little 
or no apparent interest is displayed by 
the patient (no identity mark used). 
4. Minimal Positive Phase may be 
present when the patient is admitted 
or during the course of illness. In 
this phase the patient displays some 
interest in self and the activities that 
go on around him. However she needs 
support and motivation to participate 
and function (identified as +). 
5. Moclerate Posith'e Phase in 
which the patient may be convales- 
cing and shows increasing abilitv to 
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care for self. to use environment and 
to interact with others. Minimal sup- 
port from personnel is required (iden- 
tified as + +). 
6. Maximum Function Phase in 
\\ hich patient is able to maintain good 
daily health habits and goes outward 
from self to help others. She partici- 
pates in activities with a degree .of 
balanced concern for her own and 
others' welfare. Her function would 
approximate independence and inter- 
dependence (identified as + + +). 
The level of function was defined 
on the patients' ability to meet needs 
on three levels: Physical Needs (called 
the "C' index); Socialization ("S" In- 
dex) and Interaction ("I" Index). 


"C" or Physical Care Index 
This applies to the degree of func- 
tion that the patient exhibits in her 
ability to meet her own physical needs. 
Each patient was evaluated on the fol- 
lowing points: nourishment (does the 
patient go to meals on her own ini- 
tiative, feed self. require spoon feed- 
ing. take an adequate diet, have good 
eating habits?); cleanliness and groom- 
ing (is she able to bathe self, main- 
tain daily cleanliness. take care of 
the details of grooming and dress, care 
for own clothing and maintain attrac- 
tive appearance?); rest and exercise 
(does she assume responsibility for 
rest and daily exercise regime or is 
this an area of staff responsibility?); 
elimination; sleep (is sleep nonnal or 
is there a break in normal sleep pat- 
tern?); physical symptoms (does she 
complain when not feeling well or 
is the alert observation of the nurse a 
necessity in the .recognition of physi- 
cal symptoms?). 
As a basis for an individual patient 
plan of care of physical needs, each 
patient was rated in one of the follow- 
ing categories: 
c++ + Able to meet own physical needs 
and assumes some help for 
others' health habits. 
C++ Good health habits of daily 
living able to meet 
own needs (a) provided clothing 
equipment are available. Will 
request same. (b) provided 
staff supplies equipmenr, etc.. 
to facilitate care. Will not re- 
quest articles required. 
C + Interested and capable of par- 
tial self-help with encourage- 
ment and supervision. 
C Patient passive and required 
total care by staff. 
C - Requires complete care by 
nurse to which patient is pas- 
sively resistive. 
C - - Requires complete care by staff 
with active resistance on the 
part of patient. 
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Table 1 
Triple Level of Function of 71 .oatients on an admission ward. 
A high percentage of these patients have recently been admitted or readmitted, and it is 
interesting to note their positive function. It had been anticipated that a much higher number 
would be rated in the neutral dependent group. Concerted effort of staff coupled with early 
admission of potient has cut down the incidence of regressed behavior usually associated with 
acute mental illness. Sixteen patients were listed as potential home or Foster Home Care potients. 


With a knowledge of the patient 
and her illness it is possible to iden- 
tify the problems at any given level 
of function. The nurse can then help 
her within the total regime of care 
to solve these problems. Successive 
goals in care can be set with the long- 
term goal independent function. 
It is not possible to think in tenns 
of physical needs only, as many of the 
patient's problems are based on psy- 
chological and social needs that must 
be considered at the same time. 


"5" or Socialization Index 
An attempt was made to observe 
and rate the patient on her ability to 
make use of the environment in which 
she lives and also her ability to assume 
responsability for the structure of that 
environment. The same type of rating 
was used: 
S + + + Displays initiative and assumes 
responsibility for activities which 
promote the welfare of an. 
Able to give and take, to be 
responsible for own behavior, 
and to function with interde- 
pendence in the group. 
S + + Moderate use of environment. 
Participates in structured acti- 
vities and cooperates with own 
individual care plan. Not too 
concerned with the welfare of 
others. 
S + Some interest shown in environ- 
ment with minimal use of work 
and play situations. Needs en- 
couragement and support to 
participate and to follow 
through daily treatment regime. 
S Minimal use of environment in 
which patient is passively ill. 
Activities may be mechanical - 
not constructive or destructive. 
Patient simply resting. pacing, 


sitting. No interest or initiative 
apparent. 
S - Inappropriate use of environ- 
ment which may be due to con- 
fusion, disorientation. apathy 
and withdrawal, etc. 
S - - Actual destruction of environ- 
ment to which hostility is di- 
rected. 
When the nurse has observed how 
the patient is using the environment she 
is then in a position to promote and 
encourage improved utilization. This 
often is a slow process based on a 
patient's increasing ability to function. 
At first, it may involve simple expo- 
sure to activities within the environ- 
ment on a non-participant basis. It in- 
volves the accomplishment of simple 
tasks and activities which broaden as 
the patient steadily improves. This may 
well be a basis for critical evaluation 
of activities which the ward provides. 


"I" or Interaction Index 
This is an attempt to identify the 
level at which the patient i<; able 
to interact with people, including 
other patients, staff, and visitors. It 
is based on the nurse's understanding 
of the patient, some understanding 
of the dynamics of the illness and a 
knowledge of those factors, both 
negative and positive, that may con- 
tribute to the level of interaction at 
a given time. 
I + + + Maximum posll1ve interaction 
with promotion of individual 
and group welfare. 
I + + Spontaneous, friendly interaction 
with others with promotion of 
those activities that primarily 
are of concern and satisfaction 
to self. Could be more con- 
cerned with the welfare of the 
group. Gives help on request. 
THE CANADIAN NURSE 
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Table 2 
Triple Level of Function of 9S patients on a geriatric ward. 
There is a very heavy load of patient care on this ward. Approximately 6S of the 9S pat
ents 
require almost complete physical care or nursing support. Many patients do not use envIron- 
ment appropriately and constitute an accident prone group. Two-thirds interact negatively or 
neutrally with others. It should be added that many have debilitating diseases of aging such 
as diabetes, heart conditions, acute infections, and malignancy. 


Shows some interest in people 
with interaction confined to indi- 
vidual staff or patients with 
whom patient may feel more 
comfortable. Needs support and 
encouragement to communicate 
and interact. 
Does not communicate or inter- 
act with others in a positive or 
negative way. Appears to be 
unaware of the presence of 
others and does not usually re- 
spond verbally but may follow 
verbal direction in a mechanical 
way. 
Passive resistance in interaction 
with others. By attitude, manner 
or speech patient conveys an 
unwiIlingness to communicate in 
a normal way with others. (May 
answer only yes or no, walk 
away. seek escape from normal 
contact with others; authorita- 
rian. tends to order, manipulate 
or monopolize others). 
Assaultive and destructive in re- 
lation to others - either ver- 
bally or physically. 
Observations are based on the 
nurses' understanding of patients' ill- 
nesses. feelings. communications skills 
and dynamics of human behavior. The 
index simply serves as a guide to 
assess at what level a patient is inter- 
acting at a given time so that encou- 
ragement and help may be planned 
on a basis of the patient's need. 
Once the patients on any given 
ward have been rated the results can 
be shown graphically (See Tables 1 
and 2). 
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Findings and General Comments 
While the statistics obtained apply 
only to the specific period of obser- 
vation. as movement of patients and 
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alteration in conditions would not be 
the same at any other period, this 
method of rating can be regarded as 
a tool with which to identify the pa- 
tients' level of function at a given 
time. To be used effectively, it should 
be used continuously to further iden- 
tify patient needs in the planning of 
individual care. 
The first objective \\as met readily. 
The rating of 529 patients were com- 
pleted and recorded numerically. A 
breakdown of the Triple Function 
I ndex into "C". "S" and "I" ratings 
was included and further graphic pat- 
terns of the T.L.F. of all eight wards 
was made. Further analysis of that 
data is necessary by both ward per- 
sonnel and hospital administrative per- 
sonnel. Subsequent surveys for com- 
parison would be advantageous to 
measure progress or need for improve- 
ment of facilities. 
The objective to list the names of 
those patients whose hospital function 
during the observation period would 
justify further screening for home or 
foster home care was met. It was 
found that all patients who were func- 
tioning at C++, S + -I- and 
I + + or higher were potential can- 
didates. On the request of the social 
service department. a list of 112 
names or 21 percent of the 529 pa- 
tients were submitted. Coupled with 
medical referrals, a smaller number 
have already been placed in foster 
homes as part of a pilot project. 
The objective to utilize the patient's 
rating as a basis for planning and on- 
going individual nursing care was par- 
tially met in that ward personnel have 
incorporated it into patient care plans. 
A further analysis of why the patient 
functions as she does at a given time. 
and what the nursing personnel can 


do to mobilize patient resources to 
facilitate movement to the next level 
of function is necessary. However, it 
must be kept in mind that the planning 
done by the nurse is in relation to her 
knowledge of the patient and the ill- 
ness, as well as the role staff members 
play in intervention on the patients' 
behalf. 
The concept of the triple level of 
function has also been incorporated 
into the educational programs of affi- 
liate and psychiatric nurses as well 
as into inservice programs. The bene- 
fit of this approach to patient care is 
the emphasis it places on the healthy 
part of the patient and her ability to 
move forward at her own speed if 
staff and environment encourage and 
allow her to do so. B:' this approach 
rehabilitation is woven through nurs- 
ing care from the time she enters the 
hospital. 
The fourth objective, to determine, 
from evolving ward patterns of T.L.F. 
of patient, cues for sufficient staff 
to meet individual and group patient 
needs. was not met but indicated fur- 
ther study was necessary. Analysis 
of patterns tends to high-light specific 
patients who require skilled nursing or 
those who require a reasonable degree 
of routine care. Certainly, those pa- 
tients who function in the negative area 
and many of those in the minimal 
function area will require motivation 
and support by personnel who have 
understanding and communicative 
skills. Nursing teams may further ana- 
lyze the assigned patient groups, and 
leaders may delegate care to the most 
able team members. Thus, care of pa- 
tients who require discriminating obser- 
vation and nursing judgment may be 
assigned to nurses. while those pa- 
tients who require routine supportive 
and protective care may be assigned 
to auxiliary staff. 
All the surveyed wards have been 
structured to promote some degree 
of movement of patients from depen- 
dent to independent function. It would 
be interesting to compare wards not 
as yet surveyed - wards that are 
still staffed to provide only custodial 
care and which provide little oppor- 
tunity for patient participation in acti- 
vities. 
There is a great need for further 
assessment and analysis before we can 
justify the need for sufficient num- 
bers of better prepared staff. or before 
we can determine actual numbers of 
nursing and auxiliary staff required. 


Limitations of the Study 
During the study no consideration 
was given to the increasing number 
of patients \\ho require nursing care 
for acute or chronic physical condi- 
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tions such as tuberculosis, medical and 
surgical conditions, the debilitating 
conditions of an increasing group of 
geriatric patients, or the acute and 
chronic toxic and psychiatric condi- 
tions which require special nursing 
care. Statistics obtained were not 
equated with the length of hospitali- 
zation, the fairly rapid turnover, or 
the diagnostic entities of the surveyed 
group. 
Variables from ward to ward were 
found. as each staff group of raters 
tended to rate according to the rea- 
sonable expectations of function of 
the patient group on the specific ward. 
Thus, an elderly patient might well 
function at maximum level as related 
to her age group and in relation to 


others in the geriatric group. However, 
a young psychoneurotic patient in a 
ward group of similar patients could 
be expected to function much higher 
in her maximum performance than the 
elderly patient. 
In retrospect, the structure of the 
Socialization and Interaction Index 
were not specific enough to permit 
individual ratings without comprehen- 
sive orientation to their use. Hence, 
the triple check on observable findings 
was necessary. Further refinements 
will be in order. 


Summary 
By alert observation, nursing staff 
can identify the level of function of 
patients at a given time. It would 


seem plausible that with increased 
alert observation all staff could 
become skilled in determining patients' 
level of function as they become more 
sensitive to their patients' abilities. It 
would seem plausible to expect more 
realistic care plans. 
The triple level of function ap- 
proach may be considered only as a 
tool used to assess basic function from 
which patient needs can be identified. 
To be -effective it must be done on a 
continuous basis particularly with acu- 
tely ill patients whose function and 
needs will change almost daily. 
This study may be considered sim- 
ply as part of an on-going method 
of assessing nursing needs of patients. 
The study in itself is not conclusive. 


ANPQ BUILDING OFFICIALLY OPENED 
The ultra-modern, five-story headquar- 
ters for the Association of Nurses of the 
Province of Quebec was officially opened 
in October by the Honorable Alphonse 
Couturier. Quebec Minister of Health. 


-. 
.. - - 



 


.... . 
t. 
1- 

 
'. . 
.. ,'i *,.. 
, 
II 
f 
, lí 


The building, situated on Dorchester 
Boulevard West, was designed to "create a 
light and lyrical form to reflect the femin- 
ine character of the organization." Black 
and white were selected for exterior colors 
to accent the building's vertical lines. The 
ground floor is recessed in relation to the 
floors above, thus creating a floating im- 
pression for the main part of the edifice. 
At present. the ANPQ occupies the 
second and third floors that incorporate 
offices, meeting rooms, work rooms and a 
library. Professional and commercial te- 
nants occupy the rest of the building. 


HOSPITAL NEWS POLICY 
The Saskatchewan Hospital Association 
has evolved a news policy to aid both hos- 
pitals and the press in sharing information 
for news stories. 
Hospital representatives and members of 
the press cooperated to provide a straight- 
forward policy of the kind of information 
that could be given out by hospital. 
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Examples of the type of information 
agreed upon for release is found in the fol- 
lowing: 
Name, age, and sex of the patient can be 
generally given out, except in case of 
"Dead on Arrival." This information should 
be released only when the hospital is cer- 
tain that the next-of-kin have been notified. 
General condition of the patient is to 
be given only in terms of "good, fair, 
serious or critical." 
In cases of poisoning, no statement 
should be made as to whether or not the 
case was attempted suicide. No information 
would be given in the case of an illegiti- 
mate birth. 
Other information that should or should 
not be released was detailed, and it is 
believed that the policies will engender 
greater cooperation between the hospitals 
and the news rooms when it goes into 
effect. 


MARN STRUCTURE "STUDY 
In the light of our changing society, it is 
considered desirable for professional asso- 
ciations to review their functions in rela- 
tions to the needs of their members and 
the public they serve, as well as relation- 
ship to other organizations with mutual 
interests. 
The Board of Directors of the Manitoba 
Association of Registered Nurses have em- 
ployed Stevenson - Kellogg, Management 
Consultants, to carry out a structure study. 
This study will consider the Association's 
policies, procedures and programs, as well 
as its field and provincial office organiza- 
tion in relation to present and future needs. 
In this process, any problem areas will be 
identified and courses of action recom- 
mended. 
The study began in October, and a re- 
port will be available for consideration at 
the next annual meeting. - MARN Nu- 
cleus. 


NEW RNANS HEADQUARTERS 
Nova Scotia's 3,900 nurses moved to 
their first permanent home in more than 
half-a-century. The RNANS formally 
opened their new headquarters - a con- 
verted two-story home at 6035 Coburg 
Road in Halifax on Friday, September 10, 
1965. 
The ceremony was followed by an open 
house for the public. Present for the cere- 
monies were government and city officials. 
induding Nova Scotia's Minister of Health, 
Hon. R.A. Donahoe. 
"In Nova Scotia, organized nursing as a 
profession saw its start before World War I. 
Since 1909 the group has had headquar- 
ters in a variety of locations. The head- 
quarters have been moved three times since 
World War II. 
The new headquarters are the first the 
RNANS has owned. As well as housing 
permanent staff and files, the building is 
also headquarters for the Board of Regis- 
tration for Certified Nursing Assistants. 
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Miss Phyllis Lyttle. President of the 
RNANS is 
hown receiving a brass plaque 
for the oak door of the new headqu,lfIers 
from Hon. R.A. Donahoe. 
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Meet 


the 


Patient: 


"YELLA" 


HELEN CREIGHTON, M.A., J.D. and SISTER CATHERINE ARMINGTON, B.S.N.E. 


"Morna! Help me! Come, hurry!" 
begged Yell a in a loud whisper. 
It was not Morna who came; but 
gentleness he could feel and hear even 
though he trembled with fright. 
"Untie me ! Yell a's caught - Yella 
can't get away!" 
The nasal oxygen catheter, the Le- 
vin tube, the intravenous infusion 
securely taped to an arm board, were 
so many chains holding him from 
flight. 
The student found him rolled up as 
best he could into a tight ball, his 
heart racing wildly in panic. She was 
firm, but she was gentle. She checked 
his vital signs and reconnected the 
tubing that he had grasped with his 
free hand. He knew that she wasn't 
hurting him, that she wasn't taunting 
or squashing him, and she wasn't tak- 
ing advantage of the fact that he 
couldn't run away. Finally, he could 
make out what she was saying: "Tell 
me, how can I help you?" 
"Don't leave Y ella" was the hoarse, 
whispered reply. "Just don't leave 
Y ella." For ten minutes Miss Renard 
remained and listened to the oft re- 
peated "Don't leave Yella." The 
trembling subsided. Y ella was sifting 
and sorting his fears and his current 
status as a hospital patient. His last 
outburst had come from a glimpse he 
had caught of himself in the mirror. 
The burnished gold color terrorized 
him. Doctors might talk about "jaun- 
dice" and "a resection of small bowel 
for gangrene due to intussusception." 
Nothing green about it - he was 
turning to gold! That was it! That was 
why nothing about him seemed to 


Dr. Creighton is Associate Professor of 
Nursing, University of Southwestern Louis- 
iana, Lafayette, Louisiana. Sister Catherine 
Armington is Supervisor of Nursing Service. 
T. B. Annex. Lafayette CharilY Hospital. 
Louisiana. 
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work! He couldn't eat, he couldn't 
drink, there didn't seem to be any 
air anywhere around him, and he 
couldn't get rid of his wastes. He was 
turning to metal - solid gold metal 
- and he was too exhausted to run 
away. He was too weak to break those 
chains so that he could hide under 
the covers. Then, strangely, this one 
- this nurse - remained. She could 
have gone away, but she stayed! He 
gradually relaxed a bit. He moved his 
hands, his head, his eyes, eyebrows, 
tongue and nose to satisfy himself that 
he hadn't yet turned to a block of 
metal. Still, the color plagued him. 
"You oughtn't to allow a fell a to 
use a gold mirror," he finally said. 
"It gave me a scare. Well, no mind 
now - it's just that mirror." 
This was Miss Renard's opportunity 
to slip away, but she considered the 
possibility of doing more than being 
with him through the acute phase of 
a new threat. "Maybe, Yell a, if you 
could think of something real plea- 
sant in your life..." 
"You know, Miss," Vella volun- 
teered, "I remember something - one 
of my nicest memories was when I 
was a kid - and I stole some candy 
- and all by myself I sat in a dark 
room, like the darkness under the 
covers, and ate that candy. That was 
the day. Nothing ever tasted better." 
"Y ou like sweets?" 
"I like food! That's why I'd run 
outta here if I could. Had to come 
here (he was too weak to resist strong- 
armed relatives) and I gotta admit 
them pains (from overeating, in his 
opinion) is gone; but what about my 
time - my outta this world time (his 
delusional states of withdrawal from 
reality) and my food - where'll I be 
then? I'll be just plain alone. You 
don't know, Miss, you just don't 
know." 
The student thought of the lines 
by Eithne Tubor: 


And does this empty silence have to be ? 
And is there no one there at all 
To answer me? 


Can we break through this empty 
silence - this private world of Yella's 
- this hunger? Can this out-reaching 
of his be met in any degree? How 
much can we see? How well do we 
hear? 
At this point, Yella's brother, Pier- 
re, came in. Pierre was a tall, heavy 
set, muscular man, sun tanned to a 
deep brown - a confident man as he 
moved through life. The contrast to 
Yella's small, slender frame and finely 
chiseled facial features and delicate 
skin was pronounced. 
Miss Renard observed the older 
brother's condescending manner, gues- 
sed YeIla's acceptance, and eased out 
of the room. 
After a while Pierre stepped out in 
the corridor and found Miss Renard. 
"Sure do want to thank you, Miss, 
for looking after YeIla. And I know 
he takes a lot care. He's always been 
a problem. You know, Miss, he's 
. . . oh, well, you have many more 
patients than my brother." 
"Would you mind telling me more? 
We do have many patients, but each 
one is different and YeIla is especiaIly 
so." 
Encouraged by the sympathetic 
attitude, Pierre summarized what 
sounded like an apology of and for 
Yella. 
"Understand, I like Yella. All of 
us (eight brothers and sisters) do, but 
you gotta accept he is a scared man 
who runs away from things. Always 
has. He got the name "Yella" as a 
kid and it's stuck with him. Man! 
When he's well he can run! He's 
spent 40' years running away from 
problems: tough kids. hard work, 
ulcers, T. B., even wom
n. "Moma" 
is his wife. He's a 'morna's boy' - 
so he married a woman who mothers 
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him and who is old enough to be his 
mother. But I'll say this, she is real 
good to him. The hospital sent word 
that he ain't so good, so ['II stay with 
him 'til Moma comes for the night." 
At conference, Miss Renard and 
the other student nurses considered 
Y ella, his problems and nursing care. 
Since 1946, when he was 22 years 
old, Yella had had 18 admissions to 
hospital: twice for peptic u1cers and 
many times with a concurrent diagno- 
sis of psychosis and chronic alchohol- 
ism. In most instances he had deser- 
ted before more than palliative care 
could be given. In 1949 he had under- 
gone a gastrojejunostomy which, for 
a few years, alleviated the physical 
problem of his ulcers. When the ulcer 
problem recurred, he entered and 
deserted the hospital and later jump- 
ed from the second floor of another 
hospital to escape needed treatment. By 
1959 he had far advanced active pul- 
monary tuberculosis for which he 
was hospitalized only a few weeks 
before he deserted. During the follow- 
ing years, public health nurses' visits 
to his home succeeded in keeping him 
under limited home care and treat- 
ment for tuberculosis, though he re- 
fused recommended surgery for the 
condition. Since 1961, hospitalization 
for mental illness has been advised by 
the mental health clinic in the area. 
Y ella re
used to accept such hospi- 
talization voluntarily and his wife has 
been unwilling to have him committed. 
His present hospitalization is for intes- 
tinal obstruction due to intussusception 
of the jejunum into the gastrojejunos- 
tomy with resulting gangrene of a por- 
tion of the small bowel. Since this 
is a rare complication Yell a is of con- 
siderable interest to the resident phy- 
sicians. 
The student nurses recognized cer- 


tain facts: Yella is rated an "in and 
out prohlem patient" because of his 
frequent admissions to hospitals and 
his pattern of desertion before the 
health team can constructively deal 
with his physical and mental problems. 
In an area where great strides are 
being made to effectively treat tuber- 
culosis and eradicate the disease, 
Y ella's failure to follow a prescribed 
plan for his care is unpopular with 
the citizenry as a whole, as well as 
with public health and hospital autho- 
rities. As a man among men, his dis- 
play of fear and his running away 
from problems leaves much to be desi- 
red. His nickname "Y ella," though he 
himself has adopted it, is one of deri- 
sion; to the majority he is a weakling 
and a coward. As one orderly obser- 
ved, "Some village drunks are amus- 
ing, most of them are kind of plea- 
sant people when sobered up, but 
Yella is a real sad sack at best." If 
the comment shows lack of sympathy 
for Ye1\a's problems, it does summa- 
rize community feeling. 
Spiritua1\y, Ye1\a is in a dilemma. 
A<; a Catholic in danger of death, his 
common-law marriage with a divorced 
woman precludes him from receiving 
the last sacraments which his family 
desires for him. Yet, to give up this 
wife - perhaps the one person to 
whom he relates closely and the one 
who comforts him most. . . 
As Miss Renard pointed out, 
Ye1\a's primary problem is loneliness. 
He is lonely since the essentially uni- 
ted experiences of the courage to be 
as a part are split. Initially, in caring 
for the lonely patient, the nurse 
should offer her presence, first expect- 
ing nothing but to be tolerated and 
then to be accepted simply as a per- 
son who is there. Later, the simple 
statement, "I am here" added at the 


right time may make an initial dent 
on the inner loneliness and isolation of 
"nobody knows except me." This is 
a beneficial turning point. During the 
course of a short hospitalization, this 
degree of break-through into loneliness 
is, perhaps, a1\ a professional nurse 
can hope to accomplish. We know 
that real loneliness leads ultimately to 
the development of a psychotic state, 
as in Yell a's case. Getting this patient 
under active psychotherapeutic treat- 
ment is a shared goal of doctor and 
nurse. 
Miss Renard also brought out the 
related problem of Yell a's anxiety. 
Most authors agree with the definition 
of anxiety as "a response to the anti- 
cipated loss of love and approval by 
significant people in one's interper- 
sonal environment." Ye1\a's deep root- 
ed fear or anxiety is connected with 
his aloneness and the threat of ensuing 
loneliness. Only progress in breaking 
through the barrier of loneliness wi1\ 
enable us to deal effectively with his 
anxiety. Since the alone and isolated 
person is threatened by the potential 
loss of his boundaries (for every other 
human being gets much of his sense 
of reality out of what others say to 
him and think about him), we should 
attempt to establish a measure of rap- 
port with him, so that we can assist 
him in re-establishing these bound- 
aries. 
The student nurses concluded that 
their ability to assist Yella with his 
pressing physical problems, beyond 
the temporary period of hospitaliza- 
tion, would depend on a breakthrough 
into Ye1\a's private world of loneliness. 
Can we meet these needs in our 
general hospitals - with so little 
time? How far can we reach to his 
out-reaching for the reality which lies 
about and beyond him? 


"Every summer nature plants a kick in 
the English stomach to teach it elementary 
hygiene." wrote Erasmus 400 years ago. Dr. 
John D. Kershaw, MOH, Colchester, says 
Erasmus could write it with equal truth 
today, except that food-borne disease is 
now with us all the year round... 
The British believe, he says, that Fate 
intends them to have two or three attacks 
of diarrhea and vomiting every year, which 
are usually put down to the "strength of 
the seaside air," the water supply or "a 
chilI on the stomach." This is bunkum; nine 
cases of diarrhea out of 10 are due to in- 
fection carried by food. The most common 
sort of outbreak is the do-it-yourself one. 
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Let"s Complain! 


where one member of a family contaminates 
the food and thus infects other members of 
the family and any visitors who are unfor- 
tunate enough to be sharing their meal. 
Dr. Kershaw is not content merely to 
exhort people to acquire clean habits. His 
approach to the unconverted might rather 
be discribed as "Now wash your hands or 
else. .. The shop will not mend its ways 
simply because some regular customers cease 
to call; it must know why they have made 
the change. What we need is a few cus- 
tomers with the moral courage to say on the 
spot 'I don't like your way of doing things 
and unless you improve 1 shall go else- 
where.' .. 


Fewer shopkeepers. he says. are blowing 
into paper bags to open them. A not very 
clean hand is thrust into it instead. That's 
if you get a paper bag at all, though per- 
haps it is safer not to. some housewives 
might comment. Dr. Kershaw concludes that 
shy shoppers can always go to the public 
health office with their complaints. but 
"There is nothing which makes quite the 
same impression as the customers's com- 
plaint at the time." 
And did you know that the bacteria which 
cause dysentery. typhoid and the lil..e can 
get through even two thicl..neso;es of toilet 
paper? - Beller Health, Nov.. 1964. a\ 
abstracted in Nurs. Times, Jan. I. 1965. 
THE CANADIAN NURSE 



A FINGER DOWN THE THROAT 
The time-honored finger-down-the-throat 
technique of inducing vomiting... may 
not be the most effective way to rid the 
stomach of undesirable substances. Emesis 
does not always result, and, when it does 
the quantity may be too small to represent 
anything approaching complete evacuation 
of the noxious substance from the stomach. 
These . .. are the conclusions drawn 
from a study of 30 children admitted to 
a hospital emergency ward following inges- 
tion of toxic materials. In two instances, 
the mothers had induced vomiting at home 
by the technique in question, but the 
amount of vomitus was small - 50 to 60 
ml. In only two of the other 28 children 
was the hospital physician able to induce 
vomiting by the same technique, and here, 
too, the quantity of vomitus was small. 
Syrup of ipecac given to all the children, 
however, produced considerably larger 
amounts of emesis, suggesting that the 
evacuation produced by mechanical "gag- 
ging" was less than complete. 
While the investigators are understandably 
reserved about the accomplishments of 
mechanical induction of vomiting, they are 
not prepared to recommend - as others 
have - that syrup of ipecac be kept in 
the home for use in poisoning emergencies. 
They feel that the safety and efficacy of 
this solution to the problem need further 
documentation. - Dabbous, I. A., and 
others. The Ineffectiveness of Mechanically 
Induced Vomiting. J. Pediat. 66:952-54. 
May 1965, as cited in A. J. N. 65:128, Aug. 
1965. 


DON'T SQUASH THAT CATERPILLAR I 
Doctors have discovered that Africa's 
Bantu people fall victim to malnutrition 
when they move out of the bush country 
and into the cities. This state is caused 
by a lack of caterpillars, one of the Bantu's 
favorite foods. 
It seems the furry creatures supply the 
daily adult requirement of fat, calcium, 
phosphorus. thiamine, riboflavin and nico- 
tinic acid. To check the spread of malnutri- 
lion, caterpillars are now being packaged 
and sold in food slores patronized by the 
Bantus. - The Horner Newsleller. 
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BLAME SALT FOR SNIFFLES 
According to The Horner Newsleller, re- 
searchers in Bombay, India are trying to 
put the blame for the common cold on salt 
consumption. They believe that this may 
lead to an osmotic overload with the nasal 
mucosa responding by excreting a large 
amount of fluid rich in Sodium Chloride. 
A virus. long incriminated as the cold- 
causing agent, could be "just a passenger 
and not the driver." The Indians' theory 
has been borne out by the maintenance of 
two adults and two children on a salt-free 
diet: they obtained "complete and sustained 
relief for the past 6-14 months." Moreover, 
the common cold has been induced in child- 
ren, at will, by administering a salted diet. 


HODGKIN'S DISEASE OF THE LUNG 
According to an article in the Journal of 
Thoracic and Cardiovascular Surgery, a 
patient who had Hodgkin's sarcoma of the 
lung was treated by pneumonectomy and 
resection of adjacent involved pericardium 
in 1954. Postoperative radiation treatment 
was given. In January 1964, the patient 
was free of disease as far as could be de- 
termined. This experience supports the 
theses that Hodgkin's disease is sometimes a 
localized process, that it can be primary in 
the lung, and that surgical excision fol- 
lowed by radiation is a valid form of treat- 
ment. - C.M.A./. 93:8, July 3, 1965. 


FALLACIES ABOUT ILLEGITIMACY 
There are many stereotypes concerning 
illegitimacy. These are based upon truths. 
half-truths, prejudice. . . ignorance, or upon 
studies done on atypical segments of the 
population. For example, there has.. . been 
nothing definite found to show that emo- 
tional disturbance [of the unwed mother] 
is the root of the matter... One stereo- 
type of illegitimacy is that the girl comes 
from a broken home. She is more apt to 
if she comes from the lower socioeconomic 
group because the broken home is one of 
the atypical family patterns that occurs 
more frequently in this group than in 
others. There is no evidence to support the 
as
umption that it is causative. - Cahill, I. 
Facts and Fallacies about Illegitimacy. Nurs. 
Forum, vol. 4, no. I, 1965. 
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A NEAR MISS 
Recently, while proofreading a news item. 
we came across the word "physiatrist" after 
a doctor's name. Neither Dorland's Medical 
Dictionary nor Taber's Cyclopedic Diction- 
ary shed any light on the meaning of this 
strange term. Although we thought we 
had seen this word before we decided not to 
quibble with the experts. We changed it to 
"psychiatrist." 
A week later, while scanning the Can- 
adian Medical Association Journal, we 
read aloud the following letter to the 
editor: 


. . . According to your classified adver- 
tisements . .. the Royal Alexandra Hospital 
in Edmonton is looking for a PSYCHIA- 
TRIST to direct its Department of Physical 
Medicine and Rehabilitation! We PHYSIA- 
TRISTS are a modest group, but we take 
note of the tendency of administrators, 
proofreaders and editors to assume that 
PSYCHIATRISTS are trying to expand 
their empire. We feel sorry for the 
PSYCHIATRISTS, the innocent victims of 
this Freudian slip, who have a mission to 
treat people whether they have a physical 
disability or not, and who have no desire 
to direct Departments of Physical Medi- 
cine in Edmonton or anywhere else. We 
are, of course, also very sorry for ourselves 
at being confused with psychiatrists for 
reasons which I need not go inlo. "PHY- 
sATRsT" is not a particularly euphonic 
word, but at least it is preferable to "Phy- 
sical Medicine Man," used by one of my 
friends who happens to be a psychiatrist. 
- M. G. Peter Cameron, M.D., F.R.C.P. 
(C), Director, Department of Physical Medi- 
cine and Rehabilitation. Victoria Hospital, 
London, Ontario. 


While. reading this letter, we chortled 
gleefully that such an error could be made 
by doctors. At least we were keeping good 
company, error-wise! When we arrived at 
the author's signature, our laughter took 
a different note as we realized that the 
gentleman who had signed the letter was 
the same man whose professional tille we 
had changed while proofreading. Fortun- 
ately, our item had not yet gone to press - 
Ed. 
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Sister Superior Rita Coulombe was recent- 
ly appointed director of nursing at Holy 
Cross Hospital. Calgary. Alberta. She is 
the first graduate of that hospital to be 
appointed director. 
From 1951 to 1954. Sister was medical- 
surgical 
upervisor at the Cardston Hospital, 
Card,ton. Alberta. Following this, she was 
transferred to lie à la Crosse in northern 
Saskatchewan. where she was matron of 
SI. Joseph's Hospital for four years. From 
1960 to 1963, Sister was supervisor of an 
orthopedic department at Holy Cross Hos- 
pital. Calgary. She obtained her Bachelor 
of Nursing Science degree at I'Institut Mar- 
guerite d'Youville in May, 1965. 
Reading. sewing and knitting are Sister 
Coulombe's favorite activities. She reports 
that she learned to enjoy fishing while 
posted at lie à la Crosse, and became very 
enthused about thi
 outdoor activity. 


Joyce Nevitt has been appointed asso- 
ciate professor and director of the new 
school of nursing at Memorial University 
of Newfoundland. The first class of nurs- 
ing students will enter in the fall of 1966. 
A native of Kent, Miss Nevitt received 
her basic education in England and Jamaica. 
She graduated from the Hammersmith Hos- 
pital in London in 1943, and the Royal 
National E.N.T. Hospital in 1946. Follow- 
ing this she entered McMaster University 
School of Nursing, in Hamilton, Ontario, 
and obtained her Bachelor of Science in 
Nursing degree. In 1953. she received a 
diploma in public health nursing from the 
University of Toronto, and in 1963 com- 
pletld requirements for the M.A. degree 
at Teachers College. Columbia University. 
Miss Nevitt h,IS a broad background of 
professional experience. This includes: head 
nurse responsibilities at Toronto Western 
Hospital; private duty nursing; and public 
health with the Halton County Health Unit 
and the Board of Health in Sault Ste. 
\1arie. Ontario. From 1958 to 1962, she 
was lecturer at the University of Western 
Ontario School of Nursing, London. From 
196:! until 
he assumed her present position. 
she was assistant professor at Wayne State 
University College of Nur
ing. Detroit. 
Michigan. 
As well a
 being interested in various 
professional organizations. - Miss Nevitt en- 
joys reading, sewing, painting. bridge, music, 
and Iraveling. She reports that gardening 
has become a new hobby since her arrival 
in SI. John's. 


Ada Elizabeth Simms was recently ap- 
pointed nursing consultant to the Health 
Insurance Division. Newfoundland and La- 
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brador, and to the Hospital Insurance Com- 
mission of Prince Edward Island. 
Miss Simms graduated from the SI. John's 
General Hospital School of Nursing in 
1954. For one year following this, she was 
head nurse in the operating room. In 1956, 
she obtained a diploma in teaching and 
supervision in medical-surgical nursing from 
The McGill School for Graduate Nurses. 
From 1956 to 1958, she worked at SI. 
John's General as clinical instructor; from 
1959 to 1961, as inservice coordinator; from 
1961 to 1965, as associate director of nurs- 
ing education. 
Hasel Irene Thompson, who has had 
varied experience in public health nursing 
in Ontario, has been appointed regional con- 
sultant, Public Health Nursing Branch, On- 
tario Department of Health. 
A graduate of the Guelph General Hos- 
pital School of Nursing and the University 
of Toronto, where she obtained her certi- 
ficate in public health nursing, Miss Thomp- 
son served with the Victorian Order of 
Nurses for several years in northern Onta- 
rio. Later, she sought experience in the 
official field of public health and became 
senior nurse of Waterloo Township Board 
of Health. In 1958, she returned to the 
University of Toronto to complete her cer- 
tificate in administration and supervision. 
Miss Thompson held a supervisory post 
with the Hamilton Board of Health until 
1962, when she again returned to univer- 
sity, this time to complete her Ba
helor of 
Arts degree at McMaster. Prior to assuming 
her present position, she was nursing super- 
visor with the Sault Ste. Marie Board of 
Health. 
As favorite leisure-time activities, Miss 
Thompson lists reading, bridge, golf, curl- 
ing, and participation in church groups. 


Rose Jenkins, who has been a guest lec- 
turer at Dalhousie University School of 
Nursing for the past several years, joined 
their staff as a part-time lecturer in nursing, 
in September. 
Mrs. Jenkins received her Bachelor of 
Science in Nursing degree from Mount St. 
Vincent College, Halifax, followed by a 
year at Dalhousie University where she ob- 
tained her diploma in teaching and super- 
vision. 
For several years she was instructor in 
communicable diseases at the Infectious 
Diseases Hospital in this area and, later, 
at the Halifax Children's Hospital. She 
then had over four years' experience with 
the World Health Organization, helping to 
establish the College of Nursing in Khar- 
toum. Sudan. Since returning to Halifax, 
she has completed her Bachelor of Educa- 
tion degree from SI. Mary's University. 
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In September of this year, Jocelyne 
Nielsen joined the full-time staff of the 
Dalhousie University School of Nursing as 
lecturer in nursing service administration. 
Mrs. Nielsen holds a Master of Science 
degree (applied to nursing) from McGill 
University, Montreal, having specialized in 
curriculum development and teaching. In 
addition, she has qualified in the field of 
public health administration and supervision 
and has had two years' experience in public 
health with Indian and Northern Health 
Services, Department of National Health 
and Welfare. 
For the last three years, Mrs. Nielsen 
has b:en lecturer and instructor in the 
B.Sc.N. program at McGill School of 
Nursing. 
Margaret Bradley has joined Ihe staff of 
the Dalhousie University School of Nursing 
as a part-time lecturer. 
Mrs. Bradley received her Bachelor of 
Nursing degree from McGill University. 
Montreal and has been associate director 
of nursing education at The Queen Eliza- 
beth Hospital of Montreal since 1959. 


l1a1tlles H1 t11e 1fleu's 


Dr. Helen K. Mussallem, executive di- 
rector of the Canadian Nurses' Association. 
has been admiUed as Officer Sister in The 
Most Venerable Order of the Hospital of 
St. John of Jerusalem by Her Majesty, 
Queen Elizabeth. Dr. Mussallem received 
the honor at an Investiture at Government 
House in OUawa on October 29, 1965. 
The American Medical Association has 
appointed D. Ann Sparmacher, R.N., as 
director of its Department of Nursing. 
Mrs. Sparmacher succeeds Florence M. 
Alexander who will continue as consultant 
to AMA on nursing affairs. 
At the International Council of Nurses' 
Congress in Frankfurt last June, delegates 
elected E. A. Electa MacLennan. director of 
Dalhousie University School of Nursing. 
Halifax, Nova Scotia, to the Board of Di- 
rectors. Laura W. Barr, executive-secretary 
of the Registered Nurses' Association of 
Ontario was elected a member of the newly 
created Professional Services Committee. 
Dr. William W. Wigle, past pre
ident of 
the Canadian Medical As
ociation, received 
one of the highest honors the Canadian 
rharmaceutical industry can bestow. when 
he was appointed president of the Pharma- 
ceutical Manufacturers Associalion of em- 
ada (PMAC) this year. Dr. Wigle, a gra- 
duate of Queen's University School of Me- 
dicine, becomes PMAC's first full-time pre- 
sident. 
Dr. Helen B. Taussig, Professor Emeritus 
of Pediatrics at Johns Hopkins University. 
became president of the American Heart 
Association in October. She is the first 
woman and the first pediatrician to head 
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the associatIOn in its 41-year hi
tory. Dr. 
Taussig is world-renowned as co-developer 
wilh Ihe date Dr. Alfred Blalock of the 
first "blue-baby" operation. 
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Creamalin 


ANTACID / TABLETS 
LIQUID 


ECONOMICAL. DEPENDABLE 
ALUMINUM MAGNESIUM HYDROXIDE GEL 


qv
 
AUtoN. alllTAIiO 
full information available on request. 


How YOU can be an 


ANGEL of COMFORT 


1. When the bedridden patient cries out 
for relief from the smarting or itching 
discomfort of sheet burns, simple rash, 
rectal and vulval irritation - suggest 
medicated, lanolin-rich Resinol Oint. 
ment for quick. long.lasting comfort. 


2. When baby's skin is chafed, red and 
raw from diaper rash or dry eczema 
-use Resinol - it gently soothes the 
angry, itching irritation. 


3. When the children get a burned finger, 
scraped knee, ivy poison. chapped 
skin - apply Resinol for quick relief. 


4. When older folks suffer from itching 
skin due to loss of natural oil - 
soothe and lubricate the dry skin with 
lanolin-rich Resinol Ointment. 


For professional sample of soothing Re. 
sinol, write to: 


RESINOl CHEMICAL CO., 
TCN-49, Baltimore, Md. 21201 


RESINOL 


OINTMENT 
AND SOAP 


DISTRIBUTOR 
WANTED 


No Competition. To serve 
and set up new accounts 
ing plastic coating used on 
in exclusive territory. In 
all types of surfaces inte- 
rior or exterior. Eliminates 
vestment secured by fast 
moving inventory of amaz- 
waxing when applied to 
ony type of floor. Elimi- 
nates all painting when ap- 
plied to wood. metal or 
concrete surfaces. 

inimum Investment- $500 

aximum Investment - $12.000 


For details write or call: 
Phone: 314 AX-1-1S00 


MERCHANDISING DIVISION 
P.O. Box 66 
St. Ann, Missouri 63074 
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EMPLOYMENT OPPORTUNITIES 
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ADVERTISING 


RA YES 


Canada and Bermuda: 
$7.50 for 6 lines or less; $1.00 for each additional line 
U.S.A. and Foreign: 
$10.00 for 6 lines or less; $2.00 for each additional line 
Rates for display advertisement on request 
All advertisements published in both English and French issues. Closing 
date for insertion or cancellation orders, TWO MONTHS prior to date of 
publication. 


The Canadian Nurses' Association has not yet reviewed the personnel poli- 
cies of the hospitals and agencies advertising in the Journal. For authentic 
information, prospective applicants should apply to the Registered Nurses' 
Association of the Province in which they are interested in working. 


Address correspondence to: 


THE CANADIAN NURSE JOURNAL 


L__ 


ALBERTA 


"NURSING SUPERVISOR required for modern 16 bed 
Hospital 85 miles south of Calgary. Salary negotiable. 
- Duties to commence immediately. Apply, stoting 
qualifications to: Chairman, Little Bow Municìpal 
Hospital Board, Carmangay, Alberta." 


1-18-1 


R.gi.te,.d NUlle. for a 51-bed active treatment 
hospital, situated in ealt central Alberta. Salary 
range from $340-$385 commensurate with experience. 
Sick Leave and pension benefit. available, 40.hour 
work week, 21 days annual vacation plu. .tatutory 
holidays. full maintenance in new nurses' residence 
for $30/m. For further information, kindly contoct: 
W. N. Soranchuk. Admini.t'ator, Municipal Ho.pital. 
ElK POINT, Alberta. 1-34-1 
REGISTERED NURSES for 4A-bed active t,eatment 
hospital. Salary range from $335 up with experience 
recognition. Good personnel policies, Pension, Medical 
and Ho.pitalization plan., 40 hour week. .xcellent 
sick leave and holiday .chedule. Apply: Holy Cro.s 
Hospital, Box 339, Spirit River. Alberta. 1-81-1 
REGISTERED NURSES for 50 bed Auxiliary Hospital 
at Westlock, 50 mile. north of Edmonton, Alberla. 
Excellent personnel policies. Solory in accordance 
with AARN. - experience recognized - 40 hour 
week - 3 week annual holiday. Applications to 
Mrs. S. Morie, R.N., Matron, Auxiliary Hospital, 
Westlock, Alberta. 1-95-2 
Gen.ral Duty Nurs.s for well-equipped 60-bed ho.pital 
in active town of 3.500. Salary $330-$390 for Alberta 
registered; $320 for non-Alberla regi.tered. New .e- 
parate residence, excellent personnel policies and 
working conditions. Apply to: Director of Nursing, 
Brook. General Hospital, Brook.. Alberta. 1-13-} 
GENERAL DUTY NURSES - salary rang. $3,780 to 
$4,500 per annum. 40 hour work week, modern liv. 
ing-in facilities avoilable at moderate rates, if de- 
sired. Civil Service holiday. .ick leave and pen.ion 
benefits. Apply to: Baker Memorial Sanatorium. De. 
partment af Public Health. Calgary. Alberla. 1-)A-3 
Gen.ral Duty Nurs.. for modern 25-bed hospital. 
Salary range $355.$400. New .taff residence. Full 
maintenance $35. personnel policie. as per AARN. 
Apply to the: Director of Nurses, Municipal Ho.pital, 
Coronation. Alberta. 1-25-1 
GRADUAU NURSES for 64 bed, active treatment 
Hospital, 35 miles .outh of Calgary. Salary range 
$330 to $390. living accommodotion. available in 
seporate residence if desired. Full maintenance in 
re.idence $35 per month. 30 days paid vocation af.ter 
12 month. employment. Please apply to "The 
Director of Nursing, High River Municipal Hospital, 
High River. Alberta". 1-46.1 
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1522 Sherbrooke Street West r Montreal 25, Quebec 


Graduat. Nur.... Salary: $330 To $390/m. 5 day, 
40-hr. wk., 31 day. paid vacation after 12 mo. 
continuous. employment, also generous sick time and 
pension benefits. For further porticulars please apply 
to: M. Hawkes, R.N.. Superintendent of Nurse., Mu- 
nicipal Ho.pital, Drumheller. Alberta. 1-31-2 


OPERATING ROOM NURSE required immediately 
for Hospital of 43 bed. - aperations 500 yearly. 
Salary commensurate with experience and prepara- 
tion. Applications may be made to: Director of 
Nursing, Municipal Hospital, OLDS. Alberta. 1-67-1 


BRITISH COLUMBIA 
MATRON-ADMINISTRATOR for active 21-bed Gene- 
ral Hospital, West Coast Vancouver 1.land. Board 
and lodging in private .uite: $40 per mo. Please 
write stating details of experience and salary 
required to: Motron-Arministrotor, Tofino Hospital, 
Tofino, Briti.h Colombia. 2-71-1 


HEAD NURSE AND GENERAL DUTY NURSES for new 
Pediatric Ward in an active 2AO bed acute General 
Ho.pital, located in .cenic B.C. Interior. Must be 
eligible for B.C. Registration. Experience and advanc- 
ed preparation in Pediatric Nur.ing de.irable. 
Personnel Policie. a. per RNABC. Reasonable aCCom- 
modations available in lovely nurses' residence. 
Apply to: Director of Nursing. Prince George Regional 
Hospital, Prince George, B.C. 2-57-1 
Operating Room Head Nurs. ($390.$471) ond G.n.ral 
Duty NUll.. for fully accredited 113-bed ho.pital 
(82 beds in use) in N. W. B.C. Excellent fi.hing, 
skiing, skating, curling and bowling. Hot-springs 
swimming nearby. Salaries: B.C. Regi.tered $355- 
$428. Non-Regi.tered $340. Room and board $50. 
Apply: Director of Nursing. General Ho.pital. Kiti- 
mat, Briti.h Columbia. 2-36-1 A 
MATRON for 31-bed at Ocean Falls. B.C. Mu.t be 
B.C. registered. Previous experience al Matron not 
necessary but applican'" must have supervisory 
ability. Excellent per$Onnel policie.. Salary open. 
Full board and 3-room suite, $33 per mo. Apply 
stating Qualifications and experience to: Adminil- 
trator, General Hospital, Ocean Fall., Briti.h Co- 
lumbia. 2-49-1 


Regi.t.red Nurs.. for Gen.ral Duty in active .mall 
hospital. Salary $325, B.C. regi.tered $3AO, RNABC 
policie. in effect, re.idence available. Apply: Ad- 
ministrator, Lady Minto Hospital, Ashcroft, British 
Columbia. 2-.c-1 


B.C. R.N. for G.neral Duty in 32 bed active treat. 
ment ho.pital. RNABC .alory rates and fringe bene. 
fits - attractive community close to Vancouver, B.C. 
For application form write: Director of Nursing, 
Fraser Canyon Ho.pital, Box 1090. Hope, B.C. 
2-30-1 
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Gen.ral Duty Nurse. for active 3O-bed hospitc 
RNABC policies and .chedule. in effect. al.o Nortl 
ern allowance. Accommoda1ions available in re 
idence. Apply: Director of Nursing. General Ho.pita 
Fori Nel.on. Briti.h Columbia. 2-23. 


Gen.ral Duty Nurs.. for new 30-bed ho.pit( 
locoted in excellent recreational area. Salary an 
personnel policie. in accordance with RNABC. Corr 
fortable Nurses' home. Apply: Director of Nursinç 
Boundary Ho.pital. Grand Forks, Briti.h Columbic 
2-27- 


G.neral Duty Nurse. for 1I0-bed ho.pital in no'" 
western B.C. Salary-B.C. regi.tered $347-$419; non 
regi.tered $332. Newly furni.hed re.idence wit! 
T.V. Good locial activities, including bowling, cur 
ling, tennis and year-round swimming. Full per 
sonnel benefit. including travel allowance. Appl) 
to: Director of Nursing, General Hospital, Prine. 
Ruperl, B,iti.h Columbia. 2-58-
 


G.ne,al Duty Nur... for well-equipped 80-bed Gen- 
eral Hospital in beautiful inland valley adjacenT 
Lake Kathlyn and Hudson Bay Glacier. Initia' .alary 
$347. maintenonce $60. 40-hr. 5-day wk.. 4-wk., YO- 
cation. Boating, fishing, swimming, golfinp, curling, 
skating, skiing. Comfortable nurses' residence, rail 
fare advanced if nece.sary. Apply: Sacred Heart Hos- 
pital, Smithers, Briti.h Columbia. 2-73-13 


G.n.ral Duty, Op.rating Room and Experienc.d 
Ob.t.trical Nur... for 434-bed ho.pital with school 
of nursing. Salary: $3AO-$413. Credit for pa.t ex- 
perience and postgraduate training. 40-hr. wk. Stat- 
utory holidays. Annual incrementa; cumulative lick 
leave; penlion plan; 28-daYI annual vacation; B.C. 
registration required. Apply: Director of NuralnW, 
Royal Columbian Ho.pital, New Westminster, Briti.h 
Columbia. 2-73-13 


G.neral Duty and exp.ri.nced Operatln, Room 
Hur.. for 54-bed active hospital in northwKtern 
B.C. 1965 .alarie.: B.C. Regi.tered. $355, Nan- 
Regi.tered, $3AO. RNABC personnel policies in effect. 
Planned rotation. New re.idence, room and board: 
$501 m. T.V. and good social activities. Write: 
Director of Nursing, Box 1297. Terrace. Briti.h 
Columbia. 2-70-2 
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